. M.t.P 


The  Nebraska  State 
Medical  Journal 


VOLUME  37 

January  1952  — December  1952 


GEORGE  W.  COVEY,  M.D. 

Editor 


M.  C.  SMITH 

Business  Manager 


Committee  on  Journal  and  Publication 

W.  NIEHAUS,  M.D.,  Chairman  PAUL  BANCROFT,  M.D. 

. H.  HEINE,  M.D.  R.  B.  ADAMS,  M.D.,  Ex-Officio 


THE  HUSE  PUBLISHING  CO.,  Norfolk,  Nebraska 


Index  to  Volume  37 


A 

ABSCESS; 

lung;  medical  management  of,  (Beber,  and 

Lawrence) 3 

ACIDOSIS; 

diabetic,  severe;  treatment  of,  (Lueth  and 

Freidell)  277 

ACTH  (CORTICOTROPIN); 

and  cortisone;  use  in  rheumatic  carditis  in 
children,  (Hall) 31 

and  cortisone  in  acute  leukemia;  masking  of 
clinical  and  hematological  findings  by 

(Meyer  and  Tanner) 67 

ADENOMYOSIS; 

of  utei-us,  (Wolters) 290 

AMEBA; 

trophozoites  in  stool;  method  of  preserv- 
ing to  ship,  (Kelley) 367 

ANAESTHESIA; 

for  cesarean  section,  (Therien  and  Mc- 

Googan)  390 

ANEURYSM; 

of  aorta,  dissecting;  clinicopathologic  ob- 
servations, (Russum) 46 

ANTIBIOTICS; 

newer;  clinical  use  of,  (Lehnhoff) 7 

AORTA; 

dissecting  aneurysm  of;  clinicopathologic 
observations,  (Russum) 46 

B 

BACK; 

low;  acute  problems,  management  of, 

(Waters)  209 

BACTERIAL  SENSITIVITY; 

tests  for,  in  urinary  tract  infections,  (Lee)_  251 
BCG; 

vaccination,  (Dickerson) 78 

BLADDER,  URINARY; 

carcinoma  of,  (Kammandel)  186 


BLEEDING;  (see  HEMORRHAGE) 

BLOOD  PRESSURE; 

estimation  of,  by  arterial  palpation,  (Cole)_  190 
BLOOD; 

sugar;  Wilkerson-Heftmann  test  for,  (Mar- 


golin and  Gentrj'') 139 

BRAIN; 

non-convulsive  disorders  of;  clinical  en- 
cephalography in,  (Ellingson) 180 

convulsive  disorders  of;  electroencephalog- 
raphy in,  (Ellingson) 12 


C 

CALCIUM; 

in  soft  tissue  calcification;  role  of,  ( Curtis )_  359 
in  metabolic  bone  disease;  role  of,  (Fajans)_  385 
CANCER;  (See  individual  tumors  also) 


a panel  discussion  on,  (Schenken,  et  al) 311 

CARCINOMA; 

bronchogenic;  survey  of  symptoms  and  di- 
agnostic proceedures,  (Kleitsch) 107 

bronchogenic,  primary,  221 

in  field  of  general  surgery,  (Whitham) 313 

of  the  urinary  bladder  (Kommandell) 186 

of  colon,  with  perforation  and  peritonitis 296 

of  lip,  (Netely) 313 

of  lung,  ((iOvey) 312 

otolaryngologic  aspects  of,  (Smith) 315 

pathology  of,  (Tanner)- 311 


pelvic,  (Grier) 317 

radiotherapy  of,  (Hunt) 318 

CARDIOVASCULAR  SYSTEM; 

surgery  of,  (McCarthy)  40 

CARDITIS; 

use  of  ACTH  (corticotropin)  and  cortisone 

in,  (Hall)  31 

COLON; 

carcinoma  of,  primary;  with  perforation 

and  peritonitis 296 

Hirschsprung’s  disease  of;  diagnosis  and 

surgical  treatment  of,  (Swenson) 275 

perforation  and  peritonitis  in  carcinoma  of_  296 
polyposis  of,  familial;  a case  report,  (Moess- 

ner  and  Rice)  73 

CONVULSIVE  DISORDERS; 

of  brain;  electroencephalography  in,  (El- 
lingson)   12 

CORTISONE  AND  ACTH  (CORTICOTROPIN; 
in  acute  leukemia;  masking  of  spmptoms 

by,  (Meyer  and  Tanner) 67 

use  of  in  rheumatic  carditis  in  children, 
(Hall)  31 

D 

DEATHS; 

neonatal,  and  stillbirths,  (Thierstein) 76 

DERMATITIS; 

contact,  (Curtis) 285 

DIABETES  MELLITUS; 

acidosis  in,  severe,  (Lueth  and  Friedell) 277 

coma  in;  management  of,  (Fajans) 347 

neiwous  system  complications  in,  (Brous- 

seau)  352 

ocular  complications  in,  (Vickery) 354 

DRUGS; 

hyaluronidase;  clinical  application  of, 

(Swenson)  9 

renal  complications  in,  (Loomis) 356 

sedative  and  stimulative,  in  emotional  ill- 
ness, (Barta)  144 

DUODENUM; 

ulcer  of;  surgical  treatment,  (Crile) 104 

E 

ECZEMA; 

vaccination,  (Root)  148 

EDEMA; 

pulmonary,  (Neely)  254 

EDUCATION; 

public  health;  in  Nebraska,  (Lamkin) 80 

ELECTROCARDIOGRAPHY; 

electrocardiographic  transmission  over 
standard  telephone  lines,  (Rahm,  Bar- 

more  and  Dunn) 222 

ELECTROENCEPHALOGRAPHY; 

in  convulsive  disorders  of  brain,  (Ellingson)  12 

in  non-convulsive  disorders  of  brain,  (El- 
lingson)   180 

EMOTIONAL  ILLNESS; 

use  of  sedative  and  stimulative  drugs  in, 

(Barta)  144 

EMPHYSEMA; 

pulmonary;  penumoperitoneum  in  treatment 

of,  (Fleishman)  178 

EMPYEMA; 

thoracic;  multilocular,  (Kleitsch) 191 

EYE; 

complications  in,  in  diabetes  mel.,  (Vickery)  354 


Volume  37 
Number  12 


INDEX 


iii 


F 

FIBROSARCOMA: 

following  trauma  156 

FORMULA,  BABY  FEEDING: 

preparation;  terminal  sterilization  technique 

for,  (Stafford) 153 

FRACTURES: 

of  hip;  trochanteric;  surgical  treatment  of, 

(Ferciot)  243 

FROSTBITE: 

treatment  of,  (Stover) 150 

G 

GALL  BLADDER: 

disease;  common  fallacies  concerning, 

(Sparkman)  379 

GENERAL  SURGERY: 

in  treatment  of  cancer,  (Whitham) 313 

H 

HEMORRHAGE: 

uterine  (“uterine  bleeding”) ; irradiation 

therapy  in,  (Neely) 175 

HIRSCHSPRUNG’S  DISEASE: 

diagnosis  and  surgical  treatment  of  (Swen- 
son)   275 

HIP: 

disabled;  surgical  treatment  of,  (Webster)-  246 
trochanteric  fracture;  treatment  of,  (Fer- 
ciot)   243 

HYALUDRONIDASE: 

clinical  application  of,  (Swenson) 9 

HYPERTENSION,  ARTERIAL: 

essential;  obseiwations  on  prognosis  and 

treatment  of,  (Lehnhoff) 44 

essential ; treatment  of  by  bilateral  thoraco- 
lumbar sympathectomy,  (Potter) 281 

I 

IRRADIATION  THERAPY: 

in  treatment  of  abnormal  uterine  bleeding, 

(Neely)  175 

of  cancer,  (Hunt) 318 

K 

KIDNEY: 

complications  in  diabetes  mel.,  (Loomis) 356 

KNEE  JOINT: 

injuries,  common;  treatment  of,  (Hamsa) 363 


L 

LEUKEMIA: 

acute;  masking  of  hematological  and  clin- 
ical findings  by  ACTH  and  Cortisone, 


(Meyer  and  Tanner) 67 

cases  of,  at  the  University  of  Nebraska 

Hospital,  (Rubnitz)  95 

LIBERTY: 

how  to  keep  our,  (Moley) 213 

LUNG: 

abscess;  medical  management  of,  (Beber 

and  Lawrence) 3 

carcinoma  of,  (Covey) 312 

carcinoma  of;  primary  bronchogenic 221 

edema  of,  (Neely) : 254 

tuberculosis  of;  penumoperitoneum  in  treat- 
ment of,  (Fleishman) 178 

M 

MEDICAL  CARE: 

rural;  improvement  of 395 

MENTAL  HEALTH: 

clinics  in  Nebraska,  (Kuhle) 157 

MOUTH: 

pathology;  mutual  interest  physician  and 
dentist,  (Tanner  and  Waggener) 382 

1 


N 

NERVES,  PERIPHERAL: 

malignant  tumors  of,  (Neely) 323 

NERVOUS  SYSTEM: 

complications  in,  in  diabetes  mel.,  (Brous- 
seau)  352 


P 

PATHOLOGY: 

oral;  field  of  mutual  interest,  (Tanner  et  al)  382 
PERICARDITIS: 


recurrent;  non-specific,  (Griffith) 34 

PERIPHERAL  NERVES: 

malignant  tumors  of,  (Neely) 323 

PERITONEUM: 

peritonitis  in  primary  carcinoma  of  colon 296 

PERTTONEOSCOPY: 

in  diagnosis  of  obscure  abdominal  condi- 
tions, (Kennedy) 99 

PENUMOPERITONEUM : 

in  treatment  of  pn'monary  tuberculosis  and 

pulmonary  emphysema,  (Fleishman) 178 

POLYPOSIS: 

ot  colon:  familial,  (Moessner  and  Rice) 73 

PRESIDENTIAL  ADDRESS:  (Steenburg) 207 

PYURIA: 

in  children,  (Baty) 293 


R 

RADIATION  AND  X-RAY : See  under  irradiation. 


S 

SPINAL  FLUID: 

pressure  measurement;  value  of  in  head  in- 
juries, (Muehlig)  398 

STERILIZATION: 

terminal;  in  preparation  of  formula  for  ba- 

bv  feeding.  (Stafford) 153 

STILLBIRTHS: 

and  neonatal  deaths,  (Thierstein) 76 

SYMPATHECTOMY: 

in  treatment  of  essential  hypertension;  bi- 
lateral thoracolumbar,  (Potter) 281 

T 

TELEPHONE  LINES: 

standard:  transmission  of  electrocardiogram 

over,  (Rahm,  Barmore  and  Dunn) 222 

THYROTOXICOSIS: 

preparation  of  thyrotoxic  patient  for  opera- 
tion, (Kleitsch)  68 

TRAUMA: 

followed  by  fibrosarcoma 156 

TUBERCULOSIS: 

pulmonaiy;  pneumoperitoneum  in  treatment 
of,  (Fleisman)  178 

U 

ULCER,  DUODENAL: 

surgical  treatment  of,  (Crile) 104 

UTERUS: 

abnormal  bleeding  from;  irradiation  in  treat- 
ment of,  (Neely) 175 

ademyosis  of,  (Wolters) 290 

URINARY  TRACT: 

infections  of;  bacterial  sensitivity  tests  in, 
(Lee)  : 251 

V 

VENEREAL  DISEASE: 

in  indigent  patients;  new  policy  in  manage- 
ment of,  (Lee) 329 

W 

WEIL’S  DISEASE: 

a case  report  of,  (Mason) 252 

78595 


MaR  i9  1953 


IV 


INDEX 


Volume  37 
Number  12 


WILKERSON-HEFTMANN  BLOOD  SUGAR 
TEST: 

clinical  evaluation  of,  (Margolin  and  Gen- 
try) — 


AUTHORS 

Barta,  Frank  

Barmore,  John  L 

Baty,  James  Marvin 


Cole,  Frank  W 

Covey,  George  W 

Crile,  George,  Jr 

Curtis,  Arthur  C 285, 

Dickersrin,  Wm.  J 

Dunn,  F.  Lowell 

Ellingson,  R.  J 12, 

Fajans,  Stefan  S 347, 


Ferciot,  C.  Fred 

Fleishman,  Max 

Freidell,  Hugh  V 

Gently,  Harold  E 

Grier,  Maurice 

Griffith,  W.  H 

Hamsa.  W.  R 

Hall,  Thomas  N 

Hunt,  Howard  

Kammandel,  Henry  

Kelley,  George  W 

Kennedy,  John  C 

Kleitsch.  Wm,  F 68,  107, 

Kuhle.  Chas.  R 

Lamkin,  Nina 

Lawrence.  R.  James 

Lee,  L.  W 251, 

Lehnhoff.  Henry  J 

Loomis.  George  W 

Lneth,  Harold  C 

Margolin.  Morris 

Mason.  C.  T 

McCarthy.  Henry  H 

McGoogan.  Leon  S. 

Mever,  J E 

Moley,  Raymond 

Moessner.  Samuel  F 

Miiehlig,  Wilhur  A 

Mulholland.  H.  B 

Neely,  J.  Marshall 175,  254,  313, 

Potter,  Stanley  E 

Rahm,  Walter  E.,  Jr 

Reals,  Wm.  J 

Pice,  Roberta  G 

Rubnitz,  A.  S 

Russum,  B.  Carl 

Schenken,  John  R 

Soarkman.  Robert  S 

Stafford,  George  E 

Steenbuvg,  Donald  B 

Stover,  Lee 

Smith,  T.  T 

Swenson,  Orvar 

Tanner,  Frank  H 61,  311, 

Thierstein,  Samuel  T 

Van  Hazel,  Willard 

Vickery,  Robert  D 

Waters,  Chester,  Jr 

Waggener,  Donald  T 

Webster,  Frederick  S 

Wolters,  S.  L 

Whitham,  Roy  H 

ORGANIZATION  SECTION 

American  Medical  Association: 

delegates’  report, 


dues  to, 110 

interim  session  of;  delegates  report, 55 

Cerebral  Palsy  Unit 370 

Deaths : 

Agee,  James  C 135  Peebler,  Ora  F 271 

Baker,  Frank  L 28  Plehn,  Frank  W 343 

Copeland,  C.  C 271  Pollard,  Charles  W._  228 

Edstrom,  Andrew  J..271  Priest,  Paul  H 28 

Elias,  Francis 135  Richards,  B.  F 271 

Fellers,  Andrew  B,_.  28  Rieth,  George  R 228 

Fochtman,  Lloyd  H..228  Stastny,  Olga 343 

Francis,  Harry  W.—  228  Taylor,  James  S 271 

Hays,  Edward  R 343  Uridil,  Creighton  F.  411 

Hilsabeck,  L.  Clyde. 228  Wigton.  Harrison  A.  28 

Hodam,  Joseph  A— 343  Wood,  Merritt 135 

Koutsky,  John  W 135  Young,  A.  J 411 

Meese,  L.  D 343 

Doctor  Draft  400 

Editorials: 

Surveys  on  Physicians’  Incomes 1 

National  Foundation  for  Infantile  Paralysis 

Deserves  Support 2 

Arteriosclerosis  — The  Greatest  Medical 

Problem 29 

The  President’s  Commission  on  Health 

Needs  of  the  Nation 30 

Support  the  Medical  Education  Foundation-  65 

Doctor  Jahr  Resigns  As  Editor 66 

The  Nebraska  Medical  Foundation,  Inc 93 

The  Nebraska  Basic  Science  Law 94 

The  Doctors’  Committee  for  Improved  Fed- 
eral Medical  Care 137 

“The  Progress  of  Medicine”  in  Popular 

Magazines 137 

More  About  the  “Doctors’  Committee  for  the 

Tmprovement  of  Federal  Medical  Care” 173 

Obligations  of  the  Medical  Profession 174 

Fluid  and  Electrolyte  Balance 205 

Medical  Technology 206 

Medicine’s  Bulwarks  Against  Socialism 241 

Perry  Tollman,  Our  New  Dean 242 

Prepayment  Plans  and  Health  Care 242 

The  International  Labor  Organization 273 

Dinosaurs  274 

Postgraduate  Study  at  Home 309 

Science  Writing 310 

Public  Law  590 345 

Insurance  for  the  Diabetic 346 

Government  by  Treaty 377 

Vigilance  Still  Necessai-y 378 

E.M.I.C.  Program 158 

Education,  Medical 16 

Free  Hospitalization  at  65 195 

Induction  of  Priority  III  Physicians 331 

“In  Memoriam”  257 

Keogh-Reed  Bills  298 

Location  Bureau 371 

Medicolegal  Clinic  159 

Nebraska  State  Department  of  Health: 

Communicable  Disease 305 

Nebraska  State  Medical  Association: 

membership  roster  of, 21,  404 

minutes  of  session,  house  of  delegates 263 

program  of  eighty-fourth  annual  session — 161 
Board  of  Councilors;  Minutes  of  meeting  of_  114 

National  Education  Campaign  Ends 401 

Omaha  Mid-West  Clinical  Society:  Preliminary 

Program  20th  Annual  Assembly 299 

On  the  Alert 224 

Oregon  Case,  The 258 

Postgraduate  Courses  54 

Regional 299,  330,  371 

Postgraduate  Deductions 194 

Pro-Rated  Payments  Approved 260 

Senior  Medical  Day 84,  163 

Split  Fees  Not  Deductible 225 

Survey  Shows  Health  Insurance  Drawbacks 259 


139 

144 

222 

293 

352 

190 

312 

104 

359 

78 

222 

180 

385 

243 

178 

277 

139 

317 

34 

363 

31 

318 

186 

367 

99 

191 

157 

80 

3 

329 

44 

356 

277 

139 

252 

40 

390 

67 

213 

73 

398 

395 

323 

281 

222 

46 

73 

95 

46 

311 

379 

153 

207 

150 

315 

275 

382 

76 

107 

354 

209 

382 

246 

290 

313 

259 


The  Nebraska  State 
Medical  ^ Journal 

ESTABLISHED  1916  BY  THE  NEBRASKA  STATE  MEDICAL  ASSOCIATION 


Vol.  37 


Norfolk.  Nebraska,  January,  1952 


EDITORIAL 

SURVEYS  ON  PHYSICIANS’  INCOMES 

There  have  been  several  reports  recently 
following  an  analysis  of  incomes  earned  by 
physicians  in  this  country.  Not  being  too 
well  versed  in  the  science  of  statisticians  we 
are  naturally  impressed  with  the  figures  re- 
corded, but  somewhat  confused  by  the  con- 
clusions generally  drawn.  We  have  no  quar- 
rel with  the  tabulators.  Nor  is  it  our  aim  to 
criticize  the  interpreters  of  these  surveys. 
We  presume  they  are  honest  and  that  they 
have  no  axe  to  grind.  What  bothers  us,  just 
slightly,  is  the  conclusion  that  the  increases 
in  the  doctors’  incomes  over  the  past  decade 
represents  corresponding  increases  in  fees 
charged  for  services  to  the  individual  patient. 

That  some  of  us  actually  raised  our  fees  to 
meet  steadily  rising  costs  of  overhead  is  true, 
though  percentage-wise  such  increases  are 
much  below  those  imposed  on  us.  In  many 
instances  salaries  for  clerical  and  technical 
help,  office  rent,  the  costs  of  instruments  and 
supplies  have  more  than  doubled.  To  what 
extent  fees  have  gone  up  in  the  past  ten 
years  is  difficult  to  establish,  but  we  doubt 
that  they  nearly  approach  analogous  rises 
in  costs  of  any  other  commodity.  Blue  Shield 
recently  advanced  its  in-hospital  fees  to  par- 
ticipating physicians  from  $3.00  to  $4.00  per 
visit. 

Larger  incomes  the  past  few  years,  the 
way  we  see  them,  are  the  result  of  three  ma- 
jor factors. 

(a)  More  people  today  are  taking  advan- 
tage of  medical  knowledge  and  medical  fa- 
cilities. Medical  progress  the  past  ten  years 
has  been  phenomenal.  And  with  our  excel- 
lent means  of  public  communication  more 
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people  have  learned  that  the  doctor  has  some- 
thing to  offer,  something  in  addition  to 
friendly  advice.  More  people  go  to  doctors 
than  ever  before. 

(b)  With  prosperity  everywhere  most  pa- 
tients pay  for  their  services.  Most  of  us  can 
recall  an  era  when  50%  collection  of  what 
was  recorded  on  the  books  was  considered 
a good  annual  average,  and  when  a colleague 
boasted  of  collecting  80%  of  his  accounts 
those  within  hearing  distance  would  raise 
their  eyebrows.  Today  collection  agencies 
complain  that  the  only  accounts  given  to 
them  by  the  doctors  are  those  on  the  list  of 
habitual  dead-beats.  With  the  occasional  ex- 
ception people  nowadays  are  able  and  willing 
to  pay  their  doctor. 

(c)  Taking  care  of  the  indigent  is  no  long- 
er a burden  the  doctor  alone  has  to  carry. 
In  times  past  a good  part  of  the  physician’s 
time  was  taken  up  by  “charity  work.”  How 
that  system  originated  is  irrelevant  here. 
But  with  many  of  us  “free  care”  to  the  poor 
for  years  had  been  considered  a duty.  The 
philosophy  that  medical  care  of  those  unable 
to  support  themselves  is  a problem  for  the 
whole  community  and  should  be  so  dealt  with 
has  been  recognized  only  within  the  past  few 
years.  And  while  “charity  work”  by  the  doc- 
tor on  an  individual  level  is  far  from  elimi- 
nated, most,  if  not  all  counties  nowadays 
have  some  provision  to  pay  the  doctor  for 
care  of  their  dependents. 

We  emphasize  these  points  because  of  a 
tendency  on  the  part  of  some  elements  in  our 
population  to  stress  the  “high  cost  of  the 
medical  care”  as  an  argument  in  favor  of 
compulsory  sickness  insurance.  That  the 
proposed  scheme  would  actually  increase 
rather  than  decrease  such  costs  the  political 
opportunists  apparently  forget  to  mention* 

• See  also  the  Doctor's  Income  on  pagre  2. 
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THE  NATIONAL  FOUNDATION  FOR 
INFANTILE  PARALYSIS 
DESERVES  SUPPORT 

January  has  become  the  traditional  month 
in  which  the  National  Foundation  for  Infan- 
tile Paralysis,  Inc.,  comes  before  the  Ameri- 
can people  to  solicit  funds  with  which  to  car- 
ry on  its  work.  Since  1946  when  poliomy- 
elitis began  to  appear  in  steadily  ascending 
numbers  and  severity  throughout  the  vari- 
ous parts  of  the  country,  calls  for  help  on  the 
Foundation  have  been  multiplying  in  steady 
progression  each  year.  And  for  the  record 
let  it  be  known,  the  response  has  been  prompt 
and  admirable. 

V’hether  the  request  is  for  advancement 
of  cash  by  a local  chapter  whose  treasury 
has  been  depleted,  or  by  a hospital  in  need  of 
additional  equipment  and  personnel  to  cope 
with  its  increasing  case  load,  the  Foundation 
headquarters  can  always  be  relied  upon  to 
fill  the  needs.  Every  community  in  time  of 
stress  occasioned  by  a prevalence  of  polio- 
myelitis experiences  a certain  degree  of  con- 
fidence in  the  knowledge  that  the  Founda- 
tion is  standing  by  ready  to  help.  The  feel- 
ing by  the  family  stricken  by  the  disease 
that  the  whole  community  is  organized  to 
supply  whatever  aid  can  be  made  available 
makes  fear  and  worry  easier  to  bear. 

On  the  investigation  level  the  Foundation 
has  always  been  recognized  not  only  for  its 
liberal  allotments  toward  research  into  the 
nature  of  poliomyelitis  but  equally  so  for  its 
encouragement  of  every  one  interested  in  the 
problem.  Thus  millions  of  dollars  are  spent 
annually  in  grants  for  research  to  institu- 
tions willing  to  undertake  research  projects, 
and  scholarships ; and  fellowships  are  ex- 
tended to  young  graduates  with  promising 
futures  in  the  field  of  medical  education  and 
research.  It  is  not  through  mere  coincidence 
that  deaths  and  deformities  from  polio- 
myelitis have  been  steadily  decreasing.  It  is 
the  result  of  diligent  research  and  study  of 
the  disease  stimulated  and  financed  largely 
by  the  National  Foundation  for  Infantile 
Paralysis,  Inc.  Furthermore,  countless  lives 
have  been  saved  and  many  crippling  defects 
prevented  through  timely  supply  of  emergen- 
cy equipment  (respirators)  and  trained 
physiotherapists,  frequently  recruited  from 
less  strained  areas. 

In  the  realm  of  education  few  organiza- 
tions can  duplicate  the  efforts  of  the  Founda- 
tion. Refresher  courses,  institutes,  practical 


demonstrations  and  other  forms  of  assem- 
blies for  physicians  are  widely  distributed 
through  all  sections  of  the  country.  They  are 
all  designed  to  bring  to  the  attention  of  every 
one  interested,  latest  developments  in  all 
phases  of  poliomyelitis. 

Much  could  be  said  about  the  Foundations 
direct  help  to  finance  in  part  or  in  full,  hos- 
pital and  doctor  bills  of  poor  and  middle  class 
families  to  whom  such  comparatively  high 
expenditures  would  constitute  a severe  eco- 
nomic burden  superimposed  on  anxiety  and 
insecurity  inherent  in  the  disease  itself.  We 
do  not  consider  further  discussion  of  this  ac- 
tivity by  the  Foundation  necessary.  Every 
physician  has  had  occasion  to  observe  for 
himself. 

We  conclude  with  this  plea:  Give  liberally, 
and  urge  your  patients  and  friends  to  do  like- 
wise. The  National  Foundation  deserves 
generous  support  from  every  one. 


THE  DOCTORS  INCOME 

New  light  is  cast  on  the  earnings  of  doc- 
tors by  a survey  conducted  jointly  by  the 
Department  of  Commerce  and  the  American 
Medical  Association.  It  shows  that  the  av- 
erage physician  earns  $11,058  yearly  before 
income  tax  is  paid.  That  doesn’t,  of  course, 
include  any  unpaid  bills  on  his  books. 

Because  of  a concentration  of  physicians 
in  large  cities,  the  doctor  there  earns,  on  the 
average,  less  than  doctors  in  any  other  com- 
munity size  except  villages  of  less  than  2,500. 
Pennsylvania  doctors  average  $10,047  and 
those  in  New  Jersey  $9,690.  In  New  York 
the  figure  is  even  lower.  Eight  per  cent  of 
all  the  doctors  made  $25,000  or  more,  and  13 
per  cent  had  less  than  a $3,000  a year  net. 

All  of  which  contradicts  a picture  so  fre- 
quently painted.  Doctors  with  huge  incomes 
seem  the  exception  rather  than  the  rule. 
Considering  the  fact  that  a doctor  needs  to 
spend  at  least  four  expensive  and  important 
years  more  in  college  than  entrants  into  most 
other  professions,  the  yield  is  not  exorbitant. 
A bricklayer  who  put  in  as  much  overtime 
as  most  general  practitioneers  would  earn 
more. 

The  figures  are  important  at  this  time, 
when  a shortage  of  doctors  is  so  much  dis- 
cussed. The  incomes  do  a lot  to  explain  the 
shortage. 

— Reproduced  by  Courtesy  of  Sunday  Bulletin,  Philadelphia.  Pa. 
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results  serve  to  illustrate  the  effectiveness  of 
the  procedure.  Naturally,  and  especially  in 
this  day  of  a variety  of  antibiotics,  each  with 
its  own  bacterial  spectrum,  bacteriological 
study  should  precede  the  use  of  these  agents 
in  order  that  the  one  having  maximum  effec- 
tiveness against  the  infecting  organism  be 
selected. 


From  the  Medical  Service,  Douglas  County  Hospital, 
and  the  Department  of  Internal  Medicine 
College  of  Medicine,  University  of  Nebraska 
Omaha,  Nebraska 

In  discussing  this  topic  it  is  not  our  pur- 
pose to  dwell  exhaustively  upon  the  subject 
of  pulmonary  abscess  in  general.  Such  dis- 
cussions may  be  found  in  various  articles  of 
a general  nature.  We  wish  to  report  several 
cases  of  this  disease  (incidentally  demon- 
strating differences  in  etiology)  which  we 
have  treated  successfully  by  means  of  intra- 
muscular administration  of  penicillin  asso- 
ciated with  the  use  of  postural  drainage  and 
various  supportive  measures.  Our  comments, 
therefore,  will  be  limited  specifically  to  the 
matter  of  the  therapy  of  this  condition. 

Prior  to  1945,  the  majority  of  these  cases 
were  treated  by  means  of  chemo-therapy, 
postural  drainage,  and/or  surgical  drainage; 
resort  to  the  latter  being  practically  always 
necessary.  But  the  concept  of  treatment  of 
pulmonary  abscess  has  undergone  consider- 
able change  since  the  introduction  of  antibio- 
tics. The  use  of  these  new  agents,  along 
with  various  supportive  measures  and  pos- 
tural drainage  has  made  surgery  unneces- 
sary in  most  instances.  By  supportive  meas- 
ures, we  mean  the  use  of  such  substances  as 
vitamins,  iron,  liver,  as  well  as  blood  trans- 
fusion and  adequate  fluid  administration  to 
maintain  fluid  balance.  These  are,  of  course, 
of  greater  value  in  the  chronic  cases  or  the 
cases  in  which  the  condition  has  been  unrec- 
ognized for  a considerable  period  of  time,  and 
are  of  lesser  importance  in  the  acute  or 
quickly  diagnosed  cases. 

When  we  began  treating  the  cases  we  are 
reporting,  only  penicillin  and  streptomycin 
were  known,  and  the  former  was  chosen  for 
use.  For  various  reasons  which  need  not  be 
elaborated  here,  bacteriological  study  was 
not  carried  out  as  a preliminary  measure  in 
these  cases,  and  administration  of  penicillin 
was  started  without  identification  of  the  or- 
ganism involved.  Unfortunately,  therefore, 
we  are  unable  to  indicate  the  pathogen  in- 
volved. In  spite  of  this  lack,  however,  our 


One  of  the  methods  for  the  administration 
of  penicillin  which  is  recommended  is  that 
of  inhalation  of  a penicillin  spray.  This  was 
suggested  by  Humphrey  and  Joules who 
reported  complete  cures  in  three  out  of  five 
cases.  Another  method  suggested  is  intra- 
tracheal administration,  which  is  in  a sense 
a miodification  of  the  inhalation  procedure. 
Rosenthah*)  reported  seventeen  cases  treat- 
ed in  this  way,  with  ten  cures  and  improve- 
ment in  the  others.  He  also  used  the  inhala- 
tion technic,  but  felt  that  this  was  only  to 
be  used  as  a supplement  to  the  intermittent 
intrabronchial  therapy. 

The  transparietal  or  transthoracic  admin- 
istration of  penicillin  has  been  used  by 
Drouet  and  Faivre<^>.  They  described  and 
used  the  technic  of  Fontaine  who  had  inject- 
ed Gentian  Violet  into  lung  cavities.  This 
method  was  also  used  and  reported  by  others, 
namely  Pickering  and  Mathers,  Castex,  Guer- 
richo  and  Bermaschini  (all  referred  to  in  the 
article  by  Drouet  and  Faivre),  and  by  Beau- 
chant  and  Landry <2).  Drouet  and  Faivre 
recommended  this  method  especially  for  ab- 
scesses located  posteriorly  and  suggested  also 
that  it  may  be  used  in  conjunction  with  other 
measures.  Elova  and  Leizerovskaia^'*)  felt 
that  the  various  procedures  commonly  used 
were  not  satisfactory  unless  there  was  good 
drainage.  Penicillin  alone,  intramuscularly 
or  intratracheally,  would  not  be  sufficient 
without  good  preliminary  and  persistent 
drainage.  They  recommended  bronchoscopic 
drainage,  repeated  at  intervals,  if  necessary, 
followed  by  the  intratracheal  introduction  of 
penicillin  aerosol;  and  reported  good  results, 
over  a period  of  time,  in  54  cases.  The  im- 
portance of  drainage  is  something  we,  too, 
would  like  to  emphasize.  In  the  cases  we  are 
reporting,  drainage  was  possible  by  means 
of  postural  change  and"  no  instrumentation  of 
any  kind  was  necessary. 

Many  authors  have  found  the  intramuscu- 
lar administration  of  penicillin  very  satisfac- 
tory in  this  problem <’'•  Such  too,  has 

been  our  experience.  The  i)enicillin  we  have 
used  has  been  administered  by  this  route 
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(A)  (B) 

Figure  1 — Case  I,  J.W.:  ;A)  At  time  of  admission.  (Bl  Showing  recovery. 


(A)  (B) 

Figure  2 — Case  II,  P.D. : (A)  At  time  of  diagnosis.  (B)  At  time  of  dismissal. 
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rather  than  by  one  of  the  other  methods. 
Furthermore,  while  our  cases  were  treated 
with  penicillin  and  our  discussion  is,  there- 
fore, limited  to  this  substance,  one  could  as- 
sume that  the  same  method  would  be  ap- 
plicable in  cases  involving  organisms  which 
are  particularly  sensitive  to  other  antibiotics. 
In  the  case  histories  below,  it  may  be  noted 
that  the  hospital  stay  may,  at  times,  appear 
to  be  rather  long.  This  can  be  accounted  for 
by  the  fact  that  we  were  dealing  with  indi- 
viduals of  a lower  economic  level  who,  in  our 
judgment  would  not  have  received  adequate 
care  after  leaving  the  hospital  and  they  were 
therefore  discharged  in  a state  of  improve- 
ment which  did  not  require  too  much  conval- 
escent care. 

CASE  I 

J.  W.,  a colored  laborer,  33  years  old,  entered  the 
Douglas  County  Hospital  for  the  first  time  Septem- 
ber 5,  1947  with  complaints  of  pain  in  the  right 
chest,  productive  cough,  anorexia,  weight  loss.  A 
diagnosis  of  pneumonia  had  been  made  by  his  phy- 
sician in  mid-August,  1947,  with  subsequent  im- 
provement. Shortly  after  this,  however,  the  original 
symptoms  retumed.  Significant  physical  findings 
were  essentially  limited  to  the  middle  right  chest; 
and  the  X-ray  examination  revealed  an  area  of  con- 
solidation in  the  middle  third  of  the  right  lung  field 
which  was  hazy  along  its  superior  border  and  con- 
tained what  was  interpreted  as  a fluid  level.  A di- 
agnosis of  lung  abscess  with  unresolved  pneumonia 
was  made  and  the  patient  was  started  on  intramus- 
cularly administered  penicillin,  200,000  units  at  once 
and  300,000  units  every  three  hours,  along  with  pos- 
tural drainage.  Improvement  took  place  gradually, 
but  was  very  definite.  The  temperature  returned  to 
normal  on  the  fifth  day  of  hospitalization.  Other 
objective  evidence  of  a retum  to  normal  status,  as 
well  as  subjective  signs,  likewise  developed  and  the 
patient  was  dismissed  on  the  thirty-second  hospital 
day  as  completely  recovered.  Figure  1 shows  x-rays 
of  the  chest  at  the  time  of  admission  and  after 
recovery. 

CASE  II 

P.  D.,  a white  male,  76  years  old,  originally  en- 
tered Douglas  County  Hospital  on  April  22,  1949 
with  complaints  of  gradually  increasing  dyspnea, 
chest  pain,  swelling  of  the  feet  and  ankles,  as  well 
as  other  symptoms  which  were  consistent  with  con- 
gestive heart  failure.  The  physical  findings  like- 
wise pointed  to  this;  and  the  X-ray  examination  of 
the  chest  showed  some  enlargement  of  the  cardiac 
shadow  with  evidence  of  pulmonary  congestion.  The 
nature  of  the  cardiac  disease  is  not  pertinent  here. 
The  patient  was  placed  on  a program  for  the  man- 
agement of  the  congestive  heart  failure,  and 
made  progress.  On  May  13,  1949,  the  symptoms 
of  cardiac  decompensation  having  subsided,  it  was 
found  necessary  to  extract  a lower  left  cuspid  tooth. 
On  May  25,  1949,  a productive  cough  was  noted. 
X-ray  examination  of  the  chest  revealed  evidence  of 
an  abscess  of  the  upper  left  lung  field.  This  patient 
was  started  on  3()(),000  units  procaine  penicillin  ad- 
ministered intramu.scularly  daily,  along  with  pos- 
tural drainage.  Improvement  progressed  adequate- 


ly and  the  patient  was  dismissed  sixty-four  days 
after  his  admission  as  satisfactorilly  improved.  Fig- 
ure 2 shows  X-rays  of  the  chest  at  the  time  of  the 
diagnosis  of  lung  abscess  along  with  the  one  taken 
prior  to  dismissal. 

CASE  III 

E.  D.,  a white  housewife,  41  years  old,  entered  Doug- 
las County  Hospital  on  January  23,  1950,  with  com- 
plaints of  increasingly  severe  pain  in  the  right  chest, 
productive  cough,  and  the  history  of  the  awareness 
of  the  presence  of  an  upper  respiratory  infection 
for  the  three  preceding  weeks.  The  physical  exami- 
nation revealed  findings  of  a right  upper  lobe  pneu- 
monia, and  this  was  confii'med  by  X-ray  examina- 
tion of  the  chest.  An  additional  pertinent  factor 
was  the  presence  of  a rather  severe  anemia,  the  de- 
tails of  which  are  not  relevant  to  this  discussion. 
She  was  given  a blood  transfusion,  liver  and  iron 
therapy  as  part  of  the  general  treatment.  After 
the  daily  administration  of  300,000  units  of  pro- 
caine penicillin  inti’amuscularly  and  the  failure  to 
show  a good  response  to  this  therapy  and  the  sup- 
portive measures,  the  chest  was  re-examined  and 
evidence  of  the  abscess  formation  was  found.  The 
dosage  of  penicillin  was  then  increased  to  600,000 
units  daily  and  postural  drainage  started.  The  pa- 
tient became  afebrile,  showed  progressive  improve- 
ment in  general  and  was  discharged  from  the  hos- 
pital fifty-six  days  after  admission  as  satisfactorilly 
improved.  Figure  3 shows  X-rays  of  the  chest  at 
the  time  of  the  finding  of  the  lung  abscess,  along 
with  the  one  taken  prior  to  dismissal. 

CASE  IV 

C.  W.,  a white  male,  59  years  old,  entered  Doug- 
las County  Hospital  on  Februaiy  15,  1950  with  com- 
plaints of  shortness  of  breath,  chest  pain,  produc- 
tive cough,  chills  and  fever  which  began  about  two 
weeks  prior  to  the  date  of  admission  to  the  hospital. 
The  complete  examination,  including  X-ray,  again 
established  a diagnosis  of  lung  abscess,  left  lower 
lobe.  Postural  drainage  was  started,  along  with  the 
administration  of  procaine  penicillin.  The  tempera- 
ture became  normal  within  one  week  after  admis- 
sion. Progress  continued  and  the  patient  was  dis- 
missed from  the  hospital  fifty-one  days  after  entry 
as  satisfactorilly  improved.  Figure  4 shows  X-ray 
of  the  chest  taken  at  the  time  of  admission  and 
prior  to  dismissal  from  the  hospital. 

COMMENT 

Although  Bailey o)  has  claimed  that  20% 
of  these  lesions  undergo  spontaneous  regres- 
sion, the  cases  now  being  reported  demon- 
strate the  fact  that  pulmonary  abscess  can 
be  treated  conservatively  by  means  of  gen- 
er’al  supportive  measures,  postural  drainage, 
and  antibiotics.  Obviously,  the  greater  num- 
ber of  antibiotics  now  available  gives  such 
treatment  an  even  greater  possibility  of  suc- 
cess because  such  cases  as  may  have  not  re- 
sponded when  penicillin  alone  was  available 
(fortunately,  we  did  not  encounter  any  such 
cases)  would,  perhaps,  do  so  now  because  we 
have  broadened  the  spectrum  of  organisms 
sensitive  as  the  result  of  the  introduction  of 
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(A)  (B) 

Figure  3. — Case  III,  E.D.:  (A)  At  time  of  diagnosis.  (B)  Prior  to  dismissal. 


(A)  (B) 

Figure  4— Case  IV,  C.W. : (A)  At  time  of  admission.  (B)  Prior  to  dismissal. 


Volume  37 
Number  1 


USE  OF  NEWER  ANTIBIOTICS:  LEHNHOFF 


7 


these  newer  antibiotics.  Even  so,  however, 
it  is  not  intended  to  suggest  that  all  cases 
will  respond  to  these  measures.  The  case  in 
which  the  abscess  cavity  does  not  communi- 
cate with  a bronchus,  the  one  in  which  the 
organism  is  resistant  to  the  antibiotic  (either 
originally  or  by  acquisition) , or  the  one  which 
is  of  chronic  nature  for  any  reason  will  still 
requii’e  surgical  intervention.  The  latter 
have  already  been  referred  to'“)  as  showing 
a poor  response  to  chemotherapy. 
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INDISCRIMINATE  USE  OF  ASPIRIN  MAY 
AFFECT  BLOOD 

Serious  effects  may  result  from  the  indiscrim- 
inate use  of  such  salicylates  as  aspirin,  according 
to  a report  in  the  Sept.  8 Journal  of  the  American 
Medical  Association. 

The  case  of  a 74-year-old  man  who  experienced 
eight  years  of  continuous  intestinal  bleeding  as  the 
result  of  prolonged  use  of  aspirin  was  reported  by 
Drs.  Walter  Modell  and  Russel  Patterson  of  the 
department  of  pharmacology  and  surgery,  Cornell 
University  Medical  College,  New  York. 

“Serious  toxic  reactions  to  the  salicylates  are  rare 
in  relation  to  the  widespread  use  of  this  group  of 
drugs,”  the  report  stated.  “In  the  present  case  it 
was  possible  to  establish  a causal  relationship  be- 
tween prolonged  intestinal  bleeding  and  the  tak- 
ing of  acetylsalicylic  acid.” 

The  patient,  according  to  the  report,  suffered  from 
weakness,  anemia  and  a decrease  in  the  number  of 
colorless  blood  corpuscles  which  are  believed  to  aid 
in  the  clotting  of  the  blood. 

The  symptoms  disappeared  with  the  discontinu- 
ance of  the  use  of  aspirin.  However,  the  doctors 
pointed  out,  they  were  unable  to  determine  posi- 
tively the  connection  between  the  taking  of  the 
aspirin  and  the  reduction  of  the  number  of  colorless 
blood  corpuscles. 


The  Clinical  Use  of  the 
Newer  Antibiotics 

HENRY  J.  LEHNHOFF,  JR.,  M.D.,  F.A.C.P. 

Associate  Professor  of  Internal  Medicine 
University  of  Nebraska,  College  of  Medicine 
Omaha  5,  Nebraska 

Just  ten  years  ago  in  England  the  first 
patient,  a man  with  staphylococcus  osteo- 
myelitis, was  treated  with  Penicillin.  He 
showed  a favorable  temporary  response  but 
eventually  died  because  the  meager  supply 
of  the' substance  was  exhausted.  xA.nyone  who 
has  had  the  opportunity  to  observe  the  treat- 
ment of  infectious  diseases  during  the  inter- 
val of  1941  to  1951  may  recognize  that  many 
disorders  of  microbial  origin  which  were  once 
dreaded  threats  to  mankind,  are  now,  in  the 
words  of  the  late  renowned  bacteriologist 
Hans  Zinsser,  “Confined,  like  other  savage 
creatures,  in  the  zoological  gardens  of  the 
controlled  diseases.” 

Let  us  scrutinize  each  antibiotic  available 
and  start  with  Penicillin  which  is  no  longer 
new  but  is  still  the  most  widely  applicable. 
It  is  the  substance  of  choice  in  the  treatment 
of  all  gram-positive  infections  due  to  pneu- 
mococci, staphylococci,  hemolytic  strepto- 
cocci, and  non-hemalytic  streptococci  produc- 
ing subacute  bacterial  endocarditis.  It  is 
likewise  the  agent  of  choice  in  all  forms  of 
syphilis  and  gonorrhea.  It  may  be  admin- 
istered intramuscularly,  orally  or  topically. 
The  oral  dose  must  be  three  to  five  times 
the  intramuscular  dose  to  obtain  the  same 
blood  level.  Dosage  is  measured  in  units  of 
which  1,500,000  equal  *1  gram.  The  com- 
mon prescription  of  300,000  units  therefore 
equals  200  mg.  — a therapeutic  amount  of 
which  is  much  less  by  weight  than  any  other 
antibiotic.  Daily  dosage  varies  from  200,000 
to  1,200,000  units.  Toxic  reactions  are  rare- 
ly serious. 

Aueromycin,  manufactured  by  the  Lederle 
Laboratories  from  cultures  of  Streptomyces 
auerofaciens  was  first  described  by  Duggan 
in  1948.  It,  like  Terramycin,  is  more  potent 
against  gram-positive  organisms  than 
against  gram-negative  organisms.  It  is  ac- 
tive against  the  rickettsial  diseases  — Rocky 
Mountain  spotted  fever,  typhus,  scrub 
typhus,  and  Q fever.  It  is  active  against 
certain  virus  infections  — particularly  virus 
pneumonia,  herpes,  granuloma  venereum.  It 
has  been  used  successfully  against  hemolytic 

•Read  before  *he  Annual  Alumni  Day  meeting.  March  28, 
1951. 
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staphylococcus  infections,  amebiasis,  tulare- 
mia, and  brucellosis.  Against  the  last  two 
diseases  and  Friedlander’s  bacillus  infections, 
it  should  be  probably  combined  with  strepto- 
mycin. Aueromycin  is  not  rapidly  excreted 
from  the  blood  and  is  effective  if  given  no 
oftener  than  every  six  hours.  It  readily 
diffuses  into  the  pleural  fluid  and  cerebro- 
spinal fluid  and  is  excreted  in  large  amounts 
in  the  bile  and  urine.  The  adult  dose  is  500 
to  750  mg.  For  large  children  100  to  500 
mg. — for  small  children  50  to  100  mg.  It 
may  be  given  intramuscularly  but  is  rather 
irritating.  To  prevent  nausea  it  may  be 
given  with  milk.  It  should  not  be  given  with 
one  of  the  aluminum  hydroxide  gels  because 
these  substances  interfere  with  its  absorp- 
tion. Additional  toxic  effects  are  largely  of 
a gastro-intestinal  nature  including  sto- 
matitis, furry  tongue  and  rare  urticarial  re- 
sponses. The  reduction  of  intestinal  bacter- 
ial flora  may  allow  fungi  to  flourish  and  pro- 
duce vaginitis  or  vulvitis  which  can  be  con- 
trolled by  parenteral  administration  of  a 
Vitamin  B complex. 

Chloromycetin  — derived  from  Strepto- 
myces  Venezuela  — known  chemically  as 
Chloramphenical  — is  produced  by  Parke- 
Davis  Company.  Most  of  what  was  said  re- 
garding Aueromycin  applies  also  to  Chloro- 
mycetin. There  are  a few  exceptions  the 
most  significant  of  which  is  that  Chloro- 
mycetin is  the  drug  choice  in  the  treatment 
of  typhoid  fever.  It  is  more  effective  against 
influenza  bacillus  infections  and  in  more 
serious  influenza  cases  may  be  used  syner- 
gistically  with  Streptomycin.  Chloromycetin 
appears  to  be  more  active  against  gram-neg- 
ative infections  than  against  gram-positive 
infections  although  it  is  potent  against  both. 
Recently  good  results  have  been  reported 
from  its  use  against  pertussis.  In  typhoid 
fever  it  should  be  administered  for  a mini- 
mum of  ten  to  fourteen  days.  In  other  dis- 
orders it  may  be  halted  after  the  patient  is 
afebrile  twenty-four  hours.  There  is  evi- 
dence that  it  is  not  excreted  in  the  bile  or 
urine  in  a biologically  active  concentration  of 
the  same  degree  as  in  aueromycin  or  terra- 
mycin.  Recent  reports  indicate  that  the 
simultaneous  administration  of  Cortisone 
augments  its  action  against  typhoid  fever. 

Terramycin,  discovered  by  Finley  in  1950 
while  working  in  the  Pfizer  laboratory,  is 
derived  from  Streptomyces  remosis  and  has 
been  found  especially  valuable  in  gram-posi- 


tive bacterial  infections.  In  general  its  spec- 
trum of  activity  is  the  same  as  Aureomycin. 
It  can  be  given  intravenously  as  well  as  oral- 
ly. There  is  evidence  that  it  is  not  as  ef- 
fective against  influenza  as  is  Chloromycetin. 

Aureomycin,  Chloromycetin  and  terramy- 
cin are  not  synergistic  with  penicillin.  It  ap- 
pears that  the  simultaneous  administration 
of  pencillin  is  antagonistic  rather  than  syner- 
gistic to  the  activity  of  any  one  of  these 
three  closely  related  antibiotics. 

Streptomycin  — discovered  by  Waksman 
in  1944,  is  derived  from  Streptomyces  griseus 
and  produced  commercially  by  Merck  and 
Company.  It  must  be  administered  intra- 
muscularly. Its  greatest  contribution  has 
been  in  the  chemotherapy  of  tuberculosis,  but 
when  given  in  combination  with  Penicillin  it 
has  cured  bacterial  endocarditis  due  to  Peni- 
cillin resistent  streptococci.  In  combination 
with  Aureomycin  it  is  effective  against 
otherwise  resistant  brucellosis  or  Friedland- 
er’s bacillus  infections.  Urinary  infections 
due  to  gram-negative  organism,  particularly 
colon  bacillus,  Aerobacter  aerogenes,  B. 
proteus,  and  B.  pyocyaneus,  which  do  not 
respond  well  to  other  antibiotics  respond  well 
to  Streptomycin.  Its  most  disturbing  toxic 
effect  is  well  known.  Eighth  cranial  nerve 
irritation  producing  tinnitus,  deafness  or 
vertigo  may  develop  if  2 grams  daily  are 
administered  over  17  to  21  days.  Twelve 
days  or  less  of  such  dosage  is  quite  safe.  The 
use  of  the  more  purified  form  — dihydro- 
streptomycin has  reduced  the  incidence  of 
toxic  reactions. 

Bacitracin  — a filtrate  of  a broth  culture 
of  Bacillus  subtilis — was  first  described  by 
Johnson  and  Meleny  of  Columbia  University 
in  1949  and  is  produced  by  the  Commercial 
Solvents  Corporation.  Its  use  is  somewhat 
limited  because  of  its  toxic  reaction  which 
results  in  lower  nephron  nephrosis  type  of 
renal  lesion  which  usually  clears  with  cessa- 
tion of  administration.  It  may  be  given  in- 
tramuscularly, orally,  topically  or  intra- 
thecally.  Its  biggest  contribution  to  anti- 
biotic therapy  is  to  the  management  of  mixed 
bacterial  infections  which  have  not  responded 
to  other  antibiotics.  The  synergism  ex- 
hibited by  the  combined  use  of  Penicillin  and 
Bacitracin  in  combatting  infectious  resistent 
to  single  antibiotics  has  provided  more  possi- 
bilites  for  successful  antibiotic  therapy. 
Their  synergism  has  likewise  been  demon- 
strated in  the  treatment  of  syphilis.  Anti- 
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bacterial  synergism  has  previously  been 
proven  successful  in  tularemia  (Streptomy- 
cin and  Aureomycin),  brucellosis  (Strepto- 
mycin and  Aureomycin  Chloromycetin  or 
Terramycin),  influenza  (Streptomycin  and 
Chloromycin),  Friedlander’s  bacillus  infec- 
tions (Streptomycin  and  Aureomycin).  This 
phenomenon  is  in  no  way  related  to  the  ra- 
tionale of  the  use  of  sulfa  combinations.  In 
the  latter  case  the  combination  of  several 
sulfas  prevents  the  large  concentration  of 
one  type  of  crystal  saturation  of  the  renal 
tubules  just  as  if  the  smaller  dosage  of 
each  sulfa  had  been  administered  alone. 

There  are  several  antibiotics  less  widely 
used  than  those  described  earlier  in  this  pa- 
per. Most  of  them  are  limited  in  their  appli- 
cation to  clinical  practice  because  of  their 
toxicity  when  administered  in  therapeutic 
amounts.  These  include  Neomycin  which 
shows  promise  in  the  treatment  of  tuber- 
culosis although  there  is  indication  of 
nephrotoxic  and  ototoxic  complications. 

Polymyxim  — derived  from  Bacillus  pol- 
ymyxa  — is  effective  against  gram-negative 
infections.  A product  of  the  Lederle  Drug 
Company,  it  is  not  yet  ready  for  general  use 
because  of  nephrotoxic  possibilities. 

Bacillomycin,  Prodigiosin,  Fracidin  are  po- 
tential antifungal  antibiotics  whose  clinical 
usefulness  thus  far  has  not  been  established. 

Tyrothycin  and  its  active  principle  gram- 
icidin may  be  used  only  topically  because  of 
hemolytic  properties  when  given  parenteral- 
ly.  Tyrothrycin  was  one  of  the  first  anti- 
biotics recognized  — having  been  described 
by  Dubos  in  1939.  Its  main  application  has 
been  in  otorhinolaryngology,  surgical  and 
dermatological  infections. 

In  summary,  emphasis  is  directed  to  the 
usefulness  of  Penicillin  as  a well  established 
antibiotic  of  wide  spectrum  activity  whose 
milligram  dosage  is  relatively  low  even  when 
given  by  mouth.  Unless  conclusive  indica- 
tion exists  for  the  employment  of  other  sub- 
stances it  should  get  first  consideration  for 
systemic  therapy. 

Recent  advances  in  this  field  have  pro- 
vided effective  new  management  of  am- 
ebiasis, influenza,  undulant  fever,  tularemia, 
the  rickettsial  disease,  certain  virus  diseases 
and  certain  mixed  infections,  particularly 
those  of  infected  wounds  and  the  urinary 
tract.  The  synergism  of  certain  antibiotics 


enhances  their  value  against  formidable  in- 
fections and,  on  the  other  hand,  the  antag- 
onism which  some  demonstrate  — particu- 
larly Chloromycin  and  Penicillin,  so  far  pre- 
cludes the  possibility  which  has  been  facet- 
iously predicted  by  Reiman  that  commercial 
interests  would  someday  exploit  a combin- 
ation of  antibiotics  designed  to  cure  all  in- 
fectious diseases  without  the  need  for  both- 
ering with  diagnosis  and  call  it  Multimycin. 
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The  Clinical  Application  of 
Hyaluronidase* 

S.  A.  SWENSON,  JR.,  M.D. 

Omaha,  Nebraska 

In  1929,  Duran-Reynals  of  Yale^^)  reported 
that  testicular  extract  contained  a factor 
which  facilitated  the  spread  of  vaccine  virus 
in  the  rabbit  skin.  This  factor  is  now  var- 
iously known  as  the  spreading  or  diffusing 
factors,  “R”  factor  or  Reynals  factor.  Con- 
tinued studies  identified  this  spreading  fac- 
tor as  hyaluronidase,  a mucolytic  enzyme 
which  can  hydrolyze  hyaluronic  acid. 

Hyaluronic  acid  is  a mucopolysaccharide 
which  is  referred  to  as  the  ground  substance 
of  the  mesenchyme.  It  normally  acts  as  an 
intercellular  barrier,  obstructing  diffusion  of 
invasive  substances.  It  is  found  in  high  con- 
centration in  synovial  fluid,  Wharton’s  jelly, 
ovarian  follicular  fluid,  vitreous  body,  papil- 
lary layer  of  the  skin,  nucleus  pulposus, 
perilobular  stroma  of  the  breast,  stroma  of 
the  mucous  glands  of  the  respiratory,  gas- 
tro-intestinal  and  genito-urinary  tracts^'’). 

Hyaluronidase  has  been  found  in  many 
strains  of  bacteria  such  as  staphylococci, 
streptococci,  pneumococci  and  C.  Welchii.  It 
is  also  present  in  leech  extracts,  bee,  snake 
and  spider  venoms,  mammalian  testis  and 
spermatozoa.  The  phenomenon  of  the 
spreading  was  at  first  of  purely  academic 
interest.  It  could  explain  the  higher  sen- 
sitiveness of  the  testicle  to  vaccine  virus  and 

‘Read  before  the  83rd  Annual  Meeting  of  the  Nebraska  State 
Medical  Association,  in  Omaha,  Nebraska  on  May  1.  1951. 
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some  other  infectious  agents,  but  any  appli- 
cation to  the  field  of  infection  in  general 
seemed  rather  remote.  However,  the  find- 
ings that  certain  pathogenic  bacteria,  pois- 
onous snakes  and  insects  secrete  the  spread- 
ing factors  soon  changed  a curious  phenom- 
enon into  one  of  immediate  medical  interest. 
The  rapid  invasion  of  tissues  by  these  bac- 
teria or  these  venoms  now  had  an  explana- 
tion. More  information  was  gained  in  study- 
ing such  diverse  phenomena  as  the  rapid 
spreading  of  diseases  like  erysipelas,  lobar 
pneumonia,  gas  gangrene  and  the  brutal 
overcoming  of  tissues  by  poisons  following 
snake  bite.  The  mechanism  of  dermal  inoc- 
ulation of  a number  of  insect-borne  diseases 
was  also  better  understood^^h 

From  analysis  of  the  spreading  phenom- 
ena, it  was  already  known  that  the  respon- 
sible factors  increased  the  permeability  of 
the  interstitial  matter  of  the  mesenchyme, 
thus  acting  as  agents  external  and  internal 
elements  to  infiltrate  through  its  nets  of 
fibrils  and  other  structures.  After  finding 
the  enzymatic  effects  of  hyaluronidase,  the 
spreading  was  shown  to  be  the  result  of  the 
effect  of  these  enzymes  on  a medium  which, 
normally  viscid  and  acting  as  a barrier  be- 
comes a medium  with  .a  viscosity  presumably 
close  to  water. 

Hyaluronidase  content  may  be  calculated 
by  its  weight  in  micrograms,  diffusing  ac- 
tivity in  skin,  mucin  clot  prevention,  vis- 
cosimetry,  or  by  turbidimetry.  The  Ali- 
dase^^,  produced  by  G.  D.  Searle  Co.,  is  stand- 
ardized in  viscosity  units.  One  unit  is  de- 
fined as  the  amount  of  hyaluronidase  required 
to  reduce  viscosity  of  a standard  solution  of 
hyaluronic  acid  50%  in  30  minutes.  Wyeth’s 
Hydase^,  or  now  Wydase^,  is  measured  in 
turbidity  reducing  units.  One  turbidity  re- 
ducing unit  is  the  amount  of  the  enzyme  that 
reduces  the  turbidity  caused  by  0.2  mgm  of 
hyaluronic  acid  at  pH  4.2  in  dilute  serum  to 
that  caused  by  0.1  mgm.  One  turbidity  re- 
ducing unit  is  equal  to  about  3 viscosity 
units.  Alidase^  is  marketed  in  250  V.U.  and 
500  V.U.  ampoules.  Wydase^  is  marketed 
in  ampoules  of  150  T.R.U. 

Schwartzman^i"*’  studied  the  relation  of 
hyaluronidase  dosage  to  absorption.  Work- 
ing with  Alidase^  he  found  that  the  optimum 
amount  of  the  enzyme  was  500  viscosity 
units  for  amounts  of  fluid  ranging  from  10 
cc  to  1 liter.  Hector found  that  the  rate 

The  Alidase(R)  used  in  this  work  was  supplied  through  the 
courtesy  of  the  G.  D.  Searle  Co. 


of  diffusion  is  proportionate  to  the  amount 
of  enzyme  and  the  extent  is  proportionate  to 
the  volume  of  solution.  He  also  found  that 
the  natural  hyaluronic  acid  barrier  was  par- 
tially restored  in  24  hours  and  completely 
restored  in  48  hours. 

Hyaluronidase  is  being  used  clinically  in 
almost  any  place  that  increased  rate  and 
spread  of  fluid  absorption  is  desired.  We 
all  have  seen  it  used  in  hypodermoclysis,  in 
which  I believe  it  has  its  greatest  applica- 
tion. Almost  any  type  of  non-toxic  agent 
can  be  given  subcutaneously  with  greater 
speed  and  range  of  diffusion.  Glucose  solu- 
tions up  to  10%  can  be  given  without  dis- 
comfort, localized  edema  or  fear  of  tissue 
necrosis.  Protein  hydrolysates  such  as  Par- 
enamine^^  or  Amigeni^,  and  even  plasma,  are 
absorbed  almost  as  readily  as  normal  saline 
solution. 

The  absorption  of  other  therapeutic  agents 
has  been  greatly  facilitated  by  the  use  of 
hyaluronidase.  Mosely  & Montgomery 
have  used  the  enzyme  with  constant  intra- 
muscular drip  penicillin  in  the  treatment  of 
sub-acute  bacterial  endocarditis.  They  found 
that  absorption  was  was  even  and  rapid  with 
blood  levels  of  penicillin  equal  to  that  where 
it  was  given  intravenously.  Tuckman  & 
Moolten^i®>  found  that  by  giving  hyaluroni- 
dase preceding  injections  up  to  100  mgm  of 
heparin,  pain  and  other  complications  were 
avoided  and  the  effect  on  coagulation  time 
and  on  platelet  adhesiveness  was  as  readily 
obtained  and  as  consistently  maintained  as 
with  intravenous  heparin. 

As  the  use  of  hyaluronidase  is  becoming 
more  widely  known,  rather  diverse  clinical 
applications  are  being  reported.  Rosman(i^> 
treated  two  cases  of  localized  pre-tibial  myx- 
edema with  good  results  and  found  that 
Bloom and  Grais<*>  had  had  similar  exper- 
iences. In  a patient  with  a mesothelioma  of 
the  pleura  and  peritoneum  Meyer^^o)  ^vas 
able  to  remove  the  honey-like  fluid  with 
ease.  He  says  that  without  the  intraperi- 
toneal  injection  of  hyaluronidase,  the  para- 
centesis was  incomplete  because  of  the  high 
viscosity  of  the  fluid.  By  injecting  hyal- 
uronidase a fluid  of  low  viscosity  could  be 
completely  removed  in  a short  time.  In  a pa- 
tient of  mine,  who  was  dying  of  a general- 
ized abdominal  carcinomatosis,  abdominal 
ascites  became  an  increasing  problem.  On 
two  successive  occasions  Alidase^  2,000  V.U. 
was  mixed  with  ascitic  fluid  and  re-injected 
into  the  abdomen.  A mercurial  diuretic  was 
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given  intravenously.  Urinary  output  was  in- 
creased by  1,200  cc  on  the  first  trial  and 
1,800  cc  on  the  second  trial.  The  abdominal 
ascites  was  definitely  decreased. 

Kirby,  Eckenhoff  and  Looby ran  con- 
trolled experiments  on  the  use  of  hyaluron- 
idase  with  local  anesthetic  agents.  They 
found  that  procaine  1%  plus  hyaluronidase 
produced  an  area  of  skin  anesthesia  almost 
twice  as  great  as  that  of  procaine  alone.  The 
addition  of  0.5  cc  epinephrine  1:1,000  to  50 
cc  of  the  anesthetic  solution  I’esulted  in  a 
slightly  larger  area  of  anesthesia.  The  ef- 
fect of  hyaluronidase  on  the  duration  of  both 
procaine  and  pontocaine  was  to  shorten  the 
anesthesia  time.  Epinephrine  was  added  to 
delay  absorption  with  the  result  that  the 
period  of  anesthesia  was  not  significantly  dif- 
ferent with  or  without  hyaluronidase.  Pro- 
caine plus  hyaluronidase  plus  epinephrine 
produced  skin  anesthesia  lasting  on  an  av- 
erage of  3 hours.  Pontocaine  plus  hyaluron- 
idase plus  epinephrine  produced  skin  an- 
esthesia lasting  on  an  average  of  3 to  4 
hours.  These  experiments  are  borne  out  by 
an  article  by  Moored Seattle,  in  which  he 
reports  a series  of  358  cases  in  which  ponto- 
caine-hyaluronidase  solutions  were  used  with 
and  without  epinephrine.  These  cases  in- 
cluded blocks  for  fractures,  mastectomy, 
hernia,  cholecystectomy,  colon  resection,  gas- 
tric resection,  thyroidectomy,  neck  dissec- 
tions, etc. 

The  treatment  of  backaches  by  infiltra- 
tion with  local  anesthetic  agents  is  not  new. 
Backache  is  a widely  prevalent  ailment.  If 
infections  and  degenerative  diseases  are 
eliminated,  backache  as  the  primary  com- 
plaint or  as  an  important  symptom  of  var- 
ious disorders,  ranks  as  a seriously  disabling 
disease.  It  seems  to  be  especially  common 
in  industry  and  from  a compensation  angle 
proves  to  be  very  important.  In  checking 
through  old  records  of  industrial  firms,  I 
found  that  acute  back  strains  resulted  in  an 
average  of  8 days  lost  time  and  frequently 
continued  to  come  into  the  office  daily  for 
as  long  as  a month  for  heat  and  massage. 
Correlating  the  use  of  procaine  infiltration 
for  acute  ankle  sprains,  it  seemed  only  logi- 
cal that  perhaps  .acute  back  strains  would 
respond  in  a similar  fashion. 

The  cases  for  infiltration  treatment  must 
at  first  be  carefully  selected.  Irwig(-^>  has 
classified  back  cases  into  “X-ray  positive,” 
“X-ray  variable”  and  “X-ray  negative” 
groups.  The  X-ray  negative  groups  include 


backaches  without  abnormal  X-ray  findings. 
A frequent  history  is  that  of  a minor  acci- 
dent, a sudden  pain  when  lifting  or  stooping 
and  slow  recovery  after  prolonged  rest,  im- 
mobilization, traction  and  physiotherapy. 
These  cases  are  usually  lumped  under  the 
term  “soft  tissue  injury.”  The  history  sug- 
gests that  the  pain  is  caused  by  small  tears 
of  muscular  fibers,  the  pressure  of  hema- 
tomas, the  scar  tissue  which  follows  tears 
and  hematomas  in  the  vicinity  of  spinal 
nerves  and  the  muscular  spasm  which  usual- 
ly accompanies  trauma. 

Injection  treatment  of  backaches  has  been 
successfully  performed  by  Judovich  & 
Bates^**),  who  used  novocaine  and  an  extract 
from  the  pitcher  plant.  Tarsay<^^>  and  Ir- 
wig(5)  used  procaine  or  eucupine  in  oil  by 
local  or  regional  injection.  Lahvis<*^  used  pro- 
caine in  a sesame  oil  base.  It  has  been  noted 
in  proctologic  surgery  that  the  sphincter  ani 
remains  in  a state  of  muscular  atony  for  the 
duration  of  the  anesthetic  agent  which  has 
been  injected  into  it.  It  seems  reasonable 
that  agents  capable  of  producing  muscular 
atony  and  analgesia  might  be  of  value  to 
those  suffering  from  muscular  pains  in  any 
part  of  the  body.  The  local  infiltration  of 
procaine  also  produces  a local  sympathetic 
nerve  block,  the  resulting  vasodilitation  aid- 
ing in  healing  and  repair  of  traumatized  tis- 
sues. 

If  the  cause  of  the  backache  has  been  de- 
termined to  be  that  of  acute  strain  with  as- 
sociated muscle  spasm,  an  attempt  is  made 
to  find  the  point,  or  points,  of  maximum  ten- 
derness. 10  cc  of  procaine  1%  mixed  with 
250  V.U.  or  75  T.R.U.  of  hyaluronidase  is  in- 
jected slowly  ahead  of  the  needle  until  the 
“trigger  point”  is  located.  The  remainder 
of  the  solution  is  pooled  at  this  point.  Re- 
lief of  pain  is  usually  immediate  and  lasts  1 
to  3 hours.  Adhesive  tape  strapping  is 
avoided.  The  patient  is  instructed  to  apply 
heat  to  the  area  at  home  in  the  evening,  as 
he  frequently  returns  to  work  following  the 
injection.  If  there  is  recurrence  of  acute 
pain,  he  is  told  to  returni  the  next  day  for  a 
repeat  injection. 

The  results  have  been  very  gratifying  as 
are  indicated  in  table  No.  I.  Although  the 
duration  of  muscular  relaxation  and  anal- 
gesia are  less  than  that  in  which  oil  solutions 
are  used,  the  increased  diffusion  of  the  an- 
esthetic agent  by  the  addition  of  hyaluron- 
idase seems  to  produce  a response  sufficient 
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to  allow  the  patient  to  return  to  work  with- 
out loss  of  time. 


TABLE  NO.  I 
STRAINS 


Results 


Location 

Cases 

Good 

Poor 

Low  back  _ _ _ 

_ . 15 

14 

1 

Shouder 

10 

10 

0 

Ankle  _ 

7 

7 

0 

Total 

32 

31 

1 

Additional  personal 

experiences 

with 

the 

use  of  hyaluronidase  in  local  anesthesia  and 
nerve  blocks  have  been  extremely  successful 
as  indicated  in  table  No.  II  and  table  No.  III. 
Little  difference  of  duration  of  anesthesia 
has  been  noticed  with  or  without  hyaluron- 
idase when  epinephrine  is  used.  The  great 
advantage  seems  to  be  the  use  of  less  anes- 
thetic agent  and  the  lack  of  the  tissue  edema 
which  is  one  of  the  disadvantages  of  local 
anesthesia.  Peritoneal  anesthesia  is  partic- 
ularly successful. 


TABLE  NO.  II 
SURGERY 

Procedure  Cases  Novocaine  Duration 

Vein  ligation  14  15  cc.  45  minutes 

Thyroid  4 50  cc.  60  ” 

Vein  stripping  4 50  cc.  60  ’* 

Hernia 6 35  cc.  60  ** 

Scalenus  3 30  cc.  45  *’ 

Hand  fracture  7 10  cc.  30 

Tendon  3 10  cc.  30  *' 

Total  m 

TABLE  NO.  Ill 
THERAPEUTIC 

Procedure  Cases  Duration 

Lumbar  block  11  2 to  4 hours 

Stellate  block  7 1 to  2 hours 

Abdominal  Ascites 2 Reduction  of  fluid 

Total  20 


SUMMARY  AND  CONCLUSIONS 

1.  The  enzyme,  hyaluronidase,  is  develop- 
ing an  increasing  scope  in  its  use  in  the  field 
of  medicine  and  surgery. 

2.  The  injection  of  procaine  and  hy- 
aluronidase is  of  value  in  acute  muscle  and 
fascial  strains  in  reducing  pain  and  spasm 
and  resulting  in  a more  rapid  return  to  nor- 
mal function. 

3.  Its  use  as  a spreading  factor  in  the  in- 
jection of  local  anesthetic  agents  facilitates 
absorption  without  decrease  in  duration  of 
anesthesia. 
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Clinical  Electroencephalography 
in  Convulsive  Disorders 

R.  J.  ELLINGSON,  Ph.D. 
Electroencephalography  Laboratories 
Nebraska  Psychiatric  Unit 
University  of  Nebraska  College  of  Medicine 
and  the  Lutheran  Hospital 
Omaha,  Nebraska 

Part  II 

THE  USE  OF  EEG  FINDINGS  IN 
THE  DIAGNOSIS  OF  EPILEPSY 

By  the  standard  methods  used  in  almost  all 
EE'G  laboratories  abnormalities  are  found  in 
the  EEGs  of  approximately  90  per  cent  of  all 
epileptics  examined.  In  a large  percentage 
of  these  cases  the  nature  of  the  EEG  abnor- 
mality observed  strongly  suggests  an  epilep- 
tic state,  and  in  many  instances  points  to  the 
type  of  seizures  from  which  the  patient  suf- 
fers. In  some  cases  the  EEG  abnormality  is 
non-specific  and  only  indicates  that  some 
cerebral  dysfunction  is  present  without  of- 
fering a clue  to  its  nature. 

Matters  are  not  so  simple,  however,  as  the 
above  descriptions  might  lead  one  to  believe. 
Several  notes  of  caution  must  be  injected. 
Eirst,  many  epileptics  suffer  from  more  than 
one  kind  of  seizure.  The  coexistence  of  petit 
mal  and  grand  mal  is  particularly  common. 
In  such  cases  the  EEG  patterns  seen  are 
fairly  complex,  showing  several  kinds  of  ab- 
normal signs. 

Second,  not  only  do  about  10  per  cent  of 
epileptics  have  normal  interseizure  EEGs, 
but  about  the  same  percentage  of  so-called 
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normals  have  abnormal  EEGs.  However, 
such  “positive”  EEGs  in  nonnals  usually 
show  non-specific  abnormalities  and  rarely 
show  specifically  seizure-like  activity.  There 
are  three  principal  exceptions  to  the  last 
statement:  (1)  it  is  not  uncommon  to  find 

seizure-like  activity  in  the  EEGs  of  close  rel- 
atives of  epileptics,  (2)  high-voltage  3 per 
second  waves  are  rather  readily  elicited  dur- 
ing hjT>erventilation  in  many  young  children, 
and  (3)  spikes  and  other  seizure-like  signs 
may  be  present  near  the  site  of  a traumatic 
brain  injury  up  to  several  months  after  the 
occurance  of  the  injury,  even  though  the 
lesion  is  not  epileptogenic. 

Third,  EEG  signs  themselves  may  occa- 
sionally be  partially  misleading.  For  ex- 
ample, the  only  abnormal  sign  in  the  EEG  of 
a patient  with  “pure”  grand  mal  may  be  the 
3 per  second  spike-and-wave  most  frequently 
associated  with  petit  mal.  Apparent  foci  of 
abnormality  are  sometimes  misleading,  due 
to  physical  or  physiological  spread  of  the  ab- 
normal activity  from  the  site  of  the  lesion  to 
another  area;  the  most  common  mislocaliza- 
tion  is  to  the  homologous  area  of  the  op- 
posite hemisphere  However  the  EEG  is 
much  more  often  right  than  wrong  in  identi- 
fying the  nature  of  the  epileptic  process  and 
the  cerebral  focus  (if  any)  of  its  origin,  and 
usually  yields  information  essential  to  the 
full  understanding  of  the  case  which  cannot 
be  obtained  in  any  other  way. 

Taking  all  the  facts  into  consideration, 
four  rules  may  be  laid  down  governing  the 
use  of  electroencephalographic  data  in  arriv- 
ing at  a diagnosis  in  seizures  cases.  Basic 
to  these  rules  is  the  principle  that  the  nature 
and  history  of  the  seizures  is  the  most  im- 
portant factor  in  diagnosis. 

Rule  1.  A diagnosis  of  epilepsy  should 
never  be  made  in  the  absence  of  clinical 
seizure  in  spite  of  positive  EEG  findings.  In 
some  normal  populations  1 person  in  10  may 
have  an  abnormal  EEG.  However  the  inci- 
dence of  seizure  patterns  (Figs.  3 and  4)  in 
the  EEGs  of  normals  is  much  lower,  and 
should  they  be  present  a careful  study  should 
be  made  of  the  patient’s  history  before  he  is 
released  without  therapy. 

Rule  2.  A diagnosis  of  epilepsy  may  be 
made  in  spite  of  negative  EEG,  if  the  physi- 
cian is  satisfied  that  all  other  possible 
sources  of  seizures  (e.g.,  hysteria,  hypoglyce- 
mia) have  been  ruled  out.  About  1 epileptic 


in  10  has  a normal  interseizure  EEG,  when 
only  one  EEG  has  been  recorded. 

Rule  3.  With  both  clinical  epileptifonn 
seizures  and  an  abnormal  EEG,  a diagnosis 
of  epilepsy  is  indicated.  With  both  clinical 
seizures  and  seizure  patterns  in  the  EEG,  a 
diagnosis  of  epilepsy  is  compelling. 

After  a diagnosis  of  epilepsy  has  been 
made,  the  question  becomes  “What  kinds  of 
epilepsy?”  Here  again  the  history  and  na- 
ture of  the  seizures  is  of  primary  importance 
and  the  EEG  patterns  are  secondary,  but  the 
pattern  and  distribution  of  EEG  abnormali- 
ties are  important  aids: 

Rule  4.  Generalized  abnormality,  or  bi- 
laterally equal  and  synchronous  abnormali- 
ty in  the  EEG — in  the  absence  of  a clinical 
precipitating  factor — is  indicative  of  idio- 
pathic epilepsy.  (The  brain  wave  patterns 
most  often  associated  with  the  major  subdi- 
visions of  idiopathic  epilepsy  have  been  des- 
scribed  in  the  preceding  sections.)  Abnor- 
malities confined  to  one  brain  area,  or  def- 
initely maximal  over  one  brain  area,  are  us- 
ually indicative  of  symptomatic  epilepsy. 

THE  EEG  REPORT 

It  cannot  be  overemphasized  that,  although 
EEGs  can  be  read  “blind”,  the  electroenceph- 
alographer’s  work  is  greatly  facilitated  if  he 
is  provided  with  accurate  information  on  the 
patient’s  history,  symptoms,  and  tentative 
diagnosis.  Without  such  data  he  is  often  un- 
able to  make  useful  suggestions  with  regard 
to  the  particular  case  without  a prohibitive 
number  of  “ifs”,  “ands”,  and  “buts”.  If  the 
referring  physician  does  not  provide  the  per- 
tinent information,  that  which  the  EEG  tech- 
nician obtains  from  the  patient  must  be  de- 
pended upon,  and  such  information  is  too 
often  inaccurate  or  incomplete.  For  best  re- 
sults when  referring  a patient  for  an  EEG, 
provide  the  EEG  laboratory  with  any  infor- 
mation which  may  be  significant. 

Further,  the  most  satisfactory  results  are 
obtained  from  electroencephalography  when 
the  patient  is  not  under  the  influence  of  anti- 
convulsant drugs.  If  a patient  to  be  referred 
for  an  EEG  is  taking  such  medication  it 
should  be  discontinued  for  24  to  48  hours 
previous  to  the  EEG,  unless  to  do  so  might 
endanger  the  patient. 

After  the  electroencephalographer  has  an- 
alysed a patient’s  EEG  he  sends  a brief  re- 
port of  his  findings  to  the  referring  physi- 
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cian.  The  form  of  such  reports  differs  some- 
what among  EEG  laboratories.  Some  in- 
clude brief  descriptions  of  both  the  normal 
activity  and  the  abnormal  activity  (if  any) 
present  in  the  EEG.  In  others  only  abnor- 
mal findings  are  indicated,  and  if  there  are 
none  the  EEG  is  reported  simply  as  “nor- 
mal”, “within  normal  limits”,  or  “negative”. 
In  any  case  the  frequency,  amplitude,  wave 
form,  and  location  of  all  abnormal  activity 
should  be  clearly  specified  in  the  report;  in 
no  case  should  an  EEG  be  reported  simply  as 
“abnormal”. 

The  conditions  under  which  the  various 
kinds  of  activity  are  obtained  should  be  spe- 
cified in  the  report:  whether  under  basal 
(resting  but  awake)  conditions  or  during 
sleep  or  hyperventilation.  If  special  tech- 
niques have  been  used  to  bring  out  abnormal- 
ities, they  too  should  be  specified.  EEG  ab- 
normalities are  most  significant  if  they  occur 
spontaneously,  or  under  mild  hypocapnia 
(early  during  hyperventilation).  They  must 
be  interpreted  with  great  caution  when  ob- 
tained under  more  severe  hypocapnia  (after  4 
or  5 minutes  of  hyperventilation)  or  by  the 
use  of  special  “activating”  techniques,  such 
as  injection  of  metrazol  or  pitressin  hydra- 
tion. 

The  last  part  of  the  EEG  report  consists 
of  a summary  of  the  electroencephalograph- 
er’s  “impression”  of  the  findings.  It  is  not 
the  electroencephalographer’s  function  to 
make  a diagnosis.  That  is  up  to  the  refer- 
ring physician  who  presumably  has  all  perti- 
nent data  on  the  patient  at  his  disposal. 
However,  the  electroencephalographer,  after 
indicating  that  a record  is  abnormal  and  not- 
ing the  type  of  abnormality,  may  suggest 
some  of  the  possible  implications  of  the  find- 
ings. Some  reports  on  the  other  hand  leave 
the  entire  interpretation  up  to  the  referring 
physician,  in  whom  the  final  responsibility 
lies  in  any  case. 

EEG  reports  from  our  laboratories  at  the 
University  Hospital  and  the  Lutheran  Hos- 
pital in  Omaha  are  divided  into  four  sections. 
The  first  section,  called  Resting  Record,  pre- 
sents a brief  description  of  all  apparent  ac- 
tivity, both  normal  and  abnormal,  present 
when  the  patient  is  lying  in  an  awake,  re- 
laxed state. 

The  second  section,  called  Hyperventila- 
tion, describes  the  effects  on  the  EEG  pat- 
tern of  overbreathing  vigorously  for  three 
minutes.  If  there  is  no  change  in  the  pat- 


tern as  compared  with  the  Resting  Record, 
hyperventilation  is  reported  as  “Negative.” 

The  third  section,  called  Sleep  Record, 
usually  describes  only  the  abnormal  activity 
(if  any)  seen  during  sleep.  Description  of 
the  normal  sleep  activity  is  omitted  because 
it  is  rather  complicated.  If  there  is  no  ab- 
normal activity,  the  Sleep  Record  is  also  re- 
ported as  “Negative.” 

Finally,  the  fourth  section,  called  Impres- 
sion, first  designates  the  entire  record  as 
either  “within  normal  limits,”  “borderline,” 
“abnormal,”  or  “very  abnormal”  depending 
upon  the  prominence  and  persistence  of  ab- 
normal activity  seen.  Rarely,  a record  must 
be  designated  “questionable.”  The  differ- 
ence between  “questionable”  and  “border- 
line” is  this : “borderline”  means  that  abnor- 
mal activity  is  clearly  present  but  that  it  is 
non-specific  and  there  is  so  little  of  it  that 
its  significance  is  doubtful;  “questionable” 
means  that  the  electroencephalographer  is 
undecided  as  to  whether  the  irregularities  in 
the  record  are  abnormalities  of  brain  elec- 
trical activity  or  are  artifacts. 

After  stating  the  relative  degree  of  ab- 
normality of  the  record,  any  evidence  of  a 
focus  which  may  have  appeared  in  the  re- 
port is  repeated,  and  the  location  of  the 
focus  clearly  stated.  Finally,  when  suffi- 
cient information  has  been  obtained  upon 
which  to  base  an  opinion,  the  possible  impli- 
cations of  the  findings  in  the  specific  case 
may  be  stated.  These  are  intended  only  as 
suggestions  and  nothing  more.  A diagnosis 
must  be  based  upon  all  the  facts  of  a case, 
not  upon  the  EEG  alone. 
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Tuberculosis  Abstracts 

CHEST  X-RAYS  ON  ADMISSION 
PAY  OFF 

Routine  chest  x-ray  examination  of  patients  ad- 
mitted to  general  hospitals  is  a fruitful  method 
of  finding  new  cases  of  pulmonary  tuberculosis. 
The  patient,  the  hospital  staff,  and  the  community 
all  reap  benefits.  The  procedure  yields  greater  re- 
turns in  discovering  unsuspected  disease  than  mass 
x-rays  of  the  general  population  or  school  groups. 

In  New  York  State,  outside  of  New  York  City, 
there  are  166  voluntary,  nonprofit,  and  publicly 
supported  general  hospitals  which  annually  admit 
over  650,000  patients.  The  plan  prepared  by  the 
New  York  State  Department  of  Health  and  sup- 
ported by  Public  funds  was  developed  cooperatively 
through  the  Health  Department  and  these  hospitals. 
Policies  and  procedures  were  set  up  in  1946  and 
briefly  are  as  follows: 

Any  nonprofit  general  hospital  with  an  inpatient 
admission  rate  sufficiently  large  to  provide  4,000 
admission  chest  x-rays  annually  is  eligible  to  borrow 
complete  photofluorographic  equipment  for  taking 
4x5-inch  or  70  mm.  film.  The  hospital  received 
fifty  cents  for  each  report  of  an  admission  x-ray 
film  submitted  to  the  local  health  department.  The 
department  recommends  that  hospitals  install  equip- 
ment as  close  to  the  admitting  rooms  as  is  prac- 
ticable in  order  to  maintain  a high  percentage  of 
x-rays  on  admitted  patients. 

Hospitals  whose  admission  rate  is  less  than  4,000 
patients  annually  may  also  participate  in  the  pro- 
gram by  using  their  own  equipment.  For  this 
service,  they  receive  one  dollar  for  each  x-ray  report 
submitted.  Of  the  166  general  hospitals,  58  are 
eligible  for  loan  of  photofluorographic  equipment 
and  the  remaining  108  can  participate  by  using  their 
own  equipment.  The  58  hospitals  eligible  for  loan 
of  equipment  represent  only  37  per  cent  of  all  the 
hospitals,  but  account  for  67  per  cent  of  all  the  ad- 
missions. 

Any  participating  general  hospital,  in  applying 
to  the  State  Health  Department,  agrees  that  it 
will: 

1.  Make  every  effort  to  x-ray  the  chests  of  all 
admitted  patients,  15  years  of  age  and  over. 

2.  X-ray  the  chests  of  all  employees  not  pre- 
viously x-rayed  and  of  all  new  employees. 

3.  Make  no  charge  to  the  patient  for  the  initial 
x-ray  examination  and  interpretation  or  for  addi- 
tional x-rays  or  services  necessary  to  establish  a 
diagnosis  of  tuberculosis. 

4.  Use  the  recommended  diagnostic  classifica- 
tion. 

5.  Submit  an  x-ray  report  for  each  patient  and 
employee  examined  under  this  program  to  the  local 
health  official. 

It  was  not  expected  that  uniform  procedures  for 
the  routine  x-raying  of  admissions  would  be  pos- 
sible for  all  the  hospitals.  The  following  routine, 
however,  was  suggested  and  is  being  carried  out 
with  minor  changes.  Identifying  information  is 
entered  on  a special  report  form  at  the  time  of  ad- 
mission for  every  patient  15  years  of  age  or  over. 
If  possible,  he  is  x-rayed,  usually  without  disrob- 
ing, before  being  taken  to  his  room.  If  he  is  too 
ill  to  be  x-rayed  on  admission,  this  is  done  as  soon 


as  his  physical  condition  permits.  The  admission 
films,  4x5-inch,  70  mm.,  or  14xl7-inch,  are  processed 
and  interpreted  within  twenty-four  hours  and  the 
diagnoses,  if  negative  or  nontuberculous,  are  checked 
on  a special  report  fonn. 

If  the  admission  film  shows  definite  or  suspected 
tuberculosis,  additional  chest  x-ray  and  other  ex- 
aminations are  made  for  diagnostic  and  clinical 
evaluation.  The  diagnosis  is  entered  on  the  admis- 
sion x-ray  report.  Completed  admission  x-ray  re- 
ports are  sent  frequently  to  the  local  health  officer. 
In  addition,  the  hospital  also  furnishes  the  health 
officer  with  a monthly  bill  for  the  admission  chest 
x-ray  reports  submitted  to  him.  If  active  tuber- 
culosis is  found,  the  hospital  then  makes  an  official 
case  report. 

It  is  important  that  the  hospitals  use  the  same 
classification  of  disease,  especially  as  it  relates  to 
tuberculosis,  in  reporting  the  results  of  these  x-rays. 
The  admission  small  or  large  film  diagnosis  is  not 
considered  the  final  diagnosis  or  determination  of 
activity.  Nevertheless,  a tentative  diagnosis  is 
necessary  in  case  patients  do  not  remain  in  the  hos- 
pital long  enough  for  further  detailed  study  when 
it  is  indicated.  The  health  officer  should  know 
what  persons  with  possible  tuberculosis  return  to 
the  community  from  the  hospital.  A tentative  diag- 
nosis, therefore,  is  made  on  all  films.  If  the  tenta- 
tive diagnosis  is  definite  tuberculosis,  an  estimate 
of  clinical  status  is  also  made.  If  probably  active, 
the  extent  of  the  disease  is  also  noted.  Films  which 
indicate  pleural  effusion  otherwise  unexplained  are 
considered  to  be  probably  active  tuberculosis. 

The  follow-up  of  cases  of  definite  and  suspected 
tuberculosis  found  by  the  hospital  is  the  health 
officer’s  responsibility.  The  admission  x-i’ay  reports 
sent  to  the  health  officer  are  a check  on  the  number 
billed  by  the  hospital  for  reimbursement;  they  are 
used  also  for  detailed  monthly  reports  which  are 
sent  to  the  .State  Department  of  Health.  The 
health  officer  maintains  a separate  file  of  positive 
x-ray  reports  and  arranges  for  follow-up  examina- 
tions. These  include  provision  for  diagnostic  and 
clinical  detennination  for  each  person  reported  and 
adequate  medical  care.  For  each  report  of  a def- 
inite or  suspected  case  of  tuberculosis,  the  health 
officer  submits  to  the  Department  at  the  end  of 
six  months,  a summary  of  what  has  happened  to 
the  person  during  the  interval. 

An  analysis  of  the  initial  chest  x-ray  examinations 
of  adults  admitted  to  the  general  hospitals  pai'- 
ticipating  in  this  program  from  May  1947  to  Janu- 
ary 1950  shows  that: 

A total  of  195,751  patients,  15  years  of  age  and 
over,  had  chest  x-rays  taken  on  admission  to  41 
general  hospitals.  The  largest  number  of  patients 
examined  (48  per  cent  of  the  total)  was  in  the  age 
group  15  to  34.  Females  outnumbered  males  two 
to  one;  the  ratio  of  females  to  males  was  in  ex- 
cess of  four  to  one  between  the  ages  1 5 to  34.  From 
the  initial  hospital  x-ray  intei^pretations,  3,976  or 
20.3  for  every  1,000  patients  x-rayed,  were  con- 
sidered to  have  probably'' active  pulmonary  tuber- 
culosis. For  alt  ages  the  prevalence  cf  probably 
active  tubercu'lOsis  Was  three  times  as'  great  among 
males  a^  aiiiong  females,  th’e  highest  prevalence' be- 
ing in  hiales  45  years  of  age  and  over.  ’ ’ '' 

■ (.Gontijiued.  on  page  xxvi) 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine, 

12.  Ad8qq.$te  sup^por^  with  funds  free  from  po- 
litical. 'cdirtrofl,  ‘ ddmmation  a'n’c!  regulation  of  the 
medicaL'., dental  and  nursing  schools  and,  other 
institutions  necessary  fo.‘  the  training  of  special- 
ized personnel  required  ?n  the  provision  'and  dis- 
-tr'ibution  of  medical  care. 


Organization  Section 

MEDICAL  EDUCATION 

The  American  Medical  Association  has 
prepared  an  extremely  interesting  treatise 
entitled  “Facts  on  Medical  Education  and 
Doctor  Supply  in  the  United  States.”  Since 
this  is  a subject  of  vital  interest  to  all  physi- 
cians, the  A.M.A.’s  publication  as  it  relates 
to  medical  education  will  be  digested  in  this 
month’s  Organization  Section. 

At  the  present  time,  there  are  72  four-year 
medical  schools  in  the  U.S.,  all  of  which  have 
been  approved  by  the  Council  on  Medical 
Education  and  Hospitals.  In  addition,  there 
are  seven  approved  two-year  schools  whose 
students  transfer  for  their  final  two  years  of 
education. 

Enrollment  in  these  79  schools  in  1950- 
51  was  21,193  as  compared  to  23,670  in  1948- 
49,  thus  showing  an  increase  of  almost  10  per 
cent.  Freshman  class  enrollment  has  now 
increased  about  17  per  cent  over  the  10-year 
average  preceding  World  War  II. 

In  1910  there  were  131  medical  schools 
with  4,440  graduates.  By  1920  were  were 
88  schools  with  only  3,047  graduates.  This 
decrease  was  largely  due  to  the  “houseclean- 
ing” of  medical  education  which  occurred  be- 
tween 1906  and  1920.  In  other  words,  the 
“diploma-mills”  were  closed.  In  1930  the 
number  of  Class  A schools  had  dropped  to 
76,  but  graduated  4,565  physicians.  The 
number  of  graduates  steadily  increased  dur- 
ing the  next  20  years  to  a high  of  5,553  in 
1950,  all  from  approved.  Class  A schools. 

These  facts  should  be  known  to  every 
physician  since  they  are  generally  ignored, 
or  distorted,  by  some  who  would  like  to  bring 
the  federal  government  into  the  medical 
education  picture.  These  people  attempt  to 
show  that  the  training  of  physicians  has  been 
lagging  since  in  1906  (pre-housecleaning) 
enrollment  was  25,204  in  contrast  to  25,103 
in  1950.  Incidentally,  the  1950  freshman 
class  of  7,187  was  the  largest  in  history. 

Often  questions  are  asked  as  to  what  con- 
trols the  size  of  a medical  school.  By  and 
large  it  is  the  legislative  appropriation  (or 
private  endowment)  and  the  subsequent  de- 
sire or  refusal  of  the  board  of  trustees  of 
any  given  university  to  expand  its  medical 
school  facilities.  “The  American  Medical  As- 
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sociation  and  the  Association  of  American 
Medical  Colleges,  which  jointly  inspect  the 
medical  schools,  place  absolutely  no  limit  on 
the  size  of  the  school  so  long  as  its  standards 
of  education  are  maintained.” 


“ . . . A HAT  THROWN  TWICE” 

Governor  Earl  Warren  of  California,  re- 
cently threw  his  hat  into  the  presidential 
ring.  A short  time  later  he  threw  the  hat, 
presumably  the  same  one,  into  the  ring  called 
compulsory  health  insurance.  His  latter  toss 
was  a renewal  of  a plea  that  he  has  made 
many  times  in  his  home  state  for  such  a pro- 
gram. 

Speaking  on  a nationwide  network  broad- 
cast, November  4,  Governor  Warren  again 
advocated  a system  of  compulsory  health  in- 
surance. Although  defeated  three  times  in 
his  efforts  to  establish  such  a system  in  Cali- 
fornia, he  made  it  clear  that  he  now  favors 
government-directed  medical  care  for  all  peo- 
ple in  America.  He  denied  that  it  was  social- 
ized medicine  even  though  it  closely  parallels 
the  plan  proposed  by  President  Truman  and 
Oscar  Ewing. 

Quoting  from  a part  of  his  text,  Governor 
Warren  said:  “It  is  not  sufficient  to  say 

that  America  has  developed  the  finest  medi- 
cal care  in  the  world,  even  though  this  is 
true.  We  still  must  find  a way  to  make  it  ac- 
cessible to  all  of  our  people  . 

“I  have  advocated  for  California  a pro- 
gram of  pre-paid  medical  care  as  a possible 
solution  ...  I believe  it  is  the  responsibility 
of  the  states  to  undertake  to  help  doctors, 
hospitals  and  the  public  they  serve  in  the  so- 
lution of  what,  up  to  the  present  time,  has 
been  an  insoluble  problem.  I have  never  held 
out  my  proposal  as  the  only  solution.  It  is 
my  proposal  until  someone  offers  a better 
one.” 

Governor  Warren  has  consistently  ignored 
or  belittled  the  progress  of  the  voluntary 
systems,  despite  the  fact  that  there  are  now 
more  Californians  enrolled  in  voluntary 
health  insurance  plans  than  he  promised  to 
provide  for  under  his  scheme  of  compulsory 
insurance.  In  short,  he  has  refused  to  ad- 
mit that  anyone  other  than  politicians  can 
provide  the  people  with  adequate  prepaid 
medical  care. 


LAST  CALL  FOR  PAPERS 

If  you  wish  to  read  a paper  before  the  An- 
nual Assembly  of  the  Association  in  May,  send 
your  title  immediately  to: 

DR.  R.  B,.  ADAMS,  Sec’y-Treas. 

1315  Sharp  Bldg. 

Lincoln,  Nebr. 

No  Titles  Will  Be  Accepted  After  Febr.  1st 


JANUARY  CRIPPLED  CHILDREN’S  CLINICS 
January  5 — Kearney,  Good  Samaritan  Hospital, 
W.  W.  Bartels  or  C.  Fred  Ferciot  and  John  L.  Ged- 
goud. 

January  19  — North  Platte,  High  School,  W.  W. 
Bartels  or  C.  Fred  Ferciot  and  John  Thomas. 


The  Annual  Midwinter  Meeting  of  the  Council  of 
the  Nebraska  State  Medical  Association  will  be  held 
at  the  Hotel  Cornhusker,  Lincoln,  Sunday,  Febru- 
ary 24,  1952.  The  meeting  will  be  called  to  order 
at  10  a.m. 


DUES  ARE  NOW  DUE 

Your  A.M. A.  ($25.00),  state  association 
($30.00)  and  county  society  dues  are  payable 
on  or  before  January  1,  1952.  All  dues  are  to 
be  paid  directly  to  your  county  society  sec- 
retary. Please  do  not  send  checks  to  the  state 
association  or  A.M.A.  Your  county  society 
secretary  will  forward  those  dues  to  the  as- 
sociation for  proper  disposition.  It  should 
be  remembered,  too,  that  A.M.A.  membership 
is  a requirement  for  membership  in  the  Ne- 
braska State  Medical  Asociation,  as  pre- 
scribed by  the  House  of  Delegates  in  1950. 
You  receive  both  the  Nebraska  State  Medical 
Journal  and  the  Journal  of  the  American 
Medical  Association  as  part  of  your  member- 
ship privileges. 


BOOK  REVIEW 

Biological  Antagonism — ^The  Theory  of  Biological 
Relativity  by  Gustav  J.  Martin,  Sc.D.,  Research  Di- 
rector, The  National  Dnig  Company,  Philadelphia, 
Pennsylvania.  64  figures;  44  tables;  516  pages;  No- 
vember 7,  1951.  The  Blakiston  Company,  Philadel- 
phia. $8.50. 

This  is  a thorough,  complete,  yet  concise,  presenta- 
tion of  the  theory  of  biological  relativity  — that 
“general  law”  which  underlies  all  biological  activ- 
ity and  is  fundamental  to  the  resolution  of  all  prob- 
lems in  biology. 

The  author  reviews  biological  antagonism  as  re- 
flected in  natural  and  synthetic  displacing  agents, 
covers  antagonism  as  seen  in  the  fields  of  amino 
acids,  purines,  pyrimidines,  vitamins,  hormones, 
minerals,  and  as  it  forms  the  basis  of  immunology, 
pharmacology,  and  chemotherapy.  Finally,  he  offers 
the  concept  of  biological  relativity  based  upon  ex- 
tensive study  of  these  biological  antagonisms. 
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News  and  Views 

According  to  a recent  United  Press  release 
so  many  physicians  and  dentists  have  “volun- 
teered” for  military  duty  that  the  armed 
services  no  longer  are  relying  on  medical 
draft  calls,  a Defense  Department  spokesman 
said. 

The  department,  to  encourage  medical 
men  to  “volunteer,”  has  been  giving  them  the 
choice  of  a commission  and  a one-hundred- 
dollar  monthly  bonus  or  being  drafted  as  a 
private. 


The  appointment  of  Dr.  Wilson  B.  Moody 
as  chairman  of  the  Department  of  Medicine, 
University  of  Nebraska  College  of  Medicine, 
was  announced  November  27,  1951. 

Dr.  Moody  replaces  Dr.  Harold  C.  Lueth, 
dean  of  the  Medical  College.  The  latter  re- 
signed because  of  the  press  of  duty  as  dean, 
he  said. 


Dr.  E.  A.  Rogers,  acting  state  health  director, 
recently  urged  all  Nebraska  hospitals  to  “re-evalu- 
ate” security  safeguards  on  their  supplies  of  nar- 
cotics. 

Rogers  commented  in  connection  with  the  theft 
of  narcotics  from  three  Lincoln  hospitals. 

He  said  the  health  department  has  no  authority 
under  state  law  to  bring  any  action  against  either 
persons  or  hospitals  involved  in  such  a drug  theft. 

“We’re  only  indirectly  concerned  with  problems 
of  this  nature,”  Rogers  said,  “in  that  the  hospital 
division  does  inspect  and  license  all  hospitals  in  the 
state,  and  the  safeguarding  of  narcotics  is  one  of 
the  items  of  inspection.” 


A check  for  $12,678.25  was  presented  in 
November  to  Creighton  University  for  re- 
search into  heart  diseases,  by  over  one  hun- 
dred radio  stations  in  memory  of  John  J.  Gil- 
lin,  Jr.,  late  president  of  Station  WOW, 
Omaha. 


Nearly  1,000  beds  are  provided  by  new  hospitals 
and  additions  to  existing  hospitals  constructed  since 
World  War  II,  the  state  health  department  reported 
November  19,  1951. 

Twenty  new  hospitals  constructed  in  the  six-year 
period  had  a total  capacity  of  689  beds  and  174 
bassinets.  Additions  to  hospitals  added  275  more 
beds. 

Fifteen  new  hospitals  and  three  additions  under 
constniction  now  will  add  498  beds  and  92  bassinets. 

Communities  which  have  built  new  hospitals  are 
Albion,  Bridgeport,  Chappell,  Crawford,  Crete,  Goth- 
enburg, Grant,  Hendereon,  Kimball,  Newsman  Grove, 
Norfolk,  Oakland,  Omaha,  Rushville,  Scottsbluff, 
Seward,  Tilden,  Wahoo,  Wakefield  and  West  Point. 


REFRESHER  COURSE  IN  PEDIATRICS 
The  second  Refresher  Course  in  Pediatrics  at  the 
Medical  College  of  the  University  of  Nebraska  will 
be  held  January  11  and  12  at  the  University  Hos- 
pital in  Omaha,  with  Dr.  Robert  Jackson  of  Iowa 
City  as  guest.  Dr.  Jackson  is  Professor  of  Pedi- 
atrics at  the  Iowa  School  of  Medicine.  As  on  previ- 
ous occasions  the  course  will  consist  of  ward  rounds, 
informal  talks  on  recent  progress  in  diagnosis  and 
therapy,  demonstrations  of  procedures  of  interest 
to  those  in  attendance,  and  question  and  answer 
periods. 

For  further  information,  write  to  Department  of 
Pediatrics,  College  of  Medicine,  42nd  and  Dewey, 
Omaha,  Nebraska. 


Dr.  Alfred  W.  Adson,  Neurosurgeon  at  the 
Mayo  clinic  in  Rochester,  Minn.,  and  a gradu- 
ate of  the  University  of  Nebraska,  died  sud- 
denly Monday  morning,  November  11,  in  St. 
Paul,  Minn.,  where  he  had  been  attending  a 
meeting.  Death  was  due  to  coronary  occlu- 
sion. 


ACADEMY  OF  GENERAL  PRACTICE 

The  Board  of  Directors  of  the  state  chap- 
ter met  in  Lincoln,  Dec.  13th.  The  following 
men,  all  practicing  in  Lincoln,  were  elected 
to  membership: 

Horace  H.  Whitlock,  M.D. 

Fori’est  B.  Spielr,  M.D. 

Lynn  E.  Sharrar,  M.D. 

N.  Richard  Miller,  M.D. 

John  R.  Loudon,  M.D. 

Wilbur  G.  Wiedman,  M.D.,  was  elected  to  asso- 
ciate membership. 

Newly  elected  officers  of  the  Omaha  Dis- 
trict Chapter  for  1952  are: 

Paul  S.  Read,  M.D.,  President;  C.  M.  Hartmann, 
M.D.,  President-Elect;  Thomas  W.  Torpy,  M.D.,  Sec- 
retary-Treasurer; J.  W.  McNamara,  M.D.,  to  Board 
of  Directors  for  three-year  term. 


Inauguration  of  “Diabetes,”  The  Journal  of  the 
American  Diabetes  Association,  was  announced  in 
December  by  J.  Richard  Connelly,  Executive  Direc- 
tor of  the  Association  The  new  Journal,  which  will 
appear  bi-monthly  beginning  with  the  January- 
February  1952  issue,  will  be  devoted  to  clinical  and 
research  reports  on  diabetes  and  related  aspects 
of  medicine.  It  will  be  the  Association’s  official 
scientific  and  organizational  publication,  replacing 
its  annual  Proceedings  and  its  quarterly  Diabetes 
Abstracts,  both  of  which  have  been  published  for 
the  past  ten  years. 


THE  OMAHA  MID-WEST  CLINICAL  SOCIETY 
ANNUAL  ELECTION  OF  OFFICERS 
At  the  annual  dinner  and  business  meeting  of  the 
Omaha  Mid-West  Clinical  Society  held  Tuesday, 
November  27th,  Dr.  J.  Harry  Mui-phy  was  installed 
as  President.  Newly  elected  officers  are  Dr.  Her- 


Volume  37 
Number  1 


NEWS  .-iXD  JNEirS 


19 


bert  H.  Davis,  President-Elect;  Dr.  Payson  S.  Adams, 
Directoi-  of  Clinics  and  Dr.  Friedrich  W.  Niehaus, 
member  of  the  Executive  Committee.  Dr.  Louis  E. 
Moon,  Secretary-Treasurer  and  Dr.  J.  D.  McCarthy, 
Counselor,  carry  over  in  their  offices.  The  afore- 
mentioned, along  with  Drs.  Louis  D.  McGuire  and 
and  Alfred  J.  Brown,  will  make  up  the  Executive 
Committee.  Retiring  officers  on  the  Executive  Com- 
mittee are  Drs.  Lynn  T.  Hall,  J.  Perry  Tollman  and 
Donald  J.  Wilson. 

Dr.  B.  Carl  Russum  is  Editor  of  the  Journal  of 
the  Omaha  Mid-West  Clinical  Society.  Others  on 
the  Editorial  Board  are  Drs.  Maurice  E.  Grier,  R. 
Russell  Best  and  Friedrich  W.  Niehaus. 

The  following  were  elected  chairmen  of  the  va- 
rious specialty  sections  into  which  the  Society  is 
divided : 

Dr.  M.  William  Barry  and  Dr.  Willis  D.  Wright  (Medicine). 

Dr.  Albert  S.  Black  and  Dr.  Lloyd  O.  Hoffman  (Surgery). 

Dr.  Louis  S.  Campbell  (Orthopedic  Surgery). 

Dr.  Edwin  Davi'>.  Sr.  (Urology). 

Dr.  D.  Arnold  Dowell  (Radiology). 

Dr.  Leo  T.  Hey  wood  (Gyneco'ogy  and  Obstetrics). 

Dr.  G.  Kenneth  Muehlig  (Neuropsychiatry). 

Dr.  George  E.  Robertson  (Pediatrics). 

Dr.  A.  S.  Rubnitz  (Basic  Sciences). 

Dr.  Thomas  T.  Smith  (Ophthalmology  and  Otolaryngology). 

Dr.  Donald  J.  Wilson  (Dermatology). 

The  Twentieth  Annual  Assembly  of  this  Society 
will  be  held  in  Omaha,  October  27  to  31,  1952.  Sev- 
enteen guest  speakers  who  are  specialists  in  their 
respective  fields,  along  with  fifty  members  of  the 
Society  will  present  addresses,  clinics  and  round 
table  discussions  on  subjects  of  importance  to  the 
armamentarium  of  the  physician. 


On  December  1,  1951,  the  Nebraska  State  Physical 
Therapy  Association  held  its  annual  Educational 
Seminar  Meeting  at  the  University  of  Nebraska  in 
Lincoln. 

The  moi-ning  program  consisted  of  reports  from 
the  delegates.  Miss  Isadora  Brown,  Emma  Jane 
Wilder  and  Miss  Enid  Bailey  on  the  recent  Inter- 
national Polio  Conference  held  in  Copenhagen,  the 
Fifth  World  Congress  of  the  International  Society 
for  the  Welfare  of  Cripples  in  Stockholm  and  the 
First  World  Confederation  for  Physical  Therapy  in 
Copenhagen. 

Dr.  0.  V.  Calhoun  in  his  talk  on  Cardiovascular 
Problems  and  Physical  Therapy  classified  the  heart 
diseases  and  pointed  out  the  one  in  which  Physical 
Therapy  would  be  indicated  or  contraindicated.  He 
pointed  out  that  in  treating  heart  disease,  the  first 
important  treatment  was  to  rest  the  heart  and  later 
when  physical  therapy  is  indicated,  and  treatment 
started,  the  therapist  should  be  on  the  alert  for  any 
change  in  the  patient’s  condition  and  above  all,  pre- 
vent fatigue  of  the  patient. 

Miss  Lucille  Cypreansen,  Assistant  Professor  of 
Sneech  and  Speech  Correction  of  the  University  of 
Nebraska  said  the  first  thing  in  speech  work  is  to 
stimulate  the  patient’s  desire  to  talk  and  next  in 
importance  is  the  placement  of  sound.  This  can 
be  accomplished  by  direct  or  indirect  method.  The 
method  selected  will  vary  with  the  individual  pa- 
tient. She  also  stressed  the  fact  that  in  treating  a 
patient,  all  allied  professions  should  work  close 
together  for  maximum  benefit  to  the  patient.  She 
gave  an  interesting  demonstration  with  two  cerebral 
palsey  patients  using  the  indirect  method  of  instruc- 
tion. 


Dr.  Frank  Webster,  Orthopedic  Consultant,  Health 
Service,  University  of  Nebraska  illustrated  his  talk 
on  low  back  conditions  with  interesting  slides.  He 
stated  that  many  low  back  conditions  were  due  to 
congenital  abnormalities.  Some  of  his  slides  showed 
how  some  spinal  deformities  were  corrected  by  casts. 

A film  on  anterior  Poliomyelitis  was  shown  and 
explained  by  Dr.  Floyd  Alcorn,  Superintendent  Or- 
thopedic Hospital.  The  film  illustrated  some  of  the 
most  common  deformities  resulting  from  polio;  it 
a’so  included  type  of  treatment  and  choice  of  cor- 
recting deformity  by  braces  or  cast. 

The  dinner  meeting  was  followed  by  an  interest- 
ink  talk  on  Trepds  in  Nutrition  by  Dr.  Ruth  Lever- 
ton,  Director  of  Nutrition  Research,  University  of 
Nebraska.  She  pointed  out  that  we,  as  physical 
therapists  should  watch  such  things  as  dehydration 
from  the  use  of  continued  heat. 


SCHOOL  OF  CYTOLOGY 

The  Cancer  Cytology  Center  of  the  Dade  County 
Cancer  Institute,  an  affiliate  of  the  Medical  Research 
Foundation  of  Dade  County  in  Miami,  Florida,  has 
announced  its  first  one-week  seminar  for  physicians 
to  be  held  at  the  Institute  from  January  14th  to 
19th  inclusive.  The  lecture  courses  are  scheduled 
from  9 a.m.  to  5 p.m.  daily  during  this  period. 

Interested  physicians  should  direct  their  inquiries 
regarding  qualifications,  registration,  fees  and 
other  details  to  the  Director  of  the  Dade  County 
Cancer  Institute  at  1155  North  West  14th  Street, 
Miami,  Florida. 

Applications  for  registration,  limited  to  35  physi- 
cians, will  be  accepted  through  January  12th. 


The  Clinical  Conference  which  has  been  estab- 
lished by  the  Chicago  Medical  Society  for  presenta- 
tion each  spring,  offers  lectures  on  many  aspects  of 
medicine  to  keep  doctors  abreast  of  the  new  things 
being  developed  from  year  to  year.  Each  year  the 
Society  presents  something  of  special  interest  to 
those  attending.  It  will  be  held  March  4,  5,  6,  7, 
1952  in  the  Palmer  House,  Chicago. 
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STATE  DEPARTMENT  OF  HEALTH 


Nebr.  S.  M.  Jour. 
January,  1962 


Nebraska  State  Department 
Of  Health 

“School  Health  Services”  is  a recent  booklet 
sponsored  jointly  by  The  National  Council  of  Chief 
State  School  Officers  and  the  Association  of  State 
and  Ten-itorial  Health  Officers,  and  published  by 
the  former  group.  Throughout  the  booklet  are 
quotations  from  the  resolutions  adopted  by  the  Joint 
Committee  on  Health  Problems  in  Education  of 
the  American  Medical  Association  and  the  National 
Education  Association. 

This  booklet,  which  is  the  national  guide  in  trends 
in  school  health  services,  coincides  with  the  prin- 
ciples the  State  Health  Department  has  been  fol- 
lowing in  Nebraska,  in  cooperation  wdth  the  De- 
partment of  Public  Insti-uction.  But,  because  of 
many  changes  among  school  superintendents  and 
teachers  and  others,  the  State  Department  of  Health 
believes  that  a review  at  this  time,  of  the  teacher’s 
and  nurse’s  responsibility  in  these  matters,  might 
clarify  our  cooperative  thinking. 

The  state  law  (79-2122)  passed  many  years  ago, 
states  that  “It  shall  be  the  duty  of  every  teacher  en- 
gaged in  teaching  in  the  schools  of  the  state,  sep- 
arately and  carefully,  to  test  and  examine  every 
child  under  his  jurisdiction,  except  as  herein  pro- 
vided, to  ascertain  if  such  child  is  suffering  from  de- 
fective sight  or  hearing,  or  diseased  teeth,  or 
breathes  through  mouth.  If  such  test  determines 
that  any  child  has  such  a defect,  it  shall  be  the  duty 
of  the  teacher  to  notify  the  parent  of  the  child,  in 
writing,  of  such  defect  and  explain  to  such  parent 
the  necessity  of  medical  attendance  for  such  child.” 

Since  it  is  understood  that  the  teacher  cannot  ex- 
amine the  child,  but  only  give  inspections  or  screen- 
ing tests,  the  Department  follows  this  plan  of  ex- 
planation. First,  this  is  explained  through  a foot- 
note in  “Rules  and  Regulations,”  and  second,  it  is 
explained  through  talks  to  teachers  where  screen- 
ing tests  are  demonstrated.  Suggestions  are  also 
made  for  other  observations  which  the  teacher  may 
make. 

The  parents  are  notified  when  the  screening  tests 
indicate  that  an  examination  by  physician  or  dentist 
may  be  needed.  The  summary  of  the  teacher’s  ob- 
servations of  signs  of  defects  that  may  need  atten- 
tion, is  sent  to  the  Superintendent  or  the  County 
Superintendent,  who  sends  this  summary  to  the 
State  Department  of  Health.  The  reports  of  these 
screening  tests  by  teacher  or  nurse,  and  the  exam- 
inations by  physicians  are  summarized  by  the  divi- 
sion of  Public  Health  Education  and  sent  back  to 
the  schools. 

The  teachers  are  told  that  the  screening  tests  are 
to  enable  them  to  know  if  every  child  can  see  the 
blackboard,  and  every  one  can  hear  the  teacher’s 
voice;  also  to  note  any  signs  of  need  for  referral 
to  physician  or  dentist  for  correction  of  vision,  hear- 
ing, nose,  throat,  and  teeth  defects. 

“School  Health  Services,”  says  that,  “There  should 
be  continuous  observation  by  the  teacher.  All  pupils 
should  have  screening  tests.  Procedures  should  be 
outlined  for  proper  referral  through  the  parents  to 
the  physicians  or  dentist  when  a need  is  indicated.” 


In  county  or  city  situations  where  there  is  a nurse, 
the  State  Health  Department  recommends  that  the 
nurse  teach  the  teachers  to  give  the  first  screening 
tests,  and  then  refer  to  her  those  who  seem  to  need 
help.  She  would  re-screen  these.  After  notices  had 
been  sent  to  parents,  urging  a medical  or  dental 
examination,  the  nurse  would  begin  her  home  visits 
and  urge  the  parents  to  have  the  children  examined, 
and  if  corrections  are  indicated  by  physician  or  den- 
tist, to  have  these  attended  to  as  early  in  the  school 
year  as  possible.  The  nurse  is  very  valuable  as  a 
liaison  person  between  home  and  school  in  helping 
parents  to  see  the  need  for  examinations  and  cor- 
rections. 

“If  children  are  to  benefit  fully  from  their  school 
experiences,  teachers  must  be  alert  to  changes  in 
behavior  or  appearance  that  may  indicate  some- 
thing is  wrong  with  the  health  of  the  child.  The 
observant  teacher  carefully  watches  the  total  growth 
and  development  of  the  child  as  well  as  his  academic 
achievement.  The  close  day-by-day  contact  of  the 
teacher  with  children  places  her  in  a key  position  to 
recognize  signs  that  need  further  investigation.  The 
teacher’s  role  is  never  to  make  a medical  diagnosis 
but  merely  to  detect  such  signs  and  to  follow  through 
with  proper  referrals.”* 

The  State  Health  Department  urges  a continued 
study  of  this  program  by  school  superintendents,  and 
continued  cooperation  through  stimulating  parents 
to  appreciate  the  need  for  having  the  necessary  cor- 
rections of  children’s  defects  made  early  in  the  school 
year.  The  nurse,  if  there  is  one,  can  follow  up  these 
needed  corrections  and  help  the  parents  to  see  the 
whole  picture — school-home  cooperation. 

Pdrent-Teacher  conferences,  or  parent-teacher- 
nurse  coriferences  should  be  scheduled.  “At  such 
conferences  the  teacher  should  be  concerned  pri- 
marily with  interpreting  educational  implications, 
and  the  nurse  with  making  clear  any  health  prob- 
lems suspected  or  discovered  . . . 

“It  is  the  responsibility  of  the  school  to  make 
needed  adjustments,  such  as  rest  periods,  adapted 
physical  activity,  released  time  for  care  of  defects. 
The  child  should  be  excused  to  keep  office  appoint- 
ments with  his  doctor  or  dentist  during  school 
hours. 

“The  next  step  will  be  to  apply  administrative  pro- 
cedures and  principles  to  the  programs  now  in 
operation  at  local,  state  and  national  levels  and  to 
re-examine  the  programs  themselves.”* 

^School  Health  Services,  1201  Sixteenth  Street  N.W.,  Wash- 
ington, D.C.  25  cents. 


Statistics  compiled  by  the  Metropolitan  Life  In- 
surance Company  from  its  policy  records  indicate 
that  in  little  more  than  two  decades  there  has  been 
a drop  of  more  than  80%  in  the  death  rate  among 
children  one  to  four  years  old  . . . about  50%  among 
males  under  45  years  old  and  females  under  65  . . . 
that  even  at  ages  65-74  the  death  rate  for  males 
has  fallen  by  25%  and  for  remales  by  more  than 
33%  . . . We  don’t  know  how  that  record  compares 
with  those  in  countries  having  socialized  medicine 
. . . and  we  don’t  particularly  care  . . . We  are  per- 
fectly happy  to  live  in  a country  which  hasn’t  tried 
the  socialized  medicine  experiment. 

From  Telegram,  Columbus,  Nebr. 
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516  Medical  Arts  Bldg. 
Greene.  Arthur  M. 

629  Medical  Arts  Bldg. 

Grier,  John  J. 

1307  Medical  Arts  Bldg. 

Grier,  M.  E. 

1307  Medical  Arts  Bldg. 
Gross,  Joseph  F. 

1140  Medical  Arts  Bldg. 
Gurnett,  Thos.  J. 

802  Medical  Arts  Bldg. 

Hahn.  W.  N. 

517  City  National  Bank 
Hall,  Lynn  T. 

1204  Medical  Arts  Bldg. 
Hamsa.  W.  R. 

527  Medical  Arts  Bldg. 
Haney,  W.  P.  (Life) 

(Deceased  7-19-51) 

Hankins.  Chas.  R. 

1414  Medical  Arts  Bldg. 
Hansen.  Clifford  H. 

527  City  National  Bank  Bldg. 
Hansen.  G.  M. 

(Deceased  4-30-51) 

Hardy.  C.  C. 

1216  Medical  Arts  Bldg. 
Harris,  T.  T. 

1007  Medical  Arts  Bldg. 
Hartigan,  John  D. 

802  Medical  Arts  Bldg. 


Hartmann,  Clarence  M. 

6603  North  30th  St. 

Hays,  Edward  R. 

Danbury.  Conn. 

Hell  wig,  J.  W.  (Life) 

5221  Jones  St. 

Hennegan.  G.  F. 

6110  Military  Ave. 

Henske,  J.  A. 

1614  Medical  Arts  Bldg, 
Hermann.  Harlan  T. 

1436  Medical  Arts  Bldg. 
Heumann,  J.  M.  F. 

6110  Military  Ave. 

Heywood,  L.  Thomas 
1307  Medical  Arts  Bldg. 
Hickey.  Charles 

Bennington,  Nebraska. 

Hill.  F.  C. 

430  Aquila  Court 
Hoffman,  L.  O. 

1012  Medical  Arts  Bldg. 
Holden.  W.  J. 

462  Aquila  Court 
Horwich,  Joseph  M. 

717  Kilpatrick  Bldg. 

Hotz.  Harley 

1013  Redick  Tower 
Howard.  M.  C. 

802  Medical  Arts  Bldg. 
Hruby,  Allan.  J. 

2906  Leavenworth 
Hughes,  Leo  V. 

304  City  National  Bank 
Hull.  Wayne  M. 

104  South  39th  Street 
Hungerford.  Wm.  E. 

1904  Spencer 
Hunt.  H.  B. 

Methodist  Hospital 
Isacson.  Sven 

826  City  National  Bank 
Iwerson,  Frank  J. 

915  Medical  Arts  Bldg. 
Jackson.  Donald  R. 

5010  Dodge  Street 
Jahr,  Herman  M. 

Ill  South  39th  Street 
James.  C.  S. 

615  Medical  Arts  Bldg. 
Jenkins.  Harry  J. 

1113  Redick  Tower 
Jensen.  Werner  P. 

1420  Medical  Arts  Bldg. 
John'^on.  A.  C. 

326  Medical  Arts  Bldg. 
Johnson.  G'^'orge  N. 

4803  South  24th  Street 
Johnson.  Herman  F. 

831  Medical  Arts  Bldg. 
Johnson.  J.  A. 

602  Omaha  Loan  & Building 
Jones.  Wesley 

1514Vn  No.  24th  Street 
Joyer.  Robert  M. 

2549  Famam  St. 

Judd.  J.  H. 

1020  Medical  Arts  Bldg. 
Kadavy,  G.  J. 

2703  South  16th  Street 
Kalin.  John  A. 

2889  Titus  Ave. 

Kammandel,  Henry 

307  Medical  Arts  Bldg. 
Keegan.  J.  Jav 

1527  Medical  Arts  Bldg. 
Kellev.  J.  Whitney 

1104  City  National  Bank 
Kellev.  Wm.  E. 

1104  City  National  Bank 
Kelly.  James  F. 

816  Medical  Arts  Bldg. 

Kelly.  James  F..  Jr. 

816  Medical  Arts  Bldg. 
Kemp.  Wm.  T. 

2828  North  16th  Street 
Kempf,  Terence  A. 

443  North  38th  Avenue 
Kennedy.  H.  B. 

Insurance  Bldg, 

Kennedy.  John  C. 

1620  Medical  Arts  Bldg. 
Kenney.  B.  V. 

424  North  38th  Ave. 

Kirk.  E.  J. 

434  Aquila  Court 
Klabenes.  Frank  J. 

1020  Medical  Arts  Bldg. 
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Kleitsch.  Wm.  P. 

V.  A.  Hospital 
Kleyla.  John  R. 

712  Medical  Arts  Bldg. 
Korth.  Z.  N. 

1319  Medical  Arts  Bldg. 
Kovar,  W.  R. 

1120  Medical  Arts  Bldg. 
Kroupa,  W.  E. 

3568  Dodge  Street 
Langdon.  J.  F.  (Life) 

503  North  38th  Street 
Lawton,  Richard  L. 

V.  A.  Hospital 
Lee.  Leroy  W. 

1436  Medical  Arts  Bldg. 
Lehnhoff,  Henry  J.,  Jr. 

536  Medical  Arts  Bldg. 
Lennox.  G.  B. 

2527  Patrick  Street 
Levine.  Victor 

Creighton  University 
Lewis.  Raymond  G. 

918  Medical  Arts  Bldg. 

Lipp.  Frank  E. 

830  City  National  Bank 
Long.  Robert  S. 

826  Medical  A»*ts  Bldg. 
Longo,  Chas.  A. 

2225  Jefferson.  Bellevue 
Longo,  Joseph 

720  Kilpatrick  Bldg. 

Lovely,  Frank  T. 

1229  First  National  Bank 
Lovgren.  Robert  E. 

1234  Medical  Arts  Bldg. 
Lucas.  J.  F. 

815  WOW  Bldg. 

Lueth.  Harold  C. 

University  of  Nebraska 
Luikart.  Ralph 

708  Medical  Arts  Bldg. 
Lyman.  E.  D. 

City  Health  Dept.,  City  Hall 
McArdle,  Prentice 

1216  Medical  Arts  Bldg. 
McAvin.  J.  S. 

Lutheran  Hospital 
McCarthy.  Harry  H. 

326  Med.  Arts  Bldg. 
McCarthy.  J.  D. 

1036  Medical  Arts  Bldg. 
McCleneghan.  Sam 

615  City  National  Bank 
McDermott.  Arnold 

712  Medical  Arts  Bldg. 
McEachen.  Esther  I. 

Glendale.  California 
McFadden.  Harry  W..  Jr. 

Univ.  of  Nebr..  Col.  of  Med. 
McGee  Harry  E. 

1126  City  National  Bank 
McGee,  J.  W. 

430  Aquila  Court 
McGee.  Millard  Blair 
1126  City  National  Bank 
McGoogan,  Leon  S. 

3568  Dodge  St. 

McGuire.  L.  D. 

326  Medical  Arts  Bldg. 
McLaughlin.  C.  W..  Jr. 

413  Medical  Arts  Bldg. 
McMartin.  Charles 

611  City  National  Bank 
McMartin.  W.  J. 

611  City  National  Bank 
McMillan.  Aaron  M. 

2892  Miami 
McNamara.  J.  W. 

633  City  National  Bank 
McWhorter.  Clarence  A. 

3853  No.  65  Ave. 

MacQuiddy.  E.  L. 

478  Aquila  Court 
Madsen,  C.  C. 

6104VL»  Military  Ave, 
Magiera.  Stephen  L. 

525  City  National  Bank 
Mangimelli.  Samuel  T. 

712  Barker  Bldg. 

Manning.  E.  T.  (Life) 

5631  Grant  Street 
Margolin.  J.  Milton 

902  Medical  Arts  Bldg. 
Margolin.  Morris  (Life) 

902  Medical  Arts  Bldg. 
Marsh.  Char’es 
Valley.  Nebraska 
Martin,  James  W. 

1420  Medical  Arts  Bldg. 
Martin.  Paul  J. 

1407  Medical  Arts  Bldg. 


Mauer.  R.  T. 

1520  Medical  Arts  Bldg. 
Melcher.  Wm.  H. 

4826  South  25th  Street 
Mercer,  Nelson  S. 

2506  Dodge  Street 
Milam.  Denver  F. 

611  City  National  Bank 
Miller,  Daniel 

830  City  National  Bank 
Millett,  Clinton  C. 

304  City  National  Bank 
Mnuk.  Frank  J. 

3374  South  13th  Street 
Montgomery,  E.  C. 

1620  Medical  Arts  Bldg. 
Moody.  W.  B. 

Dean.  Univ.  of  Nebr. 

Moon.  C.  F. 

1607  Medical  Arts  Bldg. 
Moon.  Louis  E. 

1326  Medical  Arts  Bldg. 
Moore.  Clyde 

319  Medical  Arts  B^dg. 

Moore.  Ralph  C. 

Methodist  Hospital 
Morris.  Haskell 

530  Medical  Arts  Bldg. 
Morrison.  Wm.  Howard 
1500  Medical  Arts  Bldg. 
Morrow.  Paul  N. 

1614  Medical  Arts  Bldg. 
Moser.  R.  A. 

1407  Medical  Arts  Bldg. 
Muehlig.  G.  Kenneth 
636  Medical  Arts  Bldg. 
Muehlig.  W.  A. 

636  Medical  Arts  Bldg. 
Murphy.  Albert  V. 

1412  Medical  Arts  Bldg. 
Murphy.  Chas  M. 

5701  Military  Ave. 

Murphy.  J.  Harry 

915  Medical  Arts  Bldg. 
Murray.  F.  J. 

63  and  Maple 
Muskin.  Nathan 

619  Medical  Arts  Bldg. 
Nelson.  Floyd  C. 

2734  No.  61  Street 
Nemec.  C.  J. 

629  City  National  Bank 
N<'m*'c  Edward  C. 

629  City  National  Bank 
Neu.  Harold  N. 

324  City  National  Bank  Bldg. 
Newman.  Elton 

U.  of  N.  Col.  of  Med.  (Boone) 
Nickum,  Oliver  C. 

721  Medical  Arts  Bldg. 
Niehaus.  F.  W. 

1622  Medical  Arts  Bldg. 
Nilsson.  Donald  C. 

115  North  40th  St. 

Nilsson.  John  Fred 

612  Omaha  Loan  & Building 
Nilsson.  John  R. 

612  Omaha  Loan  & Building 
Nolan.  W.  J. 

203  Baldrige  Bldg. 

Novak.  W.  F. 

721  Medical  Arts  Bldg. 
O’Dell.  Lester  D. 

Chicago.  Illinois 
Offerman.  A.  J. 

4805^/0  South  24th  St. 
O’Hearn.  J.  J. 

4811V.  South  24th  St. 

Olson.  Leland  J. 

503  South  58th  St. 

O’Neil,  Gerald  C. 

640  City  National  Bank 
O’Neil.  James  J. 

211  Medical  Arts  Bldg. 
Owens.  C.  A..  Jr. 

Santa  Monica.  California 
Pantano.  Anthony  R. 

907  WOW  Bldg. 

Pederson.  Stanley  E. 

3842  No.  65  Ave. 

Pepoer,  M.  L. 

1515  Medical  Arts  Bldg. 
Pinne.  George  F. 

453  Aquila  Court 
Pleiss.  Joseph  A. 

716  Medical  Arts  Bldg. 
Potter.  Stanley  E. 

527  Medical  Arts  Bldg. 

Pratt,  Peyton  T. 

528  Medical  Arts  Bldg. 
Prichard.  Geo.  W. 

3013  Ames  Ave. 


Priest.  P.  H. 

Deceased  (11-1-51) 

Pruner.  A.  C. 

402  Medical  Ai*ts  Bldg. 
Quigley.  D.  T. 

721  Medical  Arts  Bldg. 
Quigley.  W.  H. 

636  Medical  Arts  Bldg. 

Ragan.  Lloyd  E. 

( Service) 

Raines,  Max  M. 

1204  Medical  Arts  Bldg. 
Ranee.  W.  T. 

730  City  National  Bank 
Rasgorshek,  R.  H. 

425  Aquila  Court 
Rasmussen.  John  A. 

527  Medical  Arts  Bldg. 

Rayl,  Donald  F. 

1420  Medical  Arts  Bldg. 

Read.  Paul  S. 

2415  Fort  Street 
Redgwick.  J.  P. 

1530  Medical  Arts  Bldg. 
Reedy,  Wm.  J. 

324  City  National  Bank 
Riley.  B.  M.  (Life) 

538  City  National  Bank 
Robertson,  G.  E. 

308  South  39th  St. 

Root.  Chas  M. 

304  City  National  Bank 
Rubnitz,  A.  S. 

732  Medical  Arts  Bldg. 

Ruch,  R.  O. 

912  Medical  Arts  Bldg. 
Rucker.  G.  Lucile 
2214  Spencer 
Rumbolz,  Wm.  L. 

1611  Medical  Arts  Bldg. 
Russum.  B.  C. 

816  Medical  Arts  Bldg. 

Sachs,  Adolph 

527  City  National  Bank 
Sage.  Earl  C. 

1234  Medical  Arts  Bldg, 
Satrang,  Geraldine 
104  South  39th  St. 

Schenken.  John  R. 

Methodist  Hospital 
Schmitz,  W.  H. 

611  City  National  Bank 
Schrock.  R.  D. 

831  Medical  Arts  Bldg. 
Schwertly.  F.  J. 

614  Barker  Bldg. 

Scott.  Nathaniel  C. 

3807  Cuming  St. 

Severin.  Mathew  J. 

4823  South  24th  St. 

Shearer.  W.  L. 

1226  Medical  Ai’ts  Bldg. 

Sher,  Philip 

424  Brandeis  Theatre 
Shramek,  C.  J. 

511  Redick  Tower 
Sh'-ame’'.  J.  M.  (Life) 

Ann  Arbor,  Michigan 
Simanek.  George  F. 

540  Medical  Arts  Bldg. 
Simons.  E.  E. 

826  Medical  Arts  Bldg. 
Simonds.  Francis  L. 

1216  Medical  Arts  Bldg. 
Simp^son.  J.  E. 

1229  First  National  Bank 
Skoog-Smith.  Anton  W. 

Clarkson  Hospital 
Slunicko,  Jules  A. 

Ralston.  Nebraska 
Slutsky,  Ben 

Creighton  University 
Smith.  Edward  J. 

443  Aquila  Court 
Smith,  Richard  Dale 
(Service) 

Smith.  Thomas  Timothy 
211  Medical  Arts  Bldg. 
Sobota.  Jos.  E. 

3019  Ames 
Solomon.  W.  W. 

2425  No.  24th  St. 

Srb.  Adolph  F. 

1719  South  16th  St. 

Stager,  Walter  R. 

Uni.  Hospital.  42  & Dewey  St. 
Stastny.  Olga  (Life) 

308  South  41st  St. 

Staubitz,  Herbert  F. 

406  Aquila  Court 
Stearns.  R.  J. 

620  Omaha  I>oan  & Building 


Steinberg.  A.  A. 

536  Kilpatrick  Bldg. 

Steinberg,  M.  M. 

830  City  National  Bank 
Stemper,  Jack  M. 

737  Medical  Arts  Bldg. 
Stoner,  Maurice  E. 

628  Medical  Arts  Bldg. 
Strickland,  W.  R. 

514  Omaha  Loan  & Building 
Sucha.  W.  L. 

915  Medical  Arts  Bldg. 
Sullivan,  H.  T. 

1036  Redick  Tower 
Swab,  C.  M. 

1316  Medical  Arts  Bldg. 

Swab.  Elizabeth  M. 

1316  Medical  Arts  Bldg. 
Swenson.  Samuel  A.,  Jr. 

1234  Medical  Arts  Bldg. 
Swenson,  S.  A..  Sr. 

1234  Medical  Arts  Bldg. 
Swoboda,  Jos.  P. 

4824V»  South  24th  St. 
Tamisiea,  John  A. 

718  Barker  Bldg. 

Tanner.  John  W. 

Elkhorn,  Nebraska 
Taylor.  W.  H.  (Life) 

3809  Cuming  St. 

Taylor,  Willis  H..  Jr. 

( Service) 

Therien,  R.  C. 

3482  Martin  Ave. 

Thomas.  John  Martin 
1418  Medical  Arts  Bldg. 
Thompson,  C.  Q. 

1530  Medical  Arts  Bldg. 
Thompson.  Dorothy  H. 

Methodist  Hospital 
Thompson,  Lynn  W. 

Lutheran  Hospital 
Thompson,  Warren  Y. 

1530  Medical  Arts  Bldg. 
Tollman,  J.  P. 

University  Hospital 
Tomlinson,  C.  C. 

1520  Medical  Arts  Bldg. 
Tompkins,  Chas  A. 

304  South  42nd  St. 

Torpy,  T.  W. 

920  WOW  Bldg. 

Trimble,  C.  R. 

2716  Fontenelle  Blvd. 
Truhlsen,  Stanley  M. 

1500  Medical  Arts  Bldg. 

Tyson,  John  J. 

Veterans  Hospital 
VaVerka,  James  W. 

219  Medical  Arts  Bldg. 
Vetter.  J.  G. 

721  WOW  Bldg. 

Vickery.  Austin  L.,  Jr. 

Boston,  Mass. 

Vroman,  Donald  C. 

3568  Dodge  St. 

Walsh,  E.  M. 

1412  Medical  Arts  Bldg. 
Walvoord.  Carl  A. 

4134  Grand  Ave. 

Waters.  C.  H.  (Life) 

832  Fairacres  Road 
Waters.  Chester  H..  Jr. 

831  Medical  Arts  Bldg. 
Wearne.  F.  J. 

Hill  Hotel  (Life) 

Whitcomb.  Glenn  D. 

926  Medical  Arts  Bldg. 
Wigton.  Robert  S. 

1436  Medical  Arts  Bldg. 
Wilhelmj,  C.  M. 

Creighton  University 
Williams,  Perry  T.,  Jr. 

(Service) 

Williams,  Russel  R..  Jr 
443  Aquila  Court 
Wilson.  Donald  J. 

1113  Medical  Arts  Bldg. 
Wittson.  Cecil  L. 

Uni.  of  Nebr.  Col.  of  Medicine 
Wright  W.  D. 

652  North  66th  St. 

Wyrens,  Raymond  J. 

316  Medical  Arts  Bldg. 

Young.  G.  Alexander 

1436  Medical  Arts  Bldg. 
Young.  George  A.,  Jr. 

1436  Medical  Arts  Bldg. 
Young.  Richard  H. 

1436  Medical  Arts  Bldg. 
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LANCASTER 

LINCOLN— 

Adams,  R.  B. 

2972  •*0”  Street 
Albin.  W.  L. 

020  Fed.  Sec.  Bldg. 

Alcorn.  F.  A. 

2201  South  11th  Street 
Andrews.  Clayton  F. 

041  Stuart  Bldg. 

Angle.  E.  E. 

903  Sharp  Bldg. 

Arnholt.  M.  F. 

825  Trust  Bldg. 

Arnold.  C.  H. 

908  Trust  Bldg. 

Bailey.  R.  O. 

Veterans  Hospital 
Bancroft,  Paul  M. 

1431  South  33rd  Street 
Barkey,  V.  S. 

0320  Havelock 
Bartels,  W.  W. 

1108  Sharp  Bldg. 

Barthell,  John  H. 

824  Sharp  Bldg. 

Becker,  W.  C. 

826  Sharp  Bldg. 

Bitner.  Mary  S. 

State  Capitol  (Platte  Co.) 
Black,  Paul 

929  Stuai-t  Bldg. 

Blum,  Henry 

Rm.  2,  Nebr.  Theatre  Bldg. 
Bowman,  D.  J. 

3635  Mohawk 
Brolsma,  M.  P. 

302  Woodmen  Accident  Bldg. 
Brooks,  E.  B. 

939  Stuart  Bldg. 

Brown,  Kendall  A. 

724  Sharp  Bldg. 

Brown,  John  A. 

412  Lin.  Lib.  Life  Bldg. 
Burby,  John  J. 

800  South  13th  Street 
Calhoun,  O.  V. 

430  Stuart  Bldg. 

Campbell,  W.  A. 

1321  Sharp  Bldg. 

Carey,  Blaine  P. 

808  Fed.  Sec.  Bldg. 

Carveth.  W.  W. 

626  Sharp  Bldg. 

Churchill,  I.  W. 

1945  “A”  Street 
Clothier,  John  G. 

Vets.  Adm.,  12th  & “O’'  St. 
Coleman,  F.  D. 

925  Stuart  Bldg. 

Covey,  Geo.  W. 

805  Shai*p  Bldg. 

Cullen,  George 

820  Sharp  Bldg.  (Five  Co.) 
Curry,  John  R. 

943  Stuart  Bldg. 

Davies,  L.  T. 

816  Sharp  Bldg. 

Dean,  G.  W. 

817  So.  27  Street 
Deppen,  E.  N. 

526  Trust  Bldg. 

Elliott.  C.  K. 

936  Stuart  Bldg. 

Emerson,  Clarence 
1700  So.  24th  Street 
Fahnstock,  C.  L.  (Life) 

1812  So.  26th  Street 
Ferciot,  C.  F. 

1108  Sharp  Bldg. 

Finkle.  B.  A. 

1419  Sharp  Bldg. 

Finney.  L.  E. 

323  So.  14th  Street 
Flanagan,  M.  L. 

5515  South  Street 
Flansburg.  H.  E. 

502  Bankers  Life  Bldg. 
Frazer,  M.  D. 

1037  Stuart  Bldg. 

Fuenning,  S.  I. 

317  North  18th  Street 
Furgason,  A.  P.  (Life) 

3710  Folsom 


Getscher.  Phillip  E. 

1001  Sharp  Bldg. 

Gibson.  L.  V. 

908  Trust  Bldg. 

Gogela.  Louis  J. 

1318  Sharp  Bldg. 

Grant.  Robert  S. 

1431  South  33rd  Stre<  t 
Griffith.  Wylie  H. 

V.  A.  Hospital 
Hancock.  E.  W. 

823  Sharp  Bldg. 

Hanigan.  J.  J. 

Hallam.  Nebraska 
Harms.  C.  W. 

Rm.  401.  116  South  I5th  St 
Harrington,  A.  E. 

914  Stuart  Bldg. 

Harvey.  H.  E. 

723  Sharp  Bldg. 

Hathaway.  F.  H. 

308  First  Natl.  Bank  Bldg. 
Hayles,  Alvin  B. 

1037  Stuart  Bldg. 

Heidrick,  Paul  J. 

905  Stuart  Bldg. 

Hemphill,  James  E. 

( Service ) 

Hervert,  J.  Wm. 

807  Fed.  Sec.  Bldg. 

Hickman.  C.  C. 

406  Sharp  Bldg. 

Hillyer,  R.  A. 

641  Stuart  Bldg. 

Hilton,  Hiram  D. 

1037  Stuart  Bldg. 

Hobbs,  E.  T. 

6530  Holdrege  St. 

Hohlen,  K.  S.  J. 

914  Federal  Security  Bldg. 
Hompes,  J.  J. 

702  Shai*p  Bldg. 

Hummel,  R.  O. 

2435  Bradfield  Drive 
Johnson,  F.  B.  (Life) 

1220  South  24th  Street 
Lamb,  W.  E. 

3761  Mohawk 
Lehnhoff,  H.  J.  (Life) 

2804  Sheridan 
Lewis.  G.  E. 

332  Natl.  Bank  of  Commerce 
Lewis,  L.  G.  H. 

943  Stuart  Bldg. 

Loder,  Roland  H. 

City-County  Health  Dept. 
Loudon.  John  R. 

1110  Sharp  Bldg. 

Loveland,  Grace 

909  Sharp  Bldg, 

Lyman,  R.  A.  (Life) 

1649  South  21st  Street 
McCarthy.  T.  F. 

5 Nebraska  Theatre  Bldg. 
McGinnis,  Kenneth  T. 

1037  Stuart  Bldg. 

McGreer,  John  T.,  Jr. 

924  Sharp  Bldg. 

McLeay,  H.  L. 

State  Hospital 
Marx,  L.  E. 

901  Fed.  Sec.  Bldg. 

Marx.  Paul  D. 

901  Fed,  Sec.  Bldg. 

Matheny,  Z,  E.  (Life) 

1026  South  14th  St.  (Butler) 
Matson,  Guy  M. 

2730  North  48th  Street 
Maxwell,  Paul  J. 

307  South  16th  Street 
Miller,  Harold  B. 

2735  Sumner  St. 

Miller.  N.  R. 

914  Fed.  Sec.  Bldg, 

Miller.  S.  D. 

5515  South  Street 
Misko,  G.  H. 

308  First  National  Bank  Bldg. 
Mitchell,  Howard  E. 

309  Sharp  Bldg. 

Morgan.  Haro’d  S. 

935  Stuart  Bldg. 

Morton,  H.  B. 

1037  Stuart  Bldg. 


Munger,  Horace  V. 

1016  Sharp  Bldg. 
Munger,  I.  C. 

3350  Grimsby  Lane 
Neely,  J.  Marshall 
924  Sharp  Bldg. 
Neely.  Orvis  A. 

924  Sharp  Bldg. 

OIney.  R.  C. 

800  South  13th  Street 
Orr,  H.  W.  (Life) 

309  Sharp  Bldg. 

Owen,  L.  J. 

957  Stuart  Bldg. 
Palmer,  Janet  Forbes 
1027  Sharp  Bldg. 
Parrillo,  Orest  J, 
Veterans  Hospital 
Paul.  James  R. 

909  Stuart  Bldg. 
Paulson,  H.  O. 

508  Sharp  Bldg. 
Pederson.  A.  M. 
Veterans  Hospital 
(Washington  County) 
Pelikan,  C.  C. 

6125  Havelock  Ave. 
Peterson,  J.  C. 

702  Sharp  Bldg. 
Peterson,  Paul  L. 

702  Shan)  Bldg. 
Pfeifer,  LaVerne  F. 

903  Sharp  Bldg. 

Place,  Geoige  E. 

4825  St.  Paul  Street 
Podlesak.  J.  I. 

612  614  Trust  Bldg. 
Purvis,  Donald  F. 

430  Stuart  Bldg. 
Rausten,  David  S. 

4723  Prescott 
Reed,  E.  B. 

1037  Stuart  Bldg. 
Reese,  S,  O. 

816  Sharp  Bldg. 

Rider,  Larry  D. 

Wichita,  Kansas 
Ritter,  Jerome 

307  South  16th  St. 
Rogers,  E.  A. 

(Saunders  Co.) 

3913  Sheridan  Blvd. 
Rogers.  F.  L. 

805  Sharp  Bldg. 

Rose  Forrest  I. 

916  Sharp  Bldg. 

Rose,  Kenneth  D. 

1614  N St. 

Rowe.  E,  W. 

1037  Stuart  Bldg. 
Royal,  P.  A. 

5515  South  St. 
Ryerson,  Edwin  R. 

2011  South  19th  St. 
Sanderson,  D.  D. 

914  Stuart  Bldg. 
Saxton,  Alton  J. 

Rapid  City,  So.  Dak. 
Scott.  H.  A. 

600  South  74th  St. 
Shaffer,  Harry 
(Service) 

Sharrar.  Lynn 
719  Sharp  Bldg. 
Smith.  A.  L. 

1001  Fed.  Sec.  Bldg. 
Smith,  A.  L..  Jr. 

1001  Fed.  Sec.  Bldg. 
Smith,  Russel  T. 

4852  Bancroft 
Spieler,  F.  B. 

1037  Stuart  Bldg. 
Spradling,  F.  L. 

State  Hospital 
Stafford.  G.  E. 

1021  Sharp  Bldg. 
Stapleton.  H.  B. 

Hickman.  Nebr. 

Stein,  Robert  J. 

343  Stuart  Bldg. 
Stsinman.  John 
620  Sharp  Bldg. 

Stone.  Frank  P. 

309  Sharp  Bldg. 


Garlinghouse,  R.  E. 
723  Shan>  Bldg. 


Mueller.  R.  F. 

626  Sharp  Bldg. 


Stover.  I^ee 

1037  Stuart  Bldg. 


Garlinghouse.  R.  O. 
921  Stuart  Bldg. 


Munger.  A.  D. 

KUO  Sharp  Bldg. 


Strader.  R.  M. 

343  Stuart  Bldg. 


Taboi'sky.  A.  F. 

324  First  Natl.  Bank  Bldg. 
Tanner.  Frank  H. 

2929  South  29th  St. 

Taylor,  H.  A. 

4728  St.  Paul  St. 

Taylor,  J.  D. 

4728  St.  Paul  St. 

Teal.  F.  F.  (Life) 

910  Sharp  Bldg. 

Teal.  Fritz,  Jr. 

309  Sharp  Bldg. 

Thierstein.  Samuel  T, 

1326  Sharp  Bldg. 

Thomas.  R.  L. 

303  Continental  Bldg. 
Thompson,  J.  C. 

307  South  16th  St. 
Thomson.  J.  E.  M. 

1108  Shari)  Bldg. 

Thorough.  Paul 
1025  Sharp  Bldg. 

Tondreau,  R.  L. 

Philadelphia,  Pa. 
Underwood,  G.  R. 

233  South  lOth  St. 

Walker.  G.  H. 

412  Lin.  Lib.  Life  Bldg. 
Warner,  Ruth 

(Madison  Six  Co.) 

909  Stuan  Bldg. 

Webb.  A.  H. 

1614  N St. 

Webster.  F.  S. 

1108  Sharp  Bldg, 

Wegner,  E.  S, 

724  Sharp  Bldg. 

Welch,  J.  S. 

1037  Stuart  Bldg. 

Whitham,  Roy  H. 

921  Stuart  Bldg. 

Whitlock.  H.  H. 

805  Sharp  Bldg. 

Wiedman,  E.  V. 

315  First  Natl.  Bank  Bldg. 
Williams,  J.  B. 

V.  A.,  Albuquerque.  N.  M. 
Wilson,  Nat  J. 

Veterans  Hospital 
Wilson,  R.  B. 

University  of  Nebraska 
Wolters,  S.  L. 

935  Stuart  Bldg. 

Wood,  Maynard  A. 

1037  Stuart  Bldg. 
Woodward.  J.  M. 

910  Sharp  Bldg. 

Wright,  F.  T. 

Arizona  State  Hospital 
Phoeni.x,  Ariz, 

Youngman,  R.  A. 

1037  Stuart  Bldg. 

Zemer,  S.  G. 

(Deceased  10-10-51) 

CASS 

AVOCA— 

Brendel,  J.  W. 

ELMWOOD— 

Liston.  Howard  E. 

IJston.  O.  E. 

LOUISVIl.LR— 

Wbrthman.  H.  W. 

MURRAY— 

Tyson.  R.  W. 

NEHAWKA— 

Ander.son.  R.  R. 

plattsmoitth— 

Brendel.  R.  F'. 

Dietz.  Robert  J. 

Pucelik,  L.  S. 

WEEPING  WATER— 
Kunkel.  L.  N. 


OTOE 

NEBRASKA  CITY— 
lionebrake.  A.  H. 
HuibridKe.  C!U-nn  E. 
Edmonds.  William 
Ewing,  Hon  E. 
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Gilligan.  J.  P. 
Kenner.  W.  C. 
MacVean.  M.  M. 


Ramacciotti.  W.  S. 

SYRACUSE— 

Gately.  H.  S. 

Stonecypher.  D.  D. 

Williams,  C.  R. 

Weeks.  T.  L. 

Formanack.  C.  J. 

Zastera,  J.  R.  (Service) 

THIRD  DISTRICT 

J.  C.  WADDELL,  Councilor 


GAGE 

Adams — 

Waggener.  J.  T. 

BEATRICE— 
Branson.  V.  L. 

Brott,  Clarence  R- 
Brown,  H.  R. 

Brown.  R. 

Bi’yant.  A.  R. 

Elias.  H.  F. 
Hepperlen.  H.  M..  Jr. 
McCleery,  D.  P. 
McGirr,  J.  I.  (Life) 
Penner,  Donald 
Penner.  Elmer  L. 
Penner,  H.  G. 

Rathbun.  Stanford  M. 
Taylor.  R.  W. 
Waddell.  J.  C. 


Waddell.  W.  W. 
Wildhaber,  Joe  (Service) 
Wildhaber,  Wm.  T. 

FILLEY— 

Hodam.  J.  A.  (Life) 
LIBERTY— 

Bachle,  E.  P. 

ODELL— 

Rice.  C.  E. 

WYMORE— 

Elias,  Francis 
Nelson.  J.  C. 

Thomas.  C,  W. 

PAWNEE 
PAWNEE  CITY— 
Anderson.  A.  B..  Jr. 
Stewart.  H.  C. 


TABLE  ROCK— 

McCrea.  E.  L.  (Life) 

NEMAHA 

AUBURN— 

Cline.  Edgar 
Fenstermacher.  R.  C. 
Irvin.  I.  W. 

Krampert.  F.  L. 

Scott.  Paul  M. 

Tushla.  F.  M. 

PERU— 

Wiggins.  G.  E. 

RICHARDSON 

FALLS  CITY— 
Brennan.  Louis  V. 
Cowan.  S.  D. 


Gillispie,  J.  C. 

Hustead.  C.  L. 

Ketter,  W.  D. 
Lennemann.  Ernest 
Shepherd.  Wm. 

HUMBOLT— 

Heim.  H.  S. 

SHUBERT— 

Shook,  W.  E. 

JOHNSON 

STERLING— 

Turner,  J.  W.  (Life) 
TECUMSEH- 
Chadek.  Leonard  J. 
Lanspa,  J.  A. 

McCoy.  Raymond  H. 
(Deceased  7-4-51) 


FOURTH  DISTRICT 

W.  E.  WRIGHT,  Councilor 


MADISON 

BATTLE  CREEK— 
Rudloff.  F.  X. 

MADISON— 

Garner.  F.  L. 

Palmateer.  H.  R. 

NEWMAN  GROVE— 
Austin.  Arthur  T. 

(Ottumwa.  la.) 
Carlson.  Emery  W. 

NORFOLK— 

Barry,  A.  C. 

Brauer,  S.  H. 

Brush.  E.  L. 

Charlton,  Geo.  E. 
Conwell,  G.  D. 

Famer,  B.  R. 

Ingham,  Chas.  G. 
Johnson.  L.  A. 

Mullong.  C.  R. 

(Danville,  Calif.) 
Pollack.  F.  A. 

Pollack.  John  D. 

Salter.  George  B. 
Sehwedhelm.  A.  J. 
Slaughter,  Earl  C. 
Slaughter,  Guy  P. 
Stewart,  George  J. 
Surber.  E.  G. 

Verges.  C.  J. 

Verges,  Val  C. 

TILDEN— 

Barr.  Carl  C. 

Barr.  Robert  E. 
Salsburg,  H.  E. 


CUMING 

BANCROFT— 
Francis,  H.  W.  (Life) 
Hughes.  W.  T. 

WEST  POINT— 
Anderson.  A.  W. 
Ericson,  L/.  L. 

Scherer.  Robert  H. 
Thompson.  I.  L. 

WISNER— 

Hansen.  Warren  D. 

PIERCE 

OSMOND— 

Mailiard.  A.  E. 

PIERCE— 

Calvert.  John  H. 
Devers,  W.  I. 

PLAINVIEW— 
Johnson.  M.  A. 

Kopp.  Robert  E. 

KNOX 

CREIGHTON— 
Green,  Carl  R. 

Wright.  W.  E. 

BLOOMFIELD— 
Carrig,  M.  H. 

(Erie.  Pa.) 

Kohtz,  R.  H. 

NIOBRARA— 

Neil.  Stanley  Roy 


WAUSA— 

Johnson,  R.  E. 

STANTON 

PILGER— 

Reid,  J.  D. 

STANTON— 

Allen.  S.  G. 

Tennant,  H.  S. 

ANTELOPE 
CLEARWATER— 
Bennie.  J.  W. 

ELGIN— 

Graham,  W.  W. 

NELIGH— 

Curtis,  E.  E. 

Harrison,  U.  S. 

ORCHARD— 

Fletcher,  D.  L. 

CEDAR 

COLERIDGE— 

Dewey.  F.  G. 

HARTINGTON— 

Dorsey,  F.  P.,  Sr.  (Life) 
Dorsey.  F.  P..  Jr. 

Kovar,  J.  D. 

LAUREL— 

Carroll.  John  J.  (Service) 
Carroll.  R.  P. 

RANDOLPH— 

Peter.-!.  G.  E. 


DIXON 

PONCA— 

Bray,  R.  E. 

WAKEFIELD— 

Coe,  C.  M. 

THURSTON 

PENDER— 

Buhl.  C.  E. 

Pierson,  C.  A. 

(Inglewood,  Calif.) 

WALTHILI^ 

Graham.  J.  R. 

WINNEBAGO— 
Kantor,  Lester  J. 
(Lawton,  Okla.) 

DAKOTA 

HOMER— 

Barber.  H.  G- 

SOUTH  SIOUX  CITY- 
Gathman.  L.  T. 

Larsen,  A.  A. 

WAYNE 

WAYNE— 

Benthack,  Walter 
Benthack.  Robert  B. 
Ingham.  C.  T.  (Life) 
Alhambra,  Calif. 
Matson,  Roy  M. 

WINSIDE— 

Craig,  D.  O. 


FIFTH  DISTRICT 

R.  T.  VAN  .METRE,  Councilor 


DODGE 

AMES— 

Smith.  A.  .1.  (Phelps  Co.) 

DODGE— 

Srb.  G.  J. 

FREMONT— 

Byers,  R.  C. 

Byers,  Robert  C.,  Jr. 
Fasser,  A.  O. 

Harvey,  Andr<*w 
Haslam.  G.  A. 

Heine,  L.  H. 

Heine.  W.  H. 

Hill.  W.  H. 

Jakeman,  Harry  A. 

Malloy.  E.  F. 

Merrick.  A.  J. 

Morrow,  H.  H. 

Morrow.  H.  N. 

Nelson,  Carrol  C. 


Reeder.  Grant 
Reeder.  Robert  C. 
Seivers.  Charlotte 
Van  Metre.  R.  T. 
Wengert,  D.  B. 

HOOPER— 

Heine,  C.  D. 

(Deceased  4-28-51) 

SCRIBNER— 
Stehl.  C.  H.  L. 


WASHINGTON 

ARLINGTON— 

Block.  D.  M.  (Dodge  Co.) 
Davies.  R.  A.  (Dodge  Co.). 

BLAIR— 

Goehring,  W.  E. 

Howard,  C.  D. 

Nielsen,  Morris 
Seivers.  Rudolph 


MERRICK 

CENTRAL  CITY— 
Brown,  A.  D. 

Fouts,  F. 

Holmes.  Lee  C. 
Zikmond,  E.  T. 

CLARKS— 

Douglas.  R.  R. 

PALMER— 

Racines,  J.  Y. 

(Howard  Co) 

COLFAX 

CLARKSON— 
Kavan,  W.  J. 

HOWELLS— 

Myers,  H.  Dey 
(Deceased  4-2-51) 
SCHUYLER— 
Kavan.  Lucien  C. 


Kolouch.  F.  G. 

Myers,  H.  Dey,  Jr. 

BOONE 

ALBION— 

Davis,  J.  E. 

Dickson.  Donald  G. 

New  Melford.  N.  J. 
Wm.  M. 

Smith.  J.  W.  B. 

(Garden  City,  Mich.) 
Sydow,  Henry 

CEDAR  RAPIDS— 
Reeder,  W.  J. 

ST.  EDWARD— 
Harger.  John  R. 
Henderson.  Harry  C. 
Merlis.  Sidney 

(Long  Island.  N.  Y.) 
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BURT 

DECATUR— 
Williams,  Harry  G. 

LYONS— 

Hayes,  C.  B, 
OAKLAND— 
Benson,  H.  W. 
Redelfs,  John  W. 
Tibbel',  R,  H. 

TEKAMAH— 
Allen,  J,  G. 


Lukens,  I, 
Morrow,  L, 
Sauer,  L,  E, 
Wood,  M, 


PLATTE 

COLUMBUS— 
Allenburger,  C.  A. 
Anderson.  R.  C. 
Hrillhart,  E.  G. 
Campbell,  C.  H. 


Deyke,  Vern  F. 
Heiser,  E.  N. 
James.  M-  C. 
Johnson,  F.  G. 
Koebbe,  E.  E. 
Kuper,  H.  D. 
McGowan.  P.  H. 
Mclntire,  R.  J. 
Meyer.  J.  H). 
Neumarker.  W.  R. 

HUMPHREY— 
Abts,  W. 


Pl.ATTE  CENTER— 
Bald.  A.  A. 

(San  Diego.  Calif.) 
Slavik,  Ed  R. 

NANCE 

FULLERTON— 

Mal,v,  James  C. 

GENOA— 

Dalton.  Kenneth  R. 
Davis,  Homer 
Williams,  C.  D. 


SIXTH  DISTRICT 

R.  E.  HARRY,  Councilor 


BUTLER 

DAVID  CITY— 
Burdick,  D.  E. 

Ekeler,  Louis  J. 

RISING  CITY— 
Longacre.  O.  E.  (Life) 

SEWARD 

BEAVER  CROSSING— 
Hille.  C.  F. 

MILFORD— 

Hill.  W.  Ray 
SEWARD— 

Carr,  J.  W. 

Clarke.  H.  D. 

Morrow.  B.  E. 

Morrow,  J.  (Life) 
(Deceased  8-12-51) 
Smith.  Richard  D. 

(Durham.  N.  C.) 
Stanard,  John  T. 


STAPLEHURST— 
Herpolsheimer.  R.  W. 

SAUNDERS 

ASHLAND— 

Baer.  B.  H. 

Packer.  J.  M. 

Williams,  Martin  P. 

CEDAR  BLUFFS— 
Stuart,  A.  E.  (Life) 
(Deceased  9-30-51) 
CERESCO— 

Noyes,  W.  W. 

MORSE  BLUFF— 
Hubenbecker,  J.  C. 

WAHOO— 

French,  Ivan  M. 

Kent,  Donald  C.  (Service) 
Lathrop.  M.  E. 

MacHaffie,  R.  A. 
Memming.  Lunetta  A. 


Pestal,  Joe  (Life) 

Way,  Charles 
YUTAN— 

Friesen.  H.  F. 

YORK 

YORK— 

Bell.  H.  O. 

Bell.  James  D.  (Service) 
Bell.  J.  S. 

Greenberg.  B.  N. 

Harry,  R.  E. 

Karrer,  Robert  E. 
Kilgore.  W.  S. 

Root.  B.  A. 

HENDERSON— 
Hamlin,  Wendell  D. 
(Mineral  Point.  Wis.) 

HAMILTON 

AURORA— 

Steenburg,  D.  B. 


Steenburg,  E.  A. 
Steenburg.  E.  K. 
Woodard.  J.  M. 

GILTNER— 

Marvel.  P.  O. 

HAMPTON— 
Troester.  O.  M. 

POLK 

OSCEOLA— 

Eklund,  H.  S. 

Gullberg,  Earl  A. 

(Deaceased  7-15-51) 
Kelley.  D.  T.  (Service) 

SHELBY— 

Delfs,  Richard  C. 

STROMSBURG— 
Anderson.  C.  L. 
Scholnick.  G.  L. 

(Los  Angeles,  Calif.) 


SEVENTH  DISTRICT 

A.  A.  ASHBY,  Councilor 


THAYER 

ALEXANDRIA— 
Tucker,  J.  Guy 
BYRON— 

Decker,  R.  F. 

CARLETON— 
Douglas,  V.  D. 

DESHLER— 

Reed.  Paul  A. 

DAVENPORT— 
Mountford,  F.  A. 

HEBRON— 

Bunting.  L.  G. 

Panter,  Edward  G. 

(Denver,  Colo.) 
Penry,  R.  E. 


NUCKOLLS 

NELSON— 

Ingram,  J.  E. 

SUPERIOR— 

Brown,  Byron  L. 
McMahon.  C.  G. 

Mason,  C.  T. 
Trowbridge,  J.  A. 
Webman.  A.  I. 

FILLMORE 

GENEVA— 

Ashby,  A.  A. 

Ashby,  Chas.  F. 
Hickman.  J.  C. 

(Deceased  8-11-51) 
Hinrichs,  E.  J. 

Lynn,  Vincent  S. 


EIGHTH  DISTRICT 

R.  R.  BRADY,  Councilor 


SALINE 

CRETE— 

Forney,  L.  W. 

Homan.  Richard  W. 
Huber.  Paul  J. 

Stejskal,  F.  J. 

DEWITT— 

Runty.  H.  D.  (Gage  Co.) 

FRIEND— 

Hamilton.  F.  T. 

Zimmer.  Clarence 

TOBIAS— 

Stadnik,  Louis  J. 

WILBUR— 

Travnicek,  F.  G. 


SHERIDAN 

GORDON— 

Wanek,  Frank 

(N.  W.  Nebr.  Co.) 
Wolf.  W.  K. 

(N.  W.  Nebr.  Co.) 

RUSHVILLE— 

Crum,  H.  V. 

(N.  W.  Nebr.  Co.) 
Hook.  R.  L. 

(N.  W.  Nebr.  Co.) 


BOYD 

(Holt  & N.  W.) 
LYNCH— 

David.  Joseph  J.,  Jr. 

SPENCER— 

Bradley,  E.  B. 

ROCK 

(Holt  & N.  W.) 
BASSETT— 

Panzer,  H.  J. 

Stoez,  Paul  A. 


HOLT 

(&  N.  W.) 
ATKINSON— 
Douglas,  W.  J. 

O’NEILL— 

Brown,  J.  P. 

French,  O.  W. 

STUART— 

Clark,  F.  J. 

Ram.say,  James  E. 

( Omaha-Douglas  Co.) 


JEFFERSON 

FAIRBURY— 

Cassel,  R.  L. 

Hughes,  D.  O. 

Kantor,  D.  B. 

Luce,  R.  P. 

Lynch,  Geo.  M.  (Service) 
Lynch.  J.  H. 

Powell.  M.  J. 

Yoachim.  W.  P. 

CLAY 

HARVARD— 
McGlothlen,  G.  E. 

(Adams  Co.) 

SUTTON— 

Meese.  L.  D.  (Adams  Co.) 
Nuss,  H.  V. 

Nutzman,  C.  L. 

(Denver,  Colo.) 


BROWN 

(Holt  & N.  W.) 
AINSWORTH— 

Bradv.  R.  R. 

Lear.  W.  D. 

CHERRY 

(Holt  & N.  W.) 
VALENTINE— 
Deakin,  Thos.  W. 
Farner,  John 
.lohn^on,  Wilber  Ed 


HALL 

GRAND  ISLAND— 
Anderson,  H.  C. 
Anderson.  John  S. 
Arrasmith.  W.  J. 
Bosley,  Warren  G. 
Brugh.  E.  A. 


NINTH  DISTRICT 

WM.  i\L  McGRATH,  Councilor 


Campbell,  John  F. 
DeMay,  G.  H. 
Easley.  John  H. 
Farnsworth,  Earle 
Geer.  Robert  R. 
Graupner,  G.  W. 
Hombach,  W.  H. 


Hombach.  W.  H.,  Jr. 

(Service) 

Imes,  I^ren 
Johnson,  Earle  G. 
Kuehn,  Gerald  A. 
McDermott,  K.  F. 
McGrath,  Wilmer  D. 


McGrath.  Wm.  M. 
Maggorie,  Carl  H. 
Martin.  R.  D. 
Moessner.  Samuel 
Mongeau.  D.  C. 
Profitt.  J.  Alfred 
Ryder,  Frank 
Synhorst,  A.  P. 
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Watson,  Donald 
Watson.  E.  A. 

Wells,  J.  Ralston 
Woodin,  J.  G. 

Woodruff.  Bradley 
WOODRIVER— 

King.  F.  Ervin 

BUFFALO 

ELM  CREEK— 
Laughlin,  J.  W. 
GIBBON— 

Rodman.  H.  H.  (Stuvice) 
KEARNEY— 

Allen.  John  F.  (Life) 

I Omaha-Douglas  Co.) 
Bancroft.  B.  R. 

Elliott.  Thus.  S. 

Enos.  A.  A. 

Gibbons.  C.  K. 

Glenn.  W.  V. 

Hanson.  H.  C. 

Jester.  R.  F. 

Johnson.  O.  D. 

Johnston.  R.  S. 

Lane.  L.  D. 

Nutzman.  Wm. 

Nye.  Dan  A. 

Richards.  F.  L. 

Sislar,  Frank  H. 

Smith.  Harold  V. 

Staley.  Sanford  O. 

Wilcox.  M.  B. 


RAVENNA— 

Dickinson.  L.  E.,  Sr. 

Ehlers.  O.  C. 

SHELTON— 

Nordstrom,  J.  E.  (Service) 
Wiltse,  C.  E. 

CUSTER 

ANSELMO— 

Spivey,  C.  D. 

ARNOLD— 

McShane,  R.  A. 

Reeves.  E.  Howard  (Service) 
BROKEN  BOW— 

Bowman.  C.  L. 

Carothers,  P.  H.  J. 

Erick.son,  G.  T. 

Koel'oot.  Theo. 

Kcefoot.  Then.,  .Jr. 

Meier,  John  A. 

Wilcox,  C.  W. 

CALLOWAY— 

Bryson,  R.  D. 

SARGENT— 

McDaniel,  V.  S. 

DAWSON 

COZAD— 

Fochtman.  L.  H. 

Hranac.  Chas.  E. 

Sheets,  C,  H. 

EDDYVILLE— 

Kile.  J.  B. 


GOTHENBURG— 

Ayres,  M.  J. 

Harvey,  H.  M. 

Peri*y.  S.  H.  (Service). 

Pyle.  B.  W. 

LEXINGTON— 

Anderson,  A.  W. 

McGee.  Dean 
Norall,  V.  D. 

Olsson,  P.  Bryant 
Ruggieii,  Bartholomew  A. 
Watson.  E.  A. 

Wycoff.  R.  S. 

HOOKER 

MULLEN— 

Hoyt.  Melvin  S.  ( Box  Butte  Co.) 

GRANT 

HYANNIS— 

Howell.  W.  L.  (Box  Butte  Co.) 

HOWARD 

ST.  PAUL— 

Arnold.  M.  O. 

Hanisch.  E.  C. 

Hanisch.  Edward  C..  Jr. 
Hanisch.  Robert  (Service) 

GREELEY 

(Four  Co.) 

SCOTIA— 

Lewis,  James  E. 

(Service— Howard  Co.) 


SPALDING— 

Fox.  Robert  J. 

Sullivan,  M.  M. 

Taylor.  Richard  J. 

WOLBACH— 

Holm.  A.  H.  (Howard  Co.) 

VALLEY 

(Four  Co.) 

ORD— 

Barta,  F.  A. 

Lvnn.  Robert  J. 

Miller,  C.  J. 

Weeks.  C.  W. 

GARFIELD 

(Four  Co.) 
BURWELL— 

Cram,  Roy  S. 

SHERMAN 

LITCHFIELD— 

Rydberg.  C.  A.  (Cu'vter  Co.) 

LOUP  CITY— 

Amick.  C.  G.  (Custer  Co.) 
Crouse,  Murray  H. 

(Custer  Co.) 

Miller.  Burdette  L. 

(Custer  Co.) 


ADAMS 

HASTINGS— 
Andereon.  H.  F. 
Boren.  A.  J.  (Life) 
(Okla.  City.  Okla.) 
Charlton.  Geo.  Paul 
DeBacker,  L.  J. 
DeBacker.  Leo,  Jr. 
Egen.  L.  F. 

Feese.  J,  P. 

Foote,  C.  M. 

Foote.  D.  B. 

Foote.  E.  C. 

Guildner,  C.  W. 
Kingsley,  D.  W. 
Kostal.  O.  A. 

Mace,  John  L. 
McMillon,  John  A. 
Pinney,  Geo.  L. 

Rork.  L.  W. 

Shaw.  W.  L. 

(Reseda,  Calif.) 
Smith,  A.  A. 

Uridil.  C.  F. 

Uridil.  J.  E. 

Weber.  C.  R. 
Wegman,  Wm.  M. 

INGLESIDE— 
Anderson.  Milton  H. 

(Osawatomie,  Kan.) 
Barnes.  Marian 

(Osawatomie,  Kan.) 
Davies,  D.  M. 

Lytton.  G.  J. 

(Madison  Six  Co.) 
McWhorter.  Stewart 
(Osawatomie,  Kan.) 
Meyer.  Hans 
Neilsen.  J.  C. 

(Indianapolis,  Ind.) 


LINCOLN 

NORTH  PLATTE— 
Anderson,  G,  T. 
Anderson,  Joel 
Callaghan,  A,  J, 
Carroll,  J,  V, 

Chick,  Nicholas 
Clarke,  H,  L, 

Dent,  T,  E. 

DeVol,  R.  A, 

(Scotts  Bluff  Co,) 
Drasky,  Stanley 
Fetter,  E.  W, 

Heider,  C.  F. 


TENTH  DISTRICT 

E.  F.  LEININGER,  Councilor 


O'Donnell,  H,  J, 
Sandritter.  G.  L. 
(Madison  Six  Co.) 
KENESAW— 
McReynolds.  R.  K. 

(Dodge  Co.) 

Nowers,  W.  E. 
(Deceased  4-17-51) 

FRANKLIN 

CAMPBELL— 
McNeill.  L.  S. 

FRANKLIN— 
Doering,  William 
Rosenberg.  D.  S. 

Smith,  Hal  C.  (L/ife) 
(Spokane,  Wash.) 

HARLAN 

ALMA— 

Bartlett,  W,  C, 

Ekart,  Paul  I. 

Kerr,  R.  H. 

ORLEANS— 

McGrew,  K,  C. 

Rider,  E.  E,  (Life) 
(Lancaster  Co.) 

WEBSTER 

BLUE  HILL— 
O'Neill,  S.  H. 

GUIDE  ROCK— 

Reed,  H.  S. 

RED  CLOUD— 
Bennett.  Wilhur  Keith 
Lull,  C.  C. 

(S.  W.  Nehr.  Co.) 
Ohert,  Francis 


RED  WILLOW 

(S.  W.  Nebr.) 
McCOOK— 

Batty.  John  L. 

DeMay,  G.  A. 

Dickinson,  L.  E.,  Jr. 
Donaldson,  J.  H. 

James.  L.  D. 

Jones,  R.  T. 

Karrer,  F.  M. 

Leininger,  E.  F. 

Morgan,  D.  H. 

Shank.  F.  W. 

DUNDY 

(S.  W.  Nehr.) 
BENKELMAN— 
Morehouse,  G.  A. 

Wright,  D.  W. 

CHASE 

(S.  W.  Nebr.) 
IMPERIAL — 

Hoffmeister,  George  (Life) 
Mclntire,  Robert  H. 

(Service) 

Smith.  Fay 
Yaw.  Elwood 
WAUNETA— 

Carlson,  C.  R. 

HITCHCOCK 

(S.  W.  Nehr.) 
STRATTON— 

Haase.  D.  D. 

FRONTIER 

(S.  W.  Nebr.) 
CURTIS— 

Magill.  Van  H. 


ELEVENTH  DISTRICT 


F.  :\L  BELL, 

Kerr,  T.  J. 

Kreymborg,  O.  C. 

McDonald.  H.  A. 

Niehus,  Wm.  B. 

Redfield,  J.  B. 

Reeves.  A.  E. 

Shaugbnessy,  E.  J. 

Stevenson,  Edward 
Takenaga,  R.  T. 

Valentine.  L.  F. 

Walker.  H.  H. 

Waltemath,  G.  F. 

SUTHERI,AND— 

Flebbe,  Richard 
Moore,  Harlan  E. 


Councilor 

LOGAN 

STAPLETON— 

Carr.  E.  F.  (Lincoln  Co.) 

DEUEL 

(Cheyenne-Kimball-Deuel) 

CHAPPELL— 

Baker,  Howard 
Colman.  A.  C. 

Rundijuist,  R.  B. 

GARDEN 

LEWELLEN— 

Vusely,  Francis  V. 


EUSTIS— 

Rosenau,  O.  P. 

(Dawson  Co.) 

KEARNEY 

MINDEN— 

Abbott,  Hodson  A. 

(Buffalo  Co.) 
Andrews,  H.  S. 

(Adams  Co.) 
Chappell,  Elliott  R. 

(Adams  Co.) 

Peck.  Willard  R. 
(Buffalo  Co.) 

FURNAS 

(S.  W.  Nebr.) 
ARAPAHOE— 
Christensen,  Robert  H. 

CAMBRIDGE— 
Minnick,  Clarence 
Stearns,  H.  I. 

OXFORD— 

Cutshall,  Roger 
(Nuckolls  Co.) 

Evans,  C.  D.,  Jr. 

PHELPS 

BERTRAND 
Streeter,  Chas  T. 
Lancaster  Co.) 
HOLDREGE— 

Best,  Robert 
Brewster,  D.  E. 
Brewster,  F.  A. 
Brewster.  F.  W. 

Jones.  Donald  W. 
McConahay,  H.  A. 
Peterson,  Theo.  A. 
Reiner,  Walter  M. 
Shreck,  W.  A.  (Life) 


OSHKOSH— 

Seng.  W.  G. 

KEITH 
OGALLALA— 
Harvey,  E.  A. 

Imes,  S.  K. 

McFee,  John  L. 
Weyer,  S.  M. 

PERKINS 

GRANT— 

Bell.  F.  M. 

Colglazier,  E.  E. 
Mclntire.  Matilda  S. 
Mclntire,  Waldcan  C. 
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TWELFTH  DISTRICT 

I'KANK  HERHAHN,  Councilor 


SCOTTS  BLUFF 

GERING— 

Gentry,  W.  J. 

Gentry,  W.  Max 
Harvey,  W.  C. 

Harvey,  W.  C.,  Jr. 

Holmes,  Wm.  E. 

Loeffel,  Edwin  J.  (Service) 
Wiley.  Stuart  Paul 

LYMAN— 

Anderson,  E.  E. 

MINATARE— 

Karrar.  R.  W. 

MITCHELL— 

Grubbs,  Loren 
Ohme,  Kenneth 
Watson.  C.  R. 

MORRILL— 

Prentice.  O.  D. 

SCOTTSBLUFF— 

Baker,  Ellis  E. 

Baker.  Paul  Q. 

Campbell,  Stuart  D. 

Cowan,  L.  H. 

Frank.  Carl  L. 

Franklin.  W.  S. 


Gridley,  L.  J. 

Hanna.  Joe  T. 

Hayhurst,  J.  D. 

Heinke.  John  P. 
Herhahn,  Frank  T. 
Hildinger,  Albert 
Hudgel.  L.  E. 

Krieg.  Jacob.  Jr. 

Lovett,  Ivan  C. 

Plehn,  F.  W.  (Life) 
(Fulton.  N.  Y.) 
Pugsley,  Geo.  W. 
Rasmussen.  N.  H. 
Riddell.  Ted  E. 

Rosenau.  John  A. 
Sorenson.  C.  N. 

Stoops.  J.  N. 

BOX  BUTTE 

ALLIANCE— 
Arrasmith.  W.  W. 

Broz.  J.  S. 

Burnham,  A.  G. 
Johnston,  G.  F. 

Kennedy,  J.  F. 

Kuncl.  Joseph  K. 
McNulty,  Edward 
Morgan,  R.  J. 


Seng.  O.  L. 

Slagle.  C.  E.  (Life) 

Suegang.  F.  P. 

Whitehead,  E.  I. 

HEMINGFORD— 
Christensen,  Gilbert 
Ford.  F.  Wendell 

DAWES 

CHADRON— 

Courshon.  A,  J. 

(N.  W.  Nebr.  Co.I 
DeFlon,  Eric  G. 

(N.  W.  Nebr.  Co.) 

Griot.  A.  J. 

(N.  W.  Nebr.  Co.) 

Hoevet  L.  H. 

(N.  W.  Nebr.  Co.) 

Pierc^'.  C.  M. 

(N.  W.  Nebr.  Co.) 

CHEYENNE 

(Cheyenne-Kimball-Deuel ) 
DALTON— 

Pankau,  J.  B. 


SIDNEY— 

Babbitt.  C.  H. 

Bitner.  C.  U. 

Cook.  Hull  A. 

Dorwart,  Clinton  B. 

Grim.  B.  H. 

Roche,  Jason  B. 

KIMBALL 

( Cheyenne-Kimball-Deuel ) 
KIMBALL— 

Core,  Edwin  R. 

Shamberg,  Alfred  H. 

MORRILL 

BAYARD— 

Doher,  T.  L. 

(Scotts  Bluff  Co.) 

Spradling,  R.  L. 

(Scotts  Bluff  Co.) 
BRIDGEPORT— 

Blackstone,  H.  A. 

(Scotts  Bluff  Co.) 

Peterson,  Byron  D.  (Service) 
(All  members  in  Mornll 
County  belong  to  Scotts 
Bluff  Co.  Medical  Society.) 


fKnow  Your 

Blue  Shield  Plan 

The  Blue  Shield  emblem  shown  above  is  the  new, 
official  design  approved  and  adopted  by  the  Blue 
Shield  Commission.  It  has  been  registered  with  the 
State  of  Nebraska,  and  will  replace  the  emblem  for- 
merly used.  Nebraska  Blue  Shield  will  use  the  new 
emblem  immediately  on  new  printing,  but  will  use 
printed  materials  now  on  hand  until  these  supplies 
are  depleted. 


Double  post  cards,  designed  for  enclosure  with 
physicians’  statements,  will  be  supplied  to  all  physi- 
cians requesting  them.  These  cards  seiwe  to  re- 
mind patients  that  Blue  Cross-Blue  Shield  member- 
ship is  available,  and  provide  patients  with  a means 
of  making  direct  inquiry  as  to  how  they  may  enroll. 


BENEFITS  ARE  LIBERALIZED 

Effective  January  1,  1952,  benefits  provided  by 
Nebraska  Blue  Shield  were  expanded  and  liberalized 
to  include  payments  for  numerous  seiwices  in  the 
patient’s  home  or  in  the  doctor’s  office.  No  increase 
in  membership  dues  has  been  made. 

1.  Benefits  are  now  allowed  for  full  term  de- 
liveries in  the  home  or  office. 

2.  All  procedures  previously  listed  “O.T.P.”  (Of- 
fice Treatment  Permissible)  are  now  designated 
“H. O.T.P.”  (Home,  Office  Treatment  Permissible). 

3.  Benefits  are  now  allowed  for  home  or  office 
treatment  of  most  simple  fractures  of  the  extrem- 
ities and  minor  dislocations,  suture  of  wounds,  and 
incision  of  minor  abscesses. 

A complete  listing  of  specific  procedures  and  the 
payments  allowed  for  each  of  the  above  will  be  sent 
to  all  physicians.  Reminder:  Blue  Shield  does  not 
provide  benefits  for  house  calls  or  office  visits  for 
treatment  of  ordinary  illness  such  as  influenza,  com- 
mon colds,  etc. 


NEBRASKA  MEDICAL  SERVICE 


BALANCE  SHEET 


Assets:  October  31,  1951 

Cash  in  banks- $263,(i7S.29 

Premiums  in  process  of  collection 15,402.10 

U.S.  Bonds  409,950.50 

Accrued  interest  on  U.S.  Bonds 3.056.05 


Total  Assets  

Liabilities,  Reserves  and  Surplus: 

Accounts  payable.  Blue  Cross $ 15.343.10 

Accounts  payable,  monthly  invoices 255.64 

Accrued  payroll  taxes 63.80 

Claims  reported  but  unpaid  (Pending).  7.199.00 
Unearned  premiums 118.565.37 


Total  Liabilities  

Reserves  for: 

Unreported  claims  $133,814.94 

Maternity  ?are 205.715.70 

Bonuses  2,700.00 

Collection  Losses 1,500.00 

Premium  tax  liability 6,067.86 


Total  Reserves 
Unassigned  Surplus 


$692,086.94 


$141,426.91 


$349,798.50 

.$200,861.53 


Total  Liabilities,  Reserves,  Surplus. 


$692,086.94 


STATEMENT  OF  INCOME  AND  EXPENSE 


October,  1951 

10  Months 

Income : 

October 

to  Date 

Dues 

$157,981.51 

$1,520,878.15 

Enrollment  fees 

1,691.00 

14.265.00 

Total  Earned  Income 

$159,672.51 

$1,535,143.15 

Claim  Expense: 
Claims  paid  - 

$136,815.50 

$1,237,021.75 

I./ess : 

Unreported,  9-30-51  

1:11.498.32 

128.517.12 

Pending,  9-30-51  

8.643..50 

1,944.00 

Plus: 

Unreported,  10-31-51 

133.814.94 

1:53.814.94 

Pending,  10-31-51 

7,199.00 

7,199.00 

Total  Claims  Incurred- 

$137,687.62 

$1,247,574.57 

Administrative  Expense: 
Collection  expense 

$ 284. .53 

Professional — Medical  

- - 253.00 

2,506.00 

Auditing  expense  _ . 

840.00 

Advertising — B.  S.  onlv 

22.90 

472.13 

Printing  _ 

69.74 

6.061.02 

Office  supplies  _ 

23.25 

Postage  - - _ - 

8.70 

181.52 

Dues 

165.80 

1,584.69 

Taxes  and  licenses 

683.75 

7,224.22 

Payroll  taxes _ _ 

54.00 

Payment  to  B.  C. — 

Regular  - _ 

13.736.50 

123.711.34 

Advertising  _ 

1,606.60 

7.807.43 

Bonus  expense  

- - 300.00 

3.000.00 

Conferences  and  meetings- 

- - 226  33 

193.22 

Salary — Secretary  

416.67 

3.047.32 

Actuarial  survey  expense 



4,166.67 

Miscellaneous  

11.00 

12.5.00 

Total  Administrative 
Expense  - 

- .$  17.507.19 

$ 161.282.34 
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Gain  or  Loss  from 

Underwriting  $ 4,477.40 

Miscellaneous  Gain  or  Loss  Items: 

Plus- 

Miscellaneous  income 6.00 

Interset  on  U.S.  Bonds 

Increase  or  Decrease  in 

Maternity  Reserve 17,723.70 


$ 126,286.24 

466.25 

2,406.27 

51.624.00 


Net  Transfer  to  Surplus $ — 13,240.30 


77,534.76 


Surplus,  9-30-51  and  12-30-50__$214,101.83 
Surplus,  10-31-51  $200,861.53 

CASE  REPORT— OCTOBER,  1951 

Number  of  services  rendered 

Females  

Males  

Subscribers  - 

Dependents .i 


$ 123,326.77 
$ 200.861.53 


4.573 

2.703 

1.870 

1.636 

2,937 


MEMBERSHIP  SUMMARY— OCTOBER,  1951 

Groups  enrolled  during  October 48 

Groups  cancelled  during  October 24 

Number  of  active  groups,  November  1.  1951 3,189 

Sub-  De-  Partici- 

scrib‘=*rs  pendents  pants 

Membership,  October  1.  1951 67,167  93,362  160,529 

Additions  1.340 

Less  terminations  963 

Plus  reinstatements  41 

Membership,  November  1,  1951 67.585  93.943  161,528 


Deaths 

Dr.  Harrison  A.  Wilton,  Omaha.  Born  in  Ne- 
braska in  1878.  Graduated  from  Hastings  College 
and  the  Omaha  Medical  College  in  1904.  He  sei’ved 
his  internship,  then  accepted  an  offer  from  the  Nor- 
folk State  Hospital  where  he  acquired  his  training 
in  neuro-psychiatry.  When  he  located  in  Omaha  he 
immediately  became  connected  with  the  faculty  of 
the  University  of  Nebraska  College  of  Medicine, 
first  as  instructor,  later  to  become  Assistant  Profes- 
sor and  Associate  Professor  in  Neurology  and  Psy- 
chiatiy.  In  1946  he  was  placed  on  the  Emeritus 
staff  where  he  remained  until  his  death  October  8, 
1951. 

Dr.  Wigton  was  a modest  but  inspiring  teacher 
and  a student  of  human  relations.  He  was  a mem- 
ber of  the  American  Medical  Association  and  com- 
ponent societies,  the  American  Psychiatidc  Associa- 
tion, the  American  College  of  Physicians  and  the 
Omaha  Mid-West  Clinical  Society. 

Suiwiving  Dr.  Wigton  are  his  wife,  two  daugh- 
ters and  a son.  Dr.  Robert  Wigton  of  Omaha. 


A.  B.  Fellers,  M.D.,  Palisade.  Born  in  1879.  Grad- 
uated from  Denver  and  Gross  College  of  Medicine  in 
1905  and  located  at  Palisade  the  same  year.  Dr. 
Fellers  was  an  outstanding  physician  in  the  area 
having  enjoyed  civic  and  social  prestige  throughout 
the  years  of  his  seiwice  to  the  community.  In  June 
1950  the  community  declared  a holiday  in  honor  of 
the  beloved  doctor  “for  his  active  participation  in 
the  welfare  and  the  influence  and  progress  in  the 
community.”  Doctor  Feller  was  an  active  partici- 
pant of  the  community  having  sei’ved  as  a member 
of  the  American  Medical  Association  and  on  several 
occasions  as  Delegate  for  the  Nebraska  State  Medi- 
cal Association  House  of  Delegates.  Death  occurred 
on  November  22,  1951.  Sui-viving  are  his  wife,  a 
daughter,  and  a son. 


Dr.  P.  H.  Priest,  Omaha.  Born  in  1894.  Gradu- 
ated from  the  University  of  Nebraska  College  of 
Medicine  in  1920.  Served  in  the  Army  Medical  Re- 


sei-ve  Corps  during  World  War  I for  about  five 
years.  He  practiced  at  Harrison,  Nebraska,  then 
moved  to  Omaha,  locating  in  Benson,  where  he  re- 
mained in  practice  until  the  time  of  his  death  No- 
vember 8,  1951.  Immediate  survivors  are  his  wife, 
a brother  and  a sister. 


Dr.  Frank  Lawrence  Baker,  Hildreth.  Born  in 
1885.  Graduated  from  Lincoln  Medical  School  in 
1910.  Practiced  for  about  three  years  at  Western 
then  moved  to  Hildreth  where  he  remained  in  prac- 
tice until  Oct.  30,  when  he  died  suddenly.  Dr.  Baker 
is  survived  by  two  children. 


Human  Interest  Tales 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  111  So.  39th.  Omaha. 

Dr.  R.  S.  Wycoff  of  Lexington  returned  from  a 
vacation  in  Florida. 

Dr.  E.  W.  Rowe  of  Lincoln  attended  a medical 
meeting  in  Chicago. 

Dr.  R.  F.  Sievers  of  Blair  attended  the  A.M.A. 
convention  in  Los  Angeles. 

Henderson’s  new  doctor  is  Dr.  J.  T.  Peterson,  for- 
merly of  Stafford,  Kansas. 

Dr.  R.  J.  Morgan  discussed  Child  Health  at  the 
Alliance  Junior  Woman’s  Club. 

Dr.  Paul  M.  Bancroft  was  recently  appointed  a 
member  to  the  Lincoln  Board  of  Education. 

Overton  has  a new  doctor.  Dr.  R.  F.  Swanson  has 
moved  to  Overton  from  northern  Wisconsin. 

Dr.  Paul  A.  Reed  was  honored  by  the  people  of 
Deshler  for  his  twenty-five  years  of  seiwice. 

Dr.  and  Mrs.  L.  A.  Carter  of  O’Neill  observed 
their  55th  wedding  anniversary  on  November  25. 

Frank  A.  Stewart,  M.D.,  announces  the  opening 
of  his  office  for  the  practice  of  Pediatrics  in  Lin- 
coln. 

Dr.  Rex  M.  Strader  of  Lincoln  has  been  re- 
appointed to  the  Lancaster  county  board  of  mental 
health. 

H.  J.  Kwapiszeski,  M.D.,  announced  the  opening 
of  his  office  in  the  City  National  Bank  Building  in 
Omaha. 

Dr.  Warren  G.  Bosley  of  Grand  Island  has  been 
certified  in  Pediatrics  by  the  American  Board  of 
Pediatrics. 

Dr.  and  Mrs.  C.  H.  Campbell  of  Columbus  sailed 
from  New  York  City  on  a three  months’  round-the- 
world  craise. 

Dr.  George  Lytton  of  Hastings  addressed  the 
members  of  the  Junior  Chamber  of  Commerce  at 
their  last  meeting. 

Dr.  Roland  H.  Loder  of  Lincoln  attended  the  third 
National  Conference  on  physicians  and  schools  in 
Highland  Park,  111. 

Condolences  of  the  Journal  go  to  Dr.  George  H. 
Gilmore,  physician  and  historian  of  Cass  county,  on 
the  loss  of  his  wife. 

Dr.  R.  Steward  MacDonald,  director  of  the  Lincoln 
Child  Guidance  Center,  spoke  before  Rotary  club 
members,  early  in  December. 

Dr.  J.  E.  M.  Thomson,  Lincoln,  was  the  featured 
speaker  at  the  American  Legion  meeting.  His  topic 
was  “A  Doctor  Looks  at  Europe.” 

(Continued  on  page  xxvi) 
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Long  welcomed  in  home  and  institutional  kitchens 
for  its  convenience,  economy  and  flavor— /roze/i 
citrus  is  now  acknowledged  the  “nutritive  equal”  of 
fresh.  The  Council  on  Foods  and  Nutrition  of  the 
American  Medical  Association  has  declared*  that — 
under  modern  processing  methods— approximately 
98  percent  of  the  vitamin  C content  can  be  retained 
in  the  frozen  concentrated  juice.  And,  when  properly 
stored  (below  its  freezing  point),  there  is  practically  no 
loss  of  vitamin  C.  Frozen  citrus  can  thus  be  confidently 
recommended  for  diets  at  all  ages,  including  infancy. 
*J.A.M.A.  146:35,  1951. 
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in  OMAHA,  NEBRASKA 

stay  at  Hotel 

T^axton 

In  llie  heart  of  downtown 
Omaha,  Hotel  Paxton 
typifies  the  spirit  of  this 
progressive  city  . . . 
continually  improving 
service  for  discriminating 
guests,  accentuating 
charm,  individuality 

and  livability  in  ail  guests  rooms,  extending  traditionally 
famous  courtesy  to  travelers  since  1882,  Hotel  Paxton 
at  14th  and  Farnam  is  your  choice  for  good  living. 


Visit  the  * PAX  ROOM  * TAVERN  GRILL 
• MURAL  LOUNGE  • COFFEE  SHOP 


Affiliated 

NATIONAL  HOTELS 

ALABAMA 

HOTKL  ADMIRAL  SEM^^IES Mobile 

HOTEL  THOMAS  JEFFERSON 

Birmingham 

DISTRICT  OF  COLUMBIA 


HOTEL  WASHINGTON Washington 

INDIANA 

HOTEL  (’LAYI’OOL  Indianapolis 

LOUISIANA 

.HTNG  HOTEL  Now  Orleans 

HOTEL  DESOTO  Now  Orleans 

NEBRASKA 

HOTEL  ILVXTON  Omaha 

NEW  MEXICO 

HOTEL  GLOVIS  (Movis 

SOUTH  CAROLINA 

HOTEl.  WADE  HAMBTON Columbia 

TEXAS 

HOTEL  STEPHEN  F.  AUSTIN Austin 

HOTEL  KDSON  Beaumont 

HOTEL  HROW’NWOOD  Brownwood 

HOTEL  BAKER  Dallas 

HOTEL  TRAVIS  Dallas 

HOTEL  ('ORTEZ  EJ  Paso 

HOTEL  BUCCANEER  Galveston 

HOTEL  GALVEZ  Galveston 

HOTEL  .lEAN  LAFITTE Galveston 

CORONADO  COURTS  Galveston 

MIRAMAR  ('OURT  Galveston 

HOTEL  CAVALIER  Galveston 

HOTEL  PLAZA  lioredo 

HOTEL  LUHIUK'K  Lubbock 

HOTEL  FALLS  Marlin 

HOTEL  CAf’TUS  San  Angelo 

HOTEL  MENGER  Sm  Antonio 

ANGELES  COURTS San  Antonio 

VIRGINIA 

HOT  E L MO  U NT  A I N L A K B Mo  un  t ain  Lake 
HOTEL  MONTK'ELLO Norfolk 


HUMAN  INTEREST  TALES 
(Continued  from  page  28) 

Dr.  E.  W.  Bantin  is  the  new  president-elect  of  the 
Omaha-Douglas  County  Medical  Society. 

An  announcement  has  been  made  of  the  associa- 
tion of  Dr.  Murray  F.  Minthorn  of  Omaha  with 
Dr.  R.  E.  Kriz  and  Dr.  Joseph  David  Jr.  in  Lynch. 

Dr.  and  Mrs.  R.  Russell  Best  returned  from  an 
eastern  trip.  While  there,  Dr.  Best  attended  a one- 
day  medical  consultants’  meeting  in  Washington, 
D.C. 

Dr.  Charles  W.  Turner  of  Hastings  has  announced 
the  opening  of  his  office.  Dr.  Turner  is  on  duty 
at  the  Hastings  Naval  Ammunition  Depot,  and  will 
do  private  practice  subject  to  special  hours. 

Dr.  Phillip  Redgwick  of  Omaha,  addressed  mem- 
bers of  the  Tri-County  Medical  association  in  Fre- 
mont. His  topic  was  “Etiology  and  Management 
of  Breech  Presentation.” 

Drs.  J.  Jay  Keegan,  John  Rasmussen,  Herbert  H. 
Davis,  Alfred  Brown  and  Charles  W.  McLaughlin 
attended  the  convention  of  the  Western  Surgical  As- 
sociation in  Colorado  Springs,  Colorado  in  Novem- 
ber. 

Because  of  illness  Dr.  Eugene  VanAckeren  has 
given  up  his  practice  in  Greeley.  Dr.  VanAckeren 
is  now  a patient  in  the  Veterans’  hospital  in  Lin- 
coln. 

Dr.  and  Mrs.  Carl  Neumarker  of  Columbus  re- 
turned from  Califomia  where  they  had  spent  the 
past  two  weeks.  Dr.  Neumarker  attended  the  Amer- 
ican Medical  Association  meeting  in  Los  Angeles. 

The  State  Department  announced  that  Dr.  Moye 


Wicks  Freymann,  Omaha,  son  of  Dr.  J.  J.  Frey- 
mann,  will  leave  soon  for  Iran.  His  assignment 
will  deal  with  public  health  practice  and  training 
Iranian  personnel. 

Dr.  Roland  F.  Mueller,  Lincoln,  attended  a surgical 
meeting  in  St.  Louis,  Missouri  in  November,  held  in 
honor  of  Dr.  Evarts  A.  Graham,  retiring  professor 
of  surgery  at  Washington  University  School  of 
Medicine. 


TUBERCULOSIS  ABSTRACTS 
(Continued  from  page  15) 

The  distribution  of  the  probably  active  cases  by 
stage  of  disease  was:  minimal  47  per  cent,  moder- 
ately advanced  35  per  cent,  and  far  advanced  18 
per  cent.  Fewer  minimal  and  more  advanced  cases 
are  found  in  general  hospital  patients  than  in  com- 
munity surveys. 

Of  126,190  admission  chest  x-rays  during  the 
period  between  January  1948  and  June  1949  inclu- 
sive, 2,642  showed  evidence  of  definite  or  suspected 
tuberculosis,  of  which  2,145  had  not  been  previously 
reported  and  were  considei’ed  new  cases.  Of  these, 
71.7  per  cent  received  follow-up  examinations  with- 
in six  months  of  the  initial  hospital  diagnosis. 

On  the  basis  of  the  number  diagnosed  definitely 
active,  activity  undetermined  and  suspicious  for 
tuberculosis  after  follow-up,  it  is  estimated  that, 
if  adequate  follow-up  had  been  possible  for  all  the 
2,145  new  cases  of  definite  or  suspected  tubercu- 
losis, a ratio  of  2.5  active  cases  of  tuberculosis  would 
be  found  for  every  1,000  patients  x-rayed. 

William  Siegal.  M.D.,  Robert  E.  Plunkett.  M.D..  and  Herman 

E.  HHleboe.  M.D.,  The  Modern  Hospital,  July.  1951. 
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The  Cvnlinental  Professional  Plan 

OF  ACCIDENT  & SICICVESS  INSURANCE 

EFFECTIVE  and  OPERATING  FOR 

Members  of  your  State 

MEDICAL  PDOFESSION 

DESIGNED  EXCLUSIVELY 
By  CONTINENTAL  CASUALTY  COMPANY 

One  of  the  Oldest  and  Largest  Stock  Casualty 
Companies  in  the  World 


Few  of  the  Many  Outstanding  Features 


The  premium  does  not  increase  as  you 
grow  older. 

^ House  confinement  is  never  required  to 
collect  full  benefits. 

Indemnities  cannot  be  prorated  because 
of  other  insurance  or  for  performing 
duties  of  a more  hazardous  occupation. 

-A  Policies  cannot  be  restricted  by  rider  to 
exclude  any  disease  or  injury  originat- 
ing after  date  of  issue. 


★ Monthly  benefits  for  both  accident  and 
sickness  payable  FROM  FIRST  DAY  — 

Minimum  claim  7 days. 

Pays  monthly  benefits  for  disability  re- 
sulting from  "accidental  bodily  injury": 

—the  term  "accidental  means"  is  NOT 
used. 

if  Pays  monthly  accident  benefits  regard- 
less of  whether  disability  commences 
within  a certain  specified  time. 
if  No  automatic  termination  age. 

Renewal  is  guaranteed  to  individual  active  members  of  the 
profession  regardless  of  age,  so  long  as  the  premiums  are  paid 
in  accordance  with  the  terms  of  the  contract  and  the  plan  con- 
tinues in  effect  for  the  members  in  your  designated  territory. 

The  Continental  Casualty  Company  pioneered  in  the  writing  of  Professional  Association  In- 
surance plans.  The  first  such  plan,  written  in  1923,  is  still  in  effect  and  the  Company  has 
never  cancelled  or  declined  to  renew  a Professional  Plan  because  of  unfavorable  loss  ex- 
perience. 

NOW  available  to  all  eligible  members  in  active  practice  and  under  69  years  of  age. 

Plans  A or  B available  to  female  members  under  age  65. 

SICKNESS  BENEFITS 

PAYS..  A Monthly  Indemnity  for  total  disability 
during  first  year,  whether  house  confined 
or  not, From  First  Day 

PAYS.  . Total  Monthly  Indemnity  First  2 Years.  . . 

ACCIDENT  BENEFITS 

PAYS.  . A Monthly  Indemnity  for  total  disability 
during  first  year From  First  Day 

PAYS..  Total  Monthly  Indemnity  First  2 Years... 

PAYS.  . Monthly  Indemnity  for  partial  disability 
up  to  13  weeks From  First  Day 


PLAN  AA 

PLAN  A 

PLAN  B 

$ 300. 

$ 200. 

$ 100. 

5400. 

3600. 

1800. 

300. 

200. 

100. 

5400. 

3600. 

1800. 

120. 

80. 

40. 
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OPTIONAL  BENEFITS 


PLAN  AA 

PLAN  A 

PLAN  B 

Annual 

$138.00 

$92.00 

$46.00 

Semi-Annual 

69.50 

46.50 

23.50 

ADD  $5.00  TO  FIRST  PREMIUM  ONLY 


for  $6.00  per  $100  ....  Hospital  Benefits  payable  for 
One  to  90  days  — Each  disability. 

Accidental  Death  and  Dismemberment  Indemnity  up  to.  . 
Added  for  $2.00  per  $1000. 


PLAN  AA 

PLAN  A 

PLAN  B 

$ 450. 

$ 300. 

$ 150. 

7500. 

5000. 

2500. 

CONTINENTAL  CASUALTY  CO. 

PROFESSIONAL  DEPARTMENT,  Intermediate  Division 
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Laboratories  of 
I Clinical  Pathology 

I 731-6  Medical  Arts  Bldg. 

I OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.D.,  Director 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 
Chemical,  Bacteriological, 
Serological,  and  Metabolic 
! — Determinations  — 


^DISPENSERS  of  glasses  to 
meet  the  exacting  require- 
ments of  the  Medically 
Trained  Eye  Physician. 


PHYSICIANS 

OPTICAL  SERVICE 

W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 


In  very  special  cases 

A very  superior  Brandy 


THE  WORLD  S PREFERRED 


COGNAC  BRANDY 

Schieffelin  & Co  , New  York  N.Y. 


CLASSIFIED  ADS 

FROG  PREGNANCY  TEST— Rapid,  accurate, 
,$5.00.  Ref^earch  has  shown  test  to  be  98%  ac- 
curate. Result.s  sent  day  specimen  received. 
Air  mail  special  to  out  state  doctors.  Mailing 
tubes,  additional  infoimation  on  request.  Write 
or  send  specimens  to:  H.  J.  Phillips,  103  E 

Huskerville,  Lincoln,  Phone  50-8581,  or  P.  D. 
Anderson,  4520  Lafayette  Avenue,  Omaha,  Phone 
GLendale  6577. 

LOCATION  AVAILABLE — Town  of  1,400.  One 
other  doctor.  Eight-room  space  in  ground  floor 
office  for  rent  in  building  with  dentist.  Thirty 
m.a.  x-ray  and  Buckey  table  and  examining 
tables  and  furniture  for  sale.  Contact  F.  J. 
Wolpert.  D.D.S.,  Bloomfield.  Nebraska. 


Banthine  bromide  has  been  successfully  used  in 
the  treatment  of  excessive  perspiration  and  certain 
skin  conditions  aggravated  or  produced  by  it,  an 
article  in  the  Archives  of  Deianatology  and  Syphil- 
ology,  published  by  the  American  Medical  Asso- 
ciation, reported. 

“It  is  our  impression  that  banthine  is  of  definite 
value  in  the  treatment  of  certain  diseases  of  the 
sweat  glands,”  according  to  Crawford  S.  Brown  of 
Boston  and  I.  Lewis  Sandler  of  Washington. 

Twenty-seven  persons  suffering  from  excessive 
perspiration  or  common  skin  disorders  associated 
with  it  were  given  oral  doses  of  the  drug.  Obser- 
vational studies  of  the  results  were  made  for  an 
average  of  eight  weeks. 

According  to  the  report,  74  per  cent  of  the  pa- 
tients showed  marked  improvement,  19  per  cent 
showed  moderate  improvement  and  seven  per  cent 
showed  slight  improvement. 


POSTGRADUATE 

COURSES 

in 

RADIOLOGY— 3 days,  February  25-27 

ELECTROCARDIOGRAPHY  - 6 days,  March 
10-15 

OPHTHALMOLOGY  AND  OTOLARYNGOL- 
OGY—5 days,  March  17-21 


NURSING— 3 days,  February  11-13.  A re- 
fresher course  for  both  institutional  and 
private  nurses,  including  industrial  and 
public  health  nurses 

Each  of  These  Courses  Will  Be  Presented  By  An  Out- 
standing Group  of  Guest  Instructors  in  Addition  to 
Members  of  the  University  Faculty. 

> 

Address  requests  for  program  announcement 
and  information  to: 

Extension  Program  in  Medicine 

UNIVERSITY  OF  KANSAS 
SCHOOL  OF  MEDICINE 

Kansas  City  12,  Kansas 
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EDITORIAL 

ARTERIOSCLEROSIS— THE  GREATEST 
MEDICAL  PROBLEM 

The  marked  increase  in  life  span  since  the 
beginning  of  this  century  causes  major 
changes  in  our  attitude  regarding  the  eld- 
erly. It  is  only  recently  that  the  nation  has 
become  aware  of  the  large  and  growing  prob- 
lem of  the  aged.  In  1900  the  average  life 
span  was  46.6  years,  in  1950  it  was  over  68 
years.  During  the  last  decade  the  popula- 
tion at  age  65  and  over,  has  increased  37  per 
cent  while  under  age  65  the  increase  is  only 
13  per  cent.  In  the  United  States  there  are 
now  12,300,000  people  over  65  years  of  age — 
or  one  out  of  twelve.  At  the  beginning  of 
the  century  the  ratio  was  one  out  of  every 
25<^h  This  distribution  of  population  by 
age  presents  many  far  reaching  problems  in 
social,  economic  and  medical  fields. 

Arteriosclerosis  presents  the  chief  prob- 
lem. Recent  statistics  show  that  cardio- 
vascular diseases  caused  51.1  per  cent  of  all 
deaths  in  1950(^h  Arteriosclerosis  and  hy- 
pertension caused  90.8  per  cent  of  all  deaths 
from  cardiovascular  disease^^h 

Between  the  years  1915  and  1948,  there 
was  a decline  of  death  rate  from  heart  dis- 
ase  under  45  years  due  to  decline  in  mortality 
from  rheumatic  heart  disease,  but  in  the  ar- 
teriosclerotic age  over  45  years,  there  was 
little  change.  Between  age  40  to  80  years 
the  prevalence  of  heart  disease  about  doubles 
very  10  years^'^h  These  changes  are  chiefly 
due  to  the  conquest  of  infection  in  earlier  life 
permitting  more  individuals  to  attain  an  age 
when  vascular  deterioration  occurs. 

The  problem  then  resolves  itself  as  to 
what  can  be  done  to  delay  the  development  of 
arteriosclerosis,  so  that  the  individual  may 
prolong  his  life  span  and  his  useful  years. 
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The  aging  process  is  relentless  and  modern 
medicine  has  made  very  meager  progress  to 
modify  it.  The  biblical  three  score  and  ten 
years  still  holds  sway  in  spite  of  the  won- 
ders of  chemotherapy  and  the  antibiotics. 

The  pathogenisis  of  arteriosclerosis  has 
not  been  clearly  defined.  Heredity  still  re- 
mains an  important  factor.  There  may  be 
reasonable  speculation  as  to  whether  this  is 
a specific  quality  of  the  chromosomes  or 
whether  it  is  due  to  family  environments  and 
food  habits.  From  the  present  trend  of  re- 
search it  would  seem  that  nutrition  may  be 
the  chief  factor  of  approach  to  its  elucida- 
tion. The  effect  of  obesity  in  vascular  dis- 
ease is  pretty  well  established.  Many  cases 
of  hypertension  respond  well  to  weight  re- 
duction. Diabetes  is  less  frequent  and  better 
controlled  in  normal  or  below  normal  weight. 
Both  of  these  diseases  are  recognized  as  ac- 
celerators of  arteriosclerosis.  Latest  research 
in  this  subject  is  largely  devoted  to  the  re- 
lationship of  cholesterol  and  lipoprotein  me- 
tabolism to  atherosclerosis.  Some  attempts 
have  been  made  to  apply  this  knowledge  to 
human  disease.  Homan  has  published  a diet 
manual  on  low  fat  and  low  cholesterol  diets 

Further  experience  will  be  necessary  to  es- 
tablish the  validity  of  these  observations.  In 
our  present  state  of  knowledge  it  seems 
that  whatever  may  be  achieved  in  the  con- 
trol of  atherosclerosis  will  be  through  nu- 
trition, as  having  some  influence  as  a cura- 
tive measure,  but  being  most  effective  as 
life  long  food  habits.  Our  present  know- 
ledge of  nutrition  justifies  the  hope  that  this 
may  be  achieved  for  oncoming  generations. 
There  is  also  discussion  regarding  the  influ- 
ence of  lipotrophic  substances  such  as  cho- 
line, inositol  and  methionine,  in  removing 
sites  of  atherosclerosis.  Morrison^-'')  reports 
beneficial  effects  of  their  use  in  young  in- 
dividuals afflicted  with  coronary  infarction. 
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These,  too,  will  need  to  be  evaluated  by 
further  trial. 

Finally,  it  is  apparent  that  the  effect  of 
arteriosclerosis  is  of  such  magnitude  as  to 
justify  an  extensive  research  program  in  the 
hope  that  something  may  be  accomplished 
to  prevent  its  early  appearance,  and  to  check 
its  ravages  in  later  years,  thereby  not  only 
“adding  years  to  life,  but  life  to  years.” 
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THE  PRESIDENT’S  COMMISSION  ON 
HEALTH  NEEDS  OF  THE  NATION 

President  Truman’s  recent  appointment  of 
the  “Commission  on  the  Health  Needs  of  the 
Nation”  has  been  interpreted  generally  as  a 
face-saving  attempt  by  the  administration  in 
its  changing  attitude  toward  compulsory 
health  insurance.  That  it  is  a clever  move 
timed  to  political  expediency  is  too  obvious 
to  require  further  discussion  here.  This  is  an 
election  year.  The  proponents  of  medical 
socialization  know  that  Mr.  Truman  will  not 
let  them  down  if  he  had  his  way,  and  they 
will  naturally  continue  to  do  everything  pos- 
sible to  help  him  retain  power.  At  the  same 
time  the  opponents  of  the  President’s  phil- 
osophy may  be  encouraged  to  believe  that  Mr. 
Truman  is  amenable  to  reason  and  perhaps 
deserves  a chance  if  not  a challenge  to  show 
his  broadmindedness. 

We  need  not  go  into  a dissertation  on  the 
present  administration’s  record  in  this  field. 
Mr.  Oscar  Ewing’s  efforts  to  sell  “free  medi- 
cal care”  to  the  public,  and  Mr.  Truman’s 
repeated  exhortations  to  Congress  in  behalf 
of  compulsory  sickness  insurance  are  fresh 
in  the  minds  of  every  physician.  There  is  no 
likelihood  that  members  of  the  medical  pro- 
fession will  place  much  faith  in  this  novel 
maneuver.  In  creating  the  commission  Pres- 
ident Truman  stated,  “During  this  crucial 
period  in  our  country’s  history  it  (the  com- 
mission) will  make  a critical  study  of  our 
total  health  requirements,  both  immediate 
and  long-term,  and  will  recommend  courses 
of  action  to  meet  these  needs.” 


We  are  not  aware  of  any  health  crisis  now 
exisiting  in  this  country.  Few,  if  any,  na- 
tions in  the  world  enjoy  the  excellent  record 
on  health  and  longevity  approximating  ours. 
With  the  exception  of  one  country  (Israel) 
we  have  the  best  ratio  of  physicians  to  popu- 
lation, and  even  this  good  ratio  is  now  on  the 
increase.  Our  medical  research  programs 
are  flourishing  as  never  before.  Our  volun- 
tary medical  care  programs  are  growing  by 
leaps  and  bounds.  Where  is  the  crisis  now, 
and  what  is  “a  long-time  basis?”  There  are 
many  economic  problems  relating  to  medical 
care,  to  be  sure,  which  remain  unsolved.  But 
their  solutions  do  not  lie  in  Washington  to  be 
administered  under  political  jurisdiction. 
Meeting  the  needs  of  the  chronically  ill  and 
the  aged,  developing  local  public  health  units, 
we  contend,  is  not  a function  of  the  Federal 
Government.  These  needs  oi’iginate  in,  and 
should  be  left  to  the  responsibility  of  the 
states  and  municipalities.  This  is  just  plain 
common  sense.  Unfortunately  where  politi- 
cal expediency  is  involved  common  sense 
seems  to  play  a minor  role. 

We  see  no  justifiable  reason  for  the  cre- 
ation of  this  Commission.  However,  it  will 
be  extremely  interesting  to  watch  the  method 
of  study  this  group  will  pursue,  and  the  rec- 
ommendations it  will  offer  as  the  result  of 
these  studies. 


SOCIALIZED  MEDICINE  IN  BRITAIN 

By  fighting  to  halt  the  infliction  of  socialized 
medicine  on  the  United  States,  the  doctors  of  this 
country  may  escape  the  necessity  of  engaging  in  a 
subsequent  struggle  such  as  British  doctors  have 
on  their  hands.  The  British  medicos  are  talking 
of  a mass  withdrawal  from  the  national  health  serv- 
ice. 

These  20,000  doctors  are  doing  more  work  for  less 
pay  than  ever.  At  the  inception  of  socialized  medi- 
cine they  were  granted  provisional  fees  awaiting  a 
later  settlement.  The  government  has  never  made 
such  a settlement  and  the  doctors  are  about  in  the 
mood  for  an  ultimatum  calling  for  more  pay  or  a 
return  to  private  practice. 

The  socialist  government  complains  that  social- 
ized medicine  is  more  expensive  than  had  been  an- 
ticipated. It  proposed  that  doctors  reduce  the  large 
flow  of  free  medicines  so  that  out  of  these  savings 
they  could  be  paid  more.  But  the  doctors  don’t 
know  how  to  reduce  prescriptions  since  there  is 
nothing  in  the  law  permitting  them  to  identify  and 
boycott  the  hypochondriacs. 

Parliament  has  already  said  a small  charge  for 
prescriptions  could  be  collected,  but  the  socialist 
government  demands  that  everything  be  given  away, 
even  though  Britain  hasn’t  enough  left  to  pay  its 
bills  and  looks  to  Washington  to  make  up  the  dif- 
ference. — From  Beatrice  Times. 
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Almost  three  years  have  passed  since 
Kerch  and  his  co-workers  reported  their  ini- 
tial results  with  the  use  of  adrenal  cortical 
hoiTOone,  cortisone,  and  pituitary  adrenocor- 
ticotropic hormone  (ACTH)  in  the  treatment 
of  rheumatic  fever  and  rheumatic  heart  di- 
sease. Numerous  investigators  have  con- 
finned  their  findings  and  the  hormones  have 
been  hailed  as  the  long-sought  answer  to  the 
control  of  the  acutely  active  stage  of  rheu- 
matic fever,  and  especially  the  associated 
carditis  which  occurs  so  frequently  in  child- 
hood. The  combined  experiences  of  many 
observers  with  cortisone  or  ACTH  in  the 
treatment  of  rheumatic  fever  have  served  to 
delineate  a pattern  of  therapeutic  response 
which  has  appeared  with  remarkable  consis- 
tency in  the  majority  of  those  cases  in  which 
the  hormones  are  used  early  in  the  course  of 
the  disease.  These  observations  also  enable 
the  physician  who  contemplates  the  use  of 
such  therapy  to  exercise  a more  intelligent 
selection  of  cases  for  treatment  as  well  as 
providing  him  with  a definite  appreciation 
of  the  limitations  of  the  hormones  in  the 
production  of  the  desired  results. 

The  exact  manner  in  which  the  hormones, 
or  their  products,  exert  an  anti-rheumatic 
effect  is  certainly  not  clear  at  this  time.  A 
number  of  observers  feel  that  early  treat- 
ment materially  shortens  the  duration  of 
rheumatic  activity,  including  carditis.  They 
note,  in  general,  an  earlier  period  of  ambula- 
tion accompanied  by  a more  rapid  subsidence 
of  clinical  and  laboratory  evidences  of  the 
disease.  Other  investigators  suggest  that 
the  presence  of  the  hormones  merely  affords 
some  form  of  protection  against  an  unknown 
irritant  which  is  affecting  responsive  tissues 
during  the  acute  rheumatic  state ; conse- 
quently the  abnormal  physiological  processes 
which  characterize  the  disease  subside,  and 
the  clinical  and  laboratory  manifestations 
disappear.  Since  the  hormones  do  not  re- 
move this  irritant,  they  do  not  actually 
shorten  the  acute  rheumatic  stage. 

Despite  the  obvious  salutary  effects  which 
the  drugs  exhibit  during  the  acute  phase  of 


the  disease,  many  more  cases  will  need  to  be 
treated  and  adequately  followed  up  to  ac- 
curately evaluate  their  efficacy  in  prevent- 
ing chronic  valvulitis  and  myocarditis. 

THERAPEUTIC  ADMINISTRATION 

In  the  treatment  of  acutely  active  rheuma- 
tic fever,  cortisone  and  ACTH  appear  to  be 
equally  effective  provided  adequate  dosages 
are  employed  for  a sufficient  period  of  time. 
There  is  no  physiologic  basis  for  determin- 
ing the  drug  requirement  of  any  given  pa- 
tient for  the  suppression  of  evidence  of  di- 
sease activity,  although  there  is  probably 
wide  variation  as  to  the  actual  requirements 
of  each  individual.  In  general,  practically 
the  same  dosage  regimen  has  been  applied 
to  both  young  children  (4-10  years)  and 
adolescents,  regardless  of  age,  size,  or  se- 
verity of  illness.  There  is  no  reason  to 
suspect  that  a rheumatic  patient  possesses 
a non-responsive  adrenal  cortex;  neverthe- 
less, one  should  routinely  perform  a Thom 
test  to  determine  the  relative  ability  of  the 
patient’s  adrenal  cortex  to  respond  to  the 
administration  of  adrenocorticotropic  hor- 
mone. Most  observers  feel  that  the  degi’ee 
of  such  response,  when  it  occurs,  is  not  a 
valid  indicator  of  hormone  (ACTH)  require- 
ment for  the  suppression  of  that  patient’s 
symptoms. 

Available  preparations  of  ACTH  are  about 
twice  as  potent  as  cortisone,  mg.  for  mg.,  in 
exerting  an  anti-rheumatic  effect,  i.e.  50  mg. 
of  ACTH  is  equivalent  to  approximately  100 
mg.  of  cortisone.  It  seems  that  in  order  to 
obtain  the  maximal  effects  from  the  drugs, 
one  must  employ  relatively  high  initial  dos- 
ages, usually  100-200  mg.  of  cortisone  daily, 
or  60-80  mg.  of  ACTH  daily.  Patients  who 
respond  to  therapy,  manifest  clinical  evi- 
dence of  such  response  within  the  first  36-48 
hours,  at  which  time  the  daily  dose  is 
dropped  to  maintenance  levels  of  100  mg.  of 
cortisone,  daily,  or  30  mg.  of  ACTH  daily. 
In  the  event  such  a remission  does  not  occur, 
there  is  no  evidence  to  justify  the  continued 
administration  of  the  hormones  in  such  large 
amounts  for  any  longer  than  7-10  days;  in- 
deed, such  action  might  jeopardize  the  life  of 
a severely  ill  patient  through  untoward  ef- 
fects of  the  hormones  on  basic  physiologic 
mechanisms  conceiving  which  our  present 
knowledge  is  in  a somewhat  embryonal  stage. 

Maintenance  levels  are  continued  until  all 
clinical  signs  of  rheumatic  activity  have  sub- 
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sided,  usually  from  10-14  days.  This  time 
element  may  vary  and  the  general  feeling  is 
that  it  is  probably  related  to  the  duration  of 
the  activity  of  the  rheumatic  state  prior  to 
the  institution  of  therapy,  i.e.,  one  may  ex- 
pect fewer  beneficial  changes,  if  any,  in  a 
case  of  chronic  cardiac  decompensation  of 
some  month’s  duration  due  to  rheumatic 
heart  disease.  However,  when  remission  of 
symptoms  (^bes  occur  in  the  acute  cases, 
therapy  is  discontinued  by  gradually  reduc- 
ing the  amount  of  hormone  administered 
daily,  a process  requiring  a period  of  5-7  days. 
This  is  done  presumably  to  obviate  the  pos- 
sible occurrence  of  withdrawal  symptoms  or 
the  “rebound  phenomenon,”  which  is  thought 
to  be  due  to  a state  of  relative  adrenal  cor- 
tical insufficiency,  especially  following  corti- 
sone therapy.  The  manifestations  of  such  a 
reaction  may  take  the  form  of  a recurrence 
of  all  the  initial  signs  of  rheumatic  activity, 
or  in  certain  individuals,  as  has  been  noted 
more  frequently  in  young  children  (under  10 
years),  the  marked  retention  of  water  result- 
ing in  a sudden  weight  gain  and  pitting 
edema,  thought  to  be  possibly  a reflection 
of  temporary  hypopituitarism. 

Ck)rtisone  may  be  given  either  orally  as 
specially  buffered  tablets  or  parenterally  as 
an  intramuscular  injection  of  a crystalline 
suspension  (Cortisone)  100  mgm.  every  8 
hours  the  first  24  hours,  100  mgm.  every  12 
hours  the  next  24  hours,  and  100  mgm.  daily 
thereafter.  Employment  of  the  oral  route 
results  in  more  rapid  absorption  and  utiliza- 
tion of  the  drug  by  the  body  necessitating 
giving  the  same  daily  amount  in  divided  doses 
at  6 hour  intervals.  There  is  no  apparent 
advantage  of  one  route  over  the  other  with 
respect  to  the  anti-rheumatic  effect  of  the 
drug. 

Pituitary  adrenocorticotropic  hormone  is 
administered  as  an  intramuscular  injection 
of  a saline  suspension  which  is  also  rapidly 
absorbed  and  utilized  by  the  body  requiring 
that  the  drug  be  given  in  divided  doses  of  15- 
20  mgm.  every  6 hours  during  the  initial 
period  of  suppressive  therapy  (3-4  days)  fol- 
lowed by  maintenance  levels  of  20-30  mgm. 
daily. 

If,  following  cessation  of  therapy  the  pa- 
tient experiences  a recurrence  of  his  initial 
symptoms  (usually  within  a week) , a return 
to  maintenance  levels  of  either  drug  for  an- 
other 10-14  days  is  indicated.  The  presence 
of  a rising  sedimentation  rate,  fever,  sleep- 


ing tachycardia,  objective  evidence  of  arthri- 
tis or  carditis  warrants  continued  therapy. 

CLINICAL  RESPONSE 

The  majority  of  patients  demonstrate  an 
almost  immediate  and  at  times  dramatic  re- 
sponse to  the  salutory  effects  of  the  two 
drugs ; there  is  a marked  and  generalized  im- 
provement in  the  physical  and  mental  well- 
being manifested  by  increased  appetite  and 
decreased  irritability  and  apathy  of  an  acute 
illness.  Elevated  temperatures  return  to 
normal  within  24  hours,  almost  invariably 
within  3-4  days.  Objective  and  subjective 
evidences  of  arthritis  disappear  with  the 
subsidence  of  the  fever.  The  clinical  and 
laboratory  signs  of  carditis  subside  more 
slowly  but  there  is  general  agreement  among 
observers  that  the  return  to  quiescence  is 
probably  on  the  whole  more  rapid  than  si- 
milarly affected  patients  treated  prior  to  the 
era  of  hormone  therapy.  Tachycardia  and 
pericardial  friction  rubs  persist  only  3-4 
days.  Electrocardiographic  changes,  i.e.,  pro- 
longed P-R  intervals  or  primary  T-wave 
changes,  have  returned  to  normal  within  2-3 
weeks.  Striking  resolution  of  an  acutely  di- 
lated heart  by  x-ray  examination  with  con- 
comitant cardiac  compensation  within  a per- 
iod of  5-7  days  is  not  unusual.  Simultaneous- 
ly with  the  retuni  to  normal  of  the  cardiac 
mechanism  the  close  observer  will  witness 
strikingly  ephemeral  auscultatory  changes 
such  as  the  diastolic  blow  of  aortic  valve  in- 
competency or  a middiastolic  apical  rum- 
ble, presumably  due  to  “relative”  mitral  ste- 
nosis in  the  presence  of  a dilated  ventricle. 
Such  murmurs  have  disappeared  within  two 
weeks,  a phenomenon  which  possibly  reflects 
the  rapid  subsidence  of  an  acute  carditis. 

The  hormones  have  been  of  doubtful  value 
in  the  treatment  of  cardiac  decompensation 
as  a result  of  protracted  active  rheumatic 
heart  disease  with  the  patient  presenting  a 
chronically  dilated  and  hypertrophied  myo- 
cardium. Such  cases  which  have  been  re- 
portedly treated  with  ACTH  or  cortisone  ap- 
pear to  improve  only  with  the  adjuvant  em- 
ployment of  oxygen,  restriction  of  sodium, 
mercural  diuretics  and  digitalis. 

The  sedimentation  rate  returns  to  normal 
levels  within  21  days,  but  may  rebound 
slightly  upon  withdrawal  of  therapy.  It  is 
probably  unnecessary  to  reinstitute  therapy 
in  a patient  presenting  a slightly  elevated 
sedimentation  rate  as  the  sole  evidence  of 
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possible  rheumatic  activity.  In  three  such 
patients  we  have  prompted  an  immediate  re- 
turn to  normal  of  a moderately  elevated  sedi- 
mentation rate  by  giving  small  doses  of  as- 
pirin daily  (2  grams).  A few  patients  will 
experience  a rise  in  hemoglobin  from  initial- 
ly low  levels,  with  the  restitution  of  an  ab- 
normal A/G  ratio,  over  a period  of  three  to 
four  weeks. 

The  majority  of  patients,  especially  chil- 
dren, exhibit  a leucocytosis,  lymphopenia  and 
eosinopenia.  The  latter  observation  is  so 
constant  that  it  has  been  suggested  that  the 
level  of  circulating  eosinophiles  be  used  as  a 
guide  to  adequate  therapy. 

Although  a limited  number  of  cases  have 
been  observed,  neither  cortisone  nor  ACTH 
appears  to  affect  the  nature  or  course  of 
rheumatic  chorea  or  rheumatic  subcutaneous 
nodules. 

The  long-continued  (more  than  2 weeks) 
administration  of  the  hormones  in  large 
(more  than  200  mgm  of  cortisone  or  80  mgm. 
of  ACTH)  doses  can  effect  a marked  disturb- 
ance in  water  and  electrolyte  balance.  There 
may  be  a retention  of  sodium  and  water  with 
an  increased  excretion  of  chloride  and  po- 
tassium resulting  in  a hypochloremic,  hypo- 
potassemic  alkalosis.  Such  physiologic  aber- 
rations, however,  are  not  to  be  expected  with 
the  dosage  schedules  effective  in  acute  rheu- 
matic fever,  i.e.,  100  mgm  of  cortisone  or  40 
mgm.  of  A(I!TH  daily.  There  are  sudden  and 
marked  weight  gains  due  to  the  retention  of 
water,  occasionally  manifested  by  pitting 
edema.  Such  a “false”  weight  gain  is  rapid- 
ly replaced  by  a “true”  gain  secondary  to  the 
amazingly  ravenous  appetite  which  most  pa- 
tients experience.  Retention  of  tissue  fluid 
to  such  a degree  as  to  impose  a hazardous 
load  upon  an  already  embarrassed  heart  is 
readily  alleviated  through  the  judicious  use 
of  mercurial  diuretics. 

An  important  physiologic  effect  of  the  two 
hormones  to  be  kept  in  mind  is  the  apparent 
diabetogenic  effect  resulting  in  an  impaired 
tolerance  of  the  patient  to  carbohydrate  with 
the  production  of  hyperglycemia  and  glyco- 
suria. Reports  indicating  that  the  two  drugs 
may  intensify  an  existing  diabetes  or  precip- 
itate as  clinically  manifest  a possibly  latent 
diabetic  state  serve  to  emphasize  the  import- 
ance of  examining  the  urine  for  sugar  at  in- 
tervals during  therapy.  No  such  unfortunate 
complication  has  been  reported  in  those  pa- 
tients treated  for  acute  rheumatic  fever  with 


the  hormones  in  the  amounts  outlined  pre- 
viously. 

It  is  also  known  that  the  hormones  exert 
an  effect  on  the  metabolism  of  fats  and  pro- 
tein. Large  doses  of  either  drug  result  in  a 
greatly  enhanced  rate  of  protein  catabolism 
with  a resultant  marked  nitrogen  loss  from 
the  body.  Transient  ketonuria  and  increased 
blood  ketones  have  been  observed  during  the 
administration  of  cortisone.  The  mechan- 
isms concerning  such  effects  are  little  under- 
stood at  present. 

Massed  noted  that  patients  with  active 
rheumatic  fever  treated  with  ACTH  exhibit 
a decided  reduction  in  titre  of  serum  anti- 
streptolysin “0”.  In  acutely  active  rheuma- 
tic patients  treated  with  cortisone  at  the 
University  of  Kansas  Medical  Center,  we 
have  noted  no  consistent  type  of  response  in 
either  the  serum  antistreptolysin  “0”  or  the 
serum  antihyaluronidase  titres.  A study  of 
the  effect  of  cortisone  on  this  immunologic 
response  following  known  acute  streptococcal 
infections  indicates  an  increased  antistrep- 
tolysin “0”  titre  at  2 weeks  or  more  follow- 
ing the  onset  of  the  infection. 

UNDESIRABLE  PHYSIOLOGIC  EFFECTS 

The  potency  of  these  biologic  agents  is  fur- 
ther demontrated  by  their  ability  to  produce 
a variety  of  clinical  and  metabolic  features 
of  Cushing’s  syndrome  (“moon-face”,  hir- 
sutism, amenorrhea,  edema,  hypertension, 
cutaneous  striae,  mental  depression,  acne, 
significant  alterations  in  the  metabolism  of 
carbohydrate  and  protein  and  electrolyte  im- 
balance). It  should  be  recognized  that  such 
manifestations  are  to  be  expected  only  fol- 
lowing  the  prolonged  administration  of 
either  hormone  in  relatively  high  dosages. 

A disturbing  capccity  of  the  two  drugs  is 
that  of  “masking”  the  presence  of  an  infec- 
tious process  of  a bacterial  nature,  especially 
with  the  suppression  of  fever.  The  conse- 
quences of  such  a phenomenon  in  the  pres- 
ence of  a subacute  bacterial  endocarditis  are 
obvious.  It  would  be  wise  to  obtain  routine 
blood  cultures  on  all  patients  receiving  hor- 
mone therapy  for  rheumatic  fever  or  rheu- 
matic heart  disease. 

There  is  much  to  be  learned  concerning 
the  possible  effect  of  the  hormones  on  blood 
coagulability  and  thrombus  formation.  Mas- 
sell  mentions  a 8-year-old  boy  who  was  found 
to  have  bilateral  jugular  thrombophlebitis  at 
autopsy  following  prolonged  ACTH  therapy. 
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We  observed  a similar  process  of  a more  gen- 
eralized natui-e  in  a 13-year  old  girl  who  suc- 
cumbed quite  suddenly  during  a bout  of  acute 
rheumatic  carditis.  At  the  time  of  death  she 
had  received  300  mgm.  of  cortisone  over  an 
initial  period  of  36  hours. 

Experience  thus  far  indicates  that  such 
“effects”  are  probably  seen  more  frequently 
with  the  use  of  ACTH,  especially  with  the 
dosage  schedule  employed  in  acute  rheuma- 
tic fever.  Indeed,  cortisone  in  such  amounts 
does  not  produce  the  “Cushing-like”  fea- 
tures, as  such,  to  a clinically  recognizable  de- 
gree. It  should  be  remembered  that  these 
normal  physiologic  manifestations  are  purely 
transient  and  that  they  will  invariably  sub- 
side upon  cessation  of  hormone  therapy. 
Nevertheless,  the  therapeutic  use  of  corti- 
sone and  ACTH  must  be  tempered  with  the 
knowledge  that  any  beneficial  response  of 
the  patient’s  disease  merely  represents  an 
undetermined  segment  of  the  drugs’  total  po- 
tential. With  this  fact  in  mind,  we  must  at- 
tempt to  strike  a balance  between  the  desired 
effects  and  the  general  welfare  of  the  pa- 
tient. 

SUMMARY 

ACTH  and  cortisone  can  be  expected  to 
exert  a definitely  beneficial  effect  in  the 
treatment  of  rheumatic  fever  and  rheumatic 
carditis  duidng  the  early  stage  of  the  illness. 
The  duration  of  disease  activity  prior  to  on- 
set of  therapy  and  the  extent  of  chronic  car- 
ditis are  apparently  the  important  factors 
which  determine  the  degree  of  response  ex- 
perienced by  each  patient.  The  drugs  are  of 
little  value  in  the  treatment  of  chronic  cardi- 
tis with  decompensation  and  must  be  em- 
ployed cautiously  in  view  of  physiologic  ef- 
fects which  would  be  hazardous  to  such  a pa- 
tient. 

Optimal  dosages  for  either  drug  have  not 
been  determined  as  yet,  but  effective  therapy 
must  be  individualized  for  each  patient,  de- 
pending upon  his  response  to  treatment. 

Since  ACTH  and  cortisone  appear  to  be  ef- 
fective in  shortening  the  period  of  disease 
activity,  one  might  logically  presume  the 
presence  of  a lesser  degree  of  residual  cardi- 
tis. The  therapeutic  approach  to  the  acutely 
rheumatic  patient  has  been  changed  tremen- 
dously with  the  appearance  of  these  sub- 
stances, but  it  will  be  a number  of  years  be- 
fore we  can  accurately  determine  to  what 
extent  we  have  altered  the  “natural  life  his- 
tory” of  the  rheumatic  patient. 
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Pericarditis  is  usually  a part  of  such  di- 
seases as  rheumatic  fever,  tuberculosis,  myo- 
cardial infarction,  lupus  erythematosus,  ure- 
mia and  septicemia.  There  are,  however,  cer- 
tain cases  of  pericarditis  in  which  there  is  no 
evidence  of  other  disease.  The  terms  acute 
benign,  idiopathic,  and  nonspecific  have  been 
used  to  identify  pericarditis  of  unknown 
etiology.  In  1942  Barnes  and  Burchelb^) 
called  attention  to  this  clinical  entity  with  a 
report  of  14  cases.  Since  then  several 
authors (2a-f)  have  reported  series  of  cases 
and  described  the  manifestations  of  this  type 
of  pericarditis. 

Although  the  condition  occurs  in  both 
sexes  and  at  all  ages,  the  highest  incidence 
has  been  in  young  adult  males.  The  onset 
has  been  most  frequently  after  a respiratory 
infection,  but  has  followed  various  operative 
procedures,  while  in  some  cases  there  has 
been  no  previous  illness. 

The  significant  symptom  in  this  type  of 
pericarditis  is  chest  pain.  It  has  been  re- 
ported in  nearly  100  percent  of  cases.  The 
discomfort  is  usually  substernal  or  located  in 
other  areas  of  the  precordium.  It  has  been 
described  as  squeezing,  crushing  or  shai*p  in 
character;  in  some  cases  there  has  been  ra- 
diation of  the  pain  to  various  areas  of  the 
neck,  the  back  and  the  upper  extremities. 
The  pain  may  be  intermittent  or  persistent 
and  it  is  characteristically  aggravated  by  one 
or  more  of  such  activities  as  bodily  motion, 
respiratory  movements  and  swallowing.  As 
a rule  it  begins  to  subside  after  two  or  three 
days  and  disappears  in  about  a week.  Res- 
piratory distress  is  a frequent  complaint  and 
has  been  attributed  in  most  cases  to  limita- 
tion of  respiratory  movements  by  the  chest 
pain  rather  than  to  pulmonary  congestion. 
There  is  usually  generalized  weakness  and  in 
a few  instances  circulatory  collapse  has  fol- 
lowed onset  of  the  severe  chest  pain. 

Fever  with  temperatures  as  high  as  105° 
is  generally  present  at  the  onset.  There  is 
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usually  tachycardia  but  the  heart  rate  may  be 
normal,  and  is  sometimes  sui-prisingly  slow 
during  the  acute  phase  of  the  disease.  A 
pericardial  friction  rub  can  nearly  always  be 
detected  if  carefully  searched  for  and  if  the 
patient  is  under  observation  from  the  begin- 
ning of  his  illness.  It  is  most  likely  to  be 
heard  just  to  the  left  of  the  lower  part  of  the 
sternum.  But  it  is  often  present  for  only 
a few  hours  during  the  acute  stage  of  the  di- 


quently  there  is  only  a slight  increase  in 
heart  size  and  the  configuration  is  normal. 
Serial  films  during  the  acute  illness  in  most 
cases  show  a decrease  in  size  of  the  cardiac 
silhouette  after  a few  days.  Possible  causes 
of  these  rather  minimal  enlargements  of  the 
heart  with  normal  configuration  maintained 
have  not  been  agreed  upon.  Wolf  and 
Levy<2b.  2f)  have  proposed  that  cardiac  dila- 
tion without  other  evidences  of  myocardial 


sease,  and  many  times  can  be  heard  only 
when  the  patient  is  in  a certain  position.  It 
should  be  searched  for  with  the  patient  su- 
pine, lying  on  his  left  side,  and  leaning  for- 
ward with  forced  expiration.  Pericardial  ef- 
fusion is  usually  small  in  amount  if  present 
at  all  and  rarely  are  the  classical  physical 
signs  of  effusion  present.  Frequently,  a 
pleural  friction  rub  indicates  involvement  of 
the  adjacent  pleura. 

Most  patients  have  a leukocytosis  and  an 
increased  sedimentation  rate  at  the  onset  of 
symptoms.  The  chest  x-ray  may  reveal  evi- 
dence of  pericardial  effusion  but  more  fre- 


insufficiency  is  responsible,  while  others, 
have  maintained  that  all  enlargements  of  the 
heart  seen  in  this  type  of  pericarditis  are 
probably  due  to  pericardial  effusions. 

The  electrocardiographic  abnormalities 
produced  by  pericarditis  regardless  of  eti- 
ology have  been  demonstrated  by  Bellet(^>, 
BurchelP^^  and  others^^-  to  be  due  to  sube- 
picardial myocarditis.  During  the  first  few 
days  in  nonspecific  pericarditis,  there  is  ele- 
vation of  the  ST  segments  in  one  or  more 
leads.  These  elevated  segments,  however, 
are  usually  concave  upward  or  rectilinear 
and  there  is  no  reciprocal  depression  in  the 
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limb  leads  as  in  myocardial  infarction.  The 
only  QRS  change  observed  has  been  reduc- 
tion in  amplitude  in  cases  with  large  pericar- 
dial effusions.  The  ST  changes  have  disap- 
peared in  a week  or  so  and  progressive  T 
wave  changes  begin.  There  is  gradually  re- 
duction in  the  amplitude  of  the  T waves 


piratory  activities  or  swallowing;  the  pres- 
ence of  fever,  leukocytosis,  and  an  increased 
sedimentation  rate;  and  the  detection  of  a 
pericardial  friction  rub  during  the  first  24 
hours  of  the  illness.  When  the  patient  is  not 
observed  at  the  beginning  of  the  acute  phase 
of  the  disease,  frequent  chest  films  and  serial 
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progressing  to  reversal  of  their  normal  di- 
rections in  one  or  more  leads.  Not  infre- 
quently T waves  are  inverted  in  all  leads. 
These  T wave  changes  are  variable  from  day 
to  day  and  do  not  parallel  the  clinical  course. 
Their  return  to  normal  may  take  as  long  as 
two  or  three  months  after  the  patient  has 
completely  recovered,  as  nearly  as  can  be  de- 
termined by  all  other  means  of  examination. 

Those  who  have  reported  series  of  cases  of 
acute  nonsuppurative  pericarditis  in  recent 
years  have  stressed  the  importance  of  not 
mistaking  this  condition  for  myocardial  in- 
farction. At  the  onset  the  most  helpful  find- 
ings in  establishing  the  diagnosis  of  benign 
pericarditis  are:  the  characteristic  aggrava- 
tion of  the  chest  pain  by  bodily  motion,  res- 


electrocardiograms  may  be  the  only  means  of 
differentiating  these  two  conditions. 

The  benign  course  of  nonspecific  pericar- 
ditis and  the  absence  of  residuals  following 
recovery  have  been  consistently  emphasized. 
Eighty  cases  have  been  described  in  the 
American  literature  since  1942.  Twenty-two 
have  been  followed  for  two  years  or  longer. 
Of  these,  three  patients  each  had  a single  re- 
currence. In  one  the  second  episode  was 
eight  years  and  in  the  other  ten  years  after 
the  first  attack.  Follow-up  examinations  on 
six  cases  from  8 to  12  years  after  one  episode 
of  nonspecific  pericarditis  revealed  no  evi- 
dence of  chronic  constrictive  pericarditis. 
Two  cases  with  more  than  one  recurrence 
have  been  reported.  Logue  and  Wendkos^^c) 
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observed  a patient  who  had  four  attacks  of 
pericarditis  in  four  years,  and  Levy*“^>  re- 
ported a case  in  which  acute  sinusitis  pre- 
ceded each  of  three  episodes  of  pericarditis 
in  a period  of  five  months. 

The  following  case,  it  is  believed,  illus- 
trates the  usual  manifestations  of  nonspe- 
cific pericarditis,  and  demonstrates  the  pro- 
longed disability  that  can  result  from  recur- 
rent attacks. 

The  patient,  a 29  year  old  white  railroad  clerical 
worker,  was  first  admitted  to  the  Veterans  Hospital, 
Lincoln,  Nebraska,  on  January  28,  1951,  because  of 
fever  and  chest  pain. 

One  week  before  entering  the  hospital  he  had  an 
aching  pain  for  24  hours,  over  the  left  mid-anterior 
chest,  present  only  at  the  end  of  a deep  inspiration. 


Three  days  before  admission  he  developed  a mild 
headache,  general  malaise,  chilly  sensations  and  a 
cough  productive  of  small  amounts  of  mucopurulent 
sputum.  The  chest  pain  had  returned  about  24  hours 
before  admission,  was  of  moderate  severity,  persis- 
tent, and  was  aggravated  by  deep  breathing  and 
cough. 

There  had  been  two  previous  illnesses  with  simi- 
lar symptoms.  In  April,  1947,  he  was  treated  at 
another  hospital  with  penicillin  and  sulfadiazine  for 
what  was  thought  to  be  atypical  pneumonia.  All 
symptoms  had  subsided  after  one  week.  The  only 
abnormality  detected  on  a chest  film  taken  at  that 
time  was  some  tenting  of  the  left  diaphragm  (Fig. 
3-A).  A chest  film  taken  by  the  Veterans  Adminis- 
tration during  an  examination  19  days  later  showed 
a considerable  decrease  in  size  of  the  heart  (Fig. 
3-B).  In  June,  1950,  he  had  again  been  given  peni- 
cillin and  sulfonamide  for  one  week  because  of  chills, 
fever,  a productive  cough  and  precordial  pain. 


During  military  service  in  World  War  II  and  while 
he  was  stationed  in  the  Middle  West,  he  had  been 
hospitalized  three  times  with  acute  bronchitis.  Since 
then,  and  without  upper  respiratory  symptoms, 
short  bouts  of  productive  cough  had  occurred  at  in- 
tervals of  several  months.  In  childhood  he  had 
mumps,  measles,  varicella  and  diptheria  without 
complications.  There  had  been  no  illnesses  sugges- 
tive of  rheumatic  fever  at  any  time.  One  brother 
has  had  urticaria,  otherwise  the  family  history  was 
noncontributory. 

He  was  normally  developed  and  of  normal 
weight.  His  respiratory  rate  was  24  per  minute. 
Temperature  was  102°  orally.  The  nose  and  throat 
were  negative.  There  was  restriction  of  motion 


Figr.  3-C 
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Fig.  3-D 


over  the  lower  left  chest  laterally  and  some  flatness 
of  the  percussion  note  below  the  8th  rib  posteriorly 
and  laterally.  In  that  area  breath  sounds  were 
somewhat  suppressed.  A few  inspiratory  rales  were 
heard  in  scattered  areas  throughout  both  lungs.  No 
cardiac  abnormalities  were  noted.  The  heart  rate 
was  100  and  the  rhythm  regular.  Blood  pressure 
was  115/75.  The  remainder  of  the  physical  exami- 
nation was  noncontributory. 

The  white  blood  count  on  the  day  of  admission 
was  11,900  with  normal  differential.  The  sedimen- 
tation rate  was  21  mm.  per  hour.  A chest  film  the 
day  he  entered  the  hospital  showed  some  generalized 
enlargement  of  the  heart  (Fig.  3-C).  In  the  elec- 
trocardiogram the  following  day  the  T waves  in 


leads  1 and  2 and  in  V 2,  4,  5 and  6 were  diphasic 
(Fig.  1). 

He  was  given  aureomycin  3 grams  daily  for  the 
first  11  days  of  hospitalization.  Symptoms  present 
on  admission  and  temperatures  up  to  104.5°  con- 
tinued for  three  days.  His  fever  and  symptoms 
gradually  subsided  in  one  week.  The  white  blood 
count  and  sedimentation  rate  were  normal.  A sec- 
ond chest  film  showed  definite  decrease  in  the  size 
of  the  heart  (Fig.  3-D).  On  the  electrocardio- 
gram at  this  time  the  T waves  were  diphasic  or  in- 
verted in  all  leads  (Fig  1).  After  he  had  been  afeb- 
rile for  five  days  he  was  allowed  some  ambulatory 
activity.  A few  days  later  he  had  an  upper  respira- 
toi’y  infection  and  mild  daily  fever  for  one  week. 
There  were  no  symptoms,  laboratory  findings  or 
change  in  heart  size  on  x-ray  suggestive  of  a re- 
currence of  the  pericarditis.  Following  this  illness 
he  was  afebrile  for  one  month  before  discharge 


from  the  hospital  on  March  16,  1951.  During  this 
first  admission  a blood  culture,  agglutinations  for 
typhoid,  paratyphoid,  brucella,  cold  agglutinins  and 
urinalyses  were  noncontributory.  The  PPD  No.  2 
skin  test  was  negative. 

He  was  again  admitted  to  the  hospital  on  June 
10,  1951.  He  had  remained  asymptomatic  until  two 
weeks  before  this  second  admission  when  he  had 
some  general  malaise  and  felt  feverish  for  about  24 
hours.  He  then  felt  well  until  2 days  before  he  came 
to  the  hospital  when  he  began  havings  chills  and  a 
dry  cough,  with  precordial  pain  aggravated  by  deep 
breathing  and  radiating  to  the  left  shoulder. 

On  this  admission  the  heart  rate  was  130;  rhythm 
regular.  Blood  pressure  108/78.  Temperature  102° 
orally.  The  heart  was  not  enlarged  by  percussion. 
A pericai’dial  friction  nab  was  heard  over  the  apical 
area  and  heart  tones  were  rather  distant  at  the  base. 
There  were  no  evidences  of  aia  upper  respiratory 
infection.  A few  rales  were  heard  at  both  lung 
bases  posteiiorly. 
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The  white  blood  count  was  13,500,  with  75  neu- 
trophils, 24  lymphocytes  and  1 monocyte.  Sedimen- 
tation rate  was  13  mm.  per  hour.  The  chest  film 
again  showed  some  generalized  cardiac  enlarge- 
ment (Fig.  3-E).  In  an  electrocardiogram  the  first 
hospital  day  the  ST  in  lead  2 was  elevated  1 mm. 
and  the  T waves  in  leads  1 and  in  V 5 and  6 were 
of  low  amplitude  (Fig.  2). 

He  was  given  Chloromycetin  3 grams  daily  for 
the  first  two  days  of  hospitalization.  His  symptoms 
and  temperatures  up  to  104°  daily  continued.  The 
Chloromycetin  was  stopped  and  ACTH  100  mg.  daily 
was  given.  The  following  day  his  maximum  temp- 
erature was  99.4°  and  he  had  only  intermittently 


mild  temperature  elevations  with  transient  mild  pre- 
cordial  pains  for  the  next  two  weeks.  Cortisone  200 
mg.  orally  was  substituted  for  the  ACTH  on  the 
ninth  hospital  day  and  this  was  gradually  reduced 
to  50  mg.  daily.  After  about  one  month  of  hospitali- 
zation he  was  afebrile  and  asymptomatic.  The  white 
blood  count,  sedimentation  rate  and  chest  film  (Fig. 
3-F)  were  normal.  The  electrocardiogram  was  with- 
in normal  limits  except  for  low'  amplitude  of  the 
T w'aves  in  leads  1 and  V 5 and  6 (Fig.  2). 

He  then  developed  an  acute  pericoronitis  about  a 
w'isdom  tooth.  He  was  given  penicillin  and  strepto- 
mycin for  one  week  and  the  tooth  w’as  extracted. 
Five  days  later  and  while  he  was  still  receiving 
penicillin  and  50  mg.  of  coi’tisone  daily,  he  developed 
nasal  stuffiness,  temperatures  up  to  103°  daily,  and 
mild  left  chest  pain;  but  the  sedimentation  rate, 
white  blood  count  and  chest  film  were  normal.  He 
was  given  Chloromycetin  2 grams  daily  and  the  fever 
and  symtoms  subsided  after  five  days.  The  Chloro- 
mycetin and  cortisone  were  discontinued. 

He  remained  afebrile  and  asymptomatic  for  about 
one  w'eek  and  then  began  having  a mild  fever  daily. 
Terramycin  3 grams  daily  was  given  but  the  fever 
continued  and  he  again  had  transient  left  chest 
pains.  After  he  had  been  on  this  antibiotic  for  six 
days  he  began  having  chills,  productive  cough  and 


severe  persistent  precordial  pain  w'ith  radiation  to 
the  left  shoulder  and  arm.  The  w'hite  blood  count 
and  sedimentation  rate  were  elevated  and  in  the 
electrocardiogram  there  w'as  elevation  of  the  ST’s  in 
leads  2 and  V 3 and  4 (Fig.  2).  He  was  given  corti- 
sone 150  mg.  daily  and  in  24  hours  was  afebrile  and 
asymptomatic.  The  cortisone  w'as  discontinued  four 
days  later  and  he  remained  asymptomatic.  The 
chest  film  during  this  last  episode  (Fig.  3-G)  showed 
approximately  the  same  degree  of  cardiac  enlarge- 
ment as  in  previous  attacks  and  the  heart  size  was 
definitely  smaller  on  a film  one  week  later  (Fig. 
3-H).  The  ST  changes  in  the  tracing  taken  at  the 
onset  of  the  last  severe  episode  were  no  longer  pres- 
ent on  a tracing  one  week  later  but  the  T waves  were 
inverted  in  all  leads.  Variable  T w'ave  abnormali- 
ties were  present  in  several  leads  in  tracings  taken 
at  intervals  until  his  discharge  from  the  hospital  on 
October  3,  1951  (Fig.  2). 

While  the  etiology  of  this  type  of  pericar- 
ditis is  unknown,  its  frequent  development 
after  respiratory  infection  has  suggested 
that  there  may  be  a sensitivity  of  the  peri- 
cardium for  the  products  of  a bacterial  infec- 
tion. In  the  few  cases  where  antistreptoly- 
sin titers  have  been  done  there  has  been  no 
indication  that  the  Beta  hemolytic  Strepto- 


coccus is  involved.  Some  cases  of  pericardi- 
tis have  been  associated  with  atypical  pneu- 
monias and  in  these  cases  a virus  infection 
of  the  pericardium  may  well  be  the  patholog- 
ical process.  Taubenhaus  and  Brams^^e) 
reported  dramatic  clinical  improvement  after 
treatment  with  aureomycin  in  three  cases. 
The  leukocytosis,  rapid  sedimentation  rate 
and  the  electrocardiographic  abnormalities 
were  not  so  quickly  rf^i^-ed  and  required 
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about  the  usual  time  to  return  to  normal.  In 
the  case  above  presented  the  use  of  aureomy- 
cin,  chloromphenicol  and  terramycin  did  not 
prevent  or  modify  episodes  of  pericarditis 
that  occurred  while  the  patient  was  in  the 
hospital.  ACTH  and  cortisone  appeared  to 
be  effective  in  relieving-  symptoms,  but  they 
were  given  each  time  two  or  three  days  after 
the  onset  when  symptoms  could  have  been 
subsiding  spontaneously.  These  agents  did 
not  shorten  the  duration  of  laboratory  and 
electrocardiographic  abnormalities. 
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USE  OF  CORTISONE 

The  successful  use  of  cortisone  in  the  treatment 
of  degenerative  joint  disease  of  the  hip  was  re- 
ported in  the  October  6th  Journal  of  the  American 
Medical  Association.  Degenerative  joint  hip  disease, 
one  manifestation  of  aging,  is  a form  of  arthritis 
causing  pain,  limitations  of  motion  and  progressive 
stiffness  of  the  joint. 

Of  the  11  victims  of  the  disease  treated  with  corti- 
sone, 10  showed  marked  subjective  improvement, 
according  to  the  authors,  Drs.  Ralph  H.  Boots,  Kath- 
ryn J.  McMarrow,  L.  C.  Yen  and  Charles  A.  Ragan. 
Drs.  Boots,  Yen  and  Ragan  are  of  New  York,  and 
Dr.  McMarrow  of  Ann  Arbor,  Micb.  However,  the 
doctors  stressed  that  the  number  of  cases  studied 
was  very  small,  and  that  the  results  were  only  to 
be  considered  as  a preliminary  report. 

The  11  patients,  five  men  and  six  women,  ranged 
in  age  from  54  to  82  years.  In  four  patients  only 
the  right  hip  was  involved,  in  three  patients  the 
left  hip  only,  and  in  four  patients  there  was  involve- 
ment of  both  hips. 

Little  improvement  was  noticed  during  the  first 
four  days  of  administration  of  the  drug,  according 
to  the  report,  but  marked  improvement  occurred 
by  the  seventh  day  in  10  of  the  11  patients.  They 
were  not  confined  to  bed,  but  were  encouraged  to  go 
through  as  much  of  their  daily  activities  as  com- 
patible with  confinement  in  a hospital,  and  were  giv- 
en supervised  resistive  exercises  to  the  affected 
joints  daily. 


A Chapter  in  Cardiovascular  Surgery 

HARRY  H.  McCarthy,  m.d. 

From  the  Department  of  Surgery 
Creighton  University  School  of  Medicine 
Omaha,  Nebraska 

A thrilling  chapter  has  been  written  in  the 
past  decade  in  cardiovascular  surgery.  The 
surgical  correction  of  congenital  malforma- 
tions has  been  an  important  part  of  this 
chapter.  Even  as  late  as  1937,  it  was 
thought  that  there  was  no  treatment  avail- 
able for  congenital  cardiac  defects.  Soon 
after  this,  however,  the  field  of  cardiovascu- 
lar surgery  began  to  unfold.  Cardiovascu- 
lar surgery  is  one  of  the  most  interesting 
fields  of  surgery  because  it  is  physiological 
surgery  and  usually  corrective  rather  than 
destructive  surgery.  There  is  a dual  system 
to  be  considered,  structure  and  function  with 
a surgical  attempt  to  correct  or  create  a bal- 
ance between  the  two  defects.  Lately  there 
has  been  much  interest  in  the  correction  of 
defects  inside  the  heart,  such  as  abnormal 
valves,  the  creation  or  the  closure  of  septal 
defects.  Though  indirect  attempts  are  used 
at  the  present  time,  it  will  not  be  possible  to 
directly  attack  the  inside  of  the  heart  until 
the  extracorporeal  pump  is  perfected.  When 
this  has  been  accomplished  greater  advances 
may  be  anticipated. 

Because  of  the  limitations  imposed  on  this 
review,  all  phases  of  the  cardiovascular  sur- 
gery cannot  be  described.  The  more  com- 
mon, proved,  procedures  will  be  discussed 
briefly. 

PATENT  DUCTUS  ARTERIOSUS 

Although  approximately  34%  of  patients 
with  patent  ducti  may  exist  through  life  with 
few  or  no  symptoms,  the  remaining  66%  will 
experience  either  cardiac  fatigue  or  decom- 
pensation or  bacterial  endarteritis.  The  di- 
agnosis is  easily  made  during  physical  exam- 
ination when  the  examiner  finds  a contin- 
uous to-and-fro  murmur,  an  elevated  dias- 
tolic and  lowered  systolic  pressure.  A pal- 
pable thrill  is  often  present.  An  electrocar- 
diographic examination  and  fluoroscopic 
examination  may  aid  the  diagnosis  but  rare- 
ly are  more  extensive  procedures  necessary. 

Surgical  ligation  or  division  of  the  ductus 
is  one  of  the  most  gratifying  procedures  in 
surgery  of  the  heart  or  great  vessels.  Imme- 
diate rise  of  pulse  pressure,  diminution  in 
cardiac  activity,  improvement  of  the  over-all 
size  of  the  heart,  improvement  in  cardiac  re- 
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serve  and  physical  status,  immediate  rever- 
sal of  positive  to  negative  blood  cultures,  if 
there  be  an  endarteritis,  ax*e  some  of  the  re- 
sults to  be  expected  following  surgical  clo- 
sure of  the  ductus.  Surgical  closure  of  a pa- 
tent ductus  should  be  deferred  until  the  age 
of  5 or  6 years  since  there  is  less  danger  of 
error  in  diagnosis.  There  is  also  possibility 
in  a small  percentage  of  cases  that  the  duc- 
tus may  close  as  late  as  two  or  three  years 
following  birth.  The  immediate  closure  of  a 
ductus  is  functional  and  occurs  at  the  time  of 
birth  but  it  takes  many  weeks  for  structural 
changes  to  take  place  and  close  the  ductus 
anatomically.  During  the  ages  of  5 or  6 to 
12  years,  the  risk  is  less,  the  cardiac  reserve 
is  greater,  the  ductus  is  anatomically  easier 
to  close  since  it  is  longer  and  more  narrow 
than  later  in  life  and  the  vessels  ai*e  more 
elastic  and  pliable. 

PULMONARY  STENOSIS 

Many  ingenious  procedures  have  been  de- 
veloped to  improve  the  circulation  to  the 
lung  when  an  obstruction  exists  in  the  pul- 
monary artery  with  or  without  septal  de- 
fects. Remarkable  results  have  been  ob- 
tained by  both  the  Blalock-Taussig  operation 
and  the  Potts-Smith  procedure.  Brock’s  pro- 
cedure of  directly  attacking  the  pulmonary 
valve  using  an  approach  through  the  wall  of 
the  right  ventricle  is  a more  physiological 
procedure  than  the  creation  of  an  arterio- 
venous shunt.  Attention  is  called  to  the  fact 
that  66%  of  patients  with  patent  ducti  ex- 
perience either  cardiac  failure  or  endarteritis 
if  allowed  to  progress  untreated.  Brock’s 
operation  is  attended  with  greater  immediate 
risk  but  probably  will  show  more  satisfactory 
permanent  results  than  other  procedures. 
This  operation  is  more  applicable  to  pure  val- 
vular stenosis  than  the  infundibular  type  of 
stenosis. 

Direct  cardiac  approach  offers  certain 
findings  of  value  to  the  surgeon.  The  pul- 
monary artery  is  narrow  at  the  beginning 
and  just  distally  to  the  stenotic  valve  be- 
comes dilated.  The  jet  of  blood  striking  the 
wall  of  the  pulmonary  artery  can  usually  be 
palpated  with  the  examing  finger.  The  con- 
vex surface  of  the  strictural  valve  can  like- 
wise often  be  palpated.  In  pulmonary  ste- 
nosis, the  most  satisfactory  age  for  surgical 
correction  is  between  2 and  10  years.  After 
10  years  of  age  the  benefits  of  operation 
progressively  decrease.  If  the  patient  is 
compensating  at  all,  prior  to  the  age  of  two 


years,  one  should  wait  as  long  as  possible  to 
do  the  corrective  procedure. 

MITRAL  STENOSIS 

The  best  method  of  surgical  treatment  of 
mitral  stenosis  is  by  means  of  direct  ap- 
proach and  more  specifically  commissuro- 
tomy. Methods  of  bypassing  the  stenotic 
mitral  valve  have  proved  to  be  of  little  value. 
Among  these  procedures  are  vein  grafts,  di- 
rect anastomosis  of  pulmonary  vein  and  left 
ventricle,  or  an  anastomosis  of  the  subcla- 
vian artery  to  the  pulmonary  vein.  Denerva- 
tion of  the  heart,  shunting  of  pulmonary  and 
systemic  venous  systems,  production  of  ar- 
trial  septal  defects,  all  have  proved  ineffec- 
tive. Bailey’s  commissurotomy  is  a physiolo- 
gical approach  to  the  problem.  Through  the 
appendage  of  the  left  atrium,  the  surgeon’s 
forefinger  is  introduced  with  a commissuro- 
tomy blade  and  the  anterolateral  commissure 
is  incised.  If  an  insufficient  opening  is  ob- 
tained, the  posterolateral  commissure  is 
opened.  This  is  a safe  procedure  and  many 
types  of  blades  and  dilators  have  been  de- 
vised. Indeed  some  feel  that  the  forefinger 
is  the  best  wedging  instrument  and  is  also 
useful  as  a diagnostic  guide. 

Indications  for  commissurotomy  are  sim- 
ply a patient  with  a mitral  stenosis.  Strict 
contraindications  are  acute  rheumatic  fever 
and  subacute  bacterial  endocarditis.  Patients 
beyond  the  age  of  50,  associated  valvular  le- 
sions, marked  cardiac  enlargement,  atrial  sep- 
tal defects  with  marked  left  to  right  shunt, 
history  of  arterial  emboli  and  uncontrolled 
congestive  heart  failure  are  unfavorable  fac- 
tors but  not  strict  contraindications  to  mitral 
surgery.  The  most  important  means  of  diag- 
nosis in  mitral  heart  disease  is  the  informa- 
tion obtained  from  a complete  physical  exam- 
ination. Cardiac  catheterization  and  other 
more  extensive  diagnostic  measures  add  little 
to  the  clinical  evaluation  of  the  patient. 

CONSTRICTIVE  PERICARDITIS 

Compression  of  the  heart  results  from  a 
multiplicity  of  etiological  factors.  The  pro- 
duction of  compression  may  be  acutely  man- 
ifested or  it  may  be  the  result  of  chronic 
measures.  The  final  common  denominator 
in  such  heart  compressures  is  the  contract- 
ing scar  tissue — whatever  the  mechanism  of 
formation.  The  original  common  factor  in 
all  cases  is  inflammation.  The  resulting  scar 
might  arise  from  chemical  indtation  such  as 
irritating  solutions  used  in  pericardial  irriga- 
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tions,  purulent  pericarditis,  known  tubercu- 
losis infection  and,  in  many  cases,  the  exact 
etiology  is  unknown  but  presumed  to  be  tu- 
berculosis or  perhaps  virus  infection.  Neg- 
lected pericardial  effusion  or  hemopericar- 
dium  might  i-esult  in  a compression  scar. 
Rheumatic  fever  has  received  its  place  in  the 
etiology  of  such  scars. 

The  signs  and  sypmtoms  of  heart  pressure 
vary  depending  upon  the  rapidity  of  com- 
pression i*esLilts  in  immediate  death,  while  at 
the  opposite  extreme,  the  chronic  slowly 
compressing  scar  may  produce  gradual  im- 
pairment of  cardiac  function.  The  normal 
parietal  pericardial  sac  is  not  expansible  and 
consequently  can  be  distended  only  to  a cer- 
tain degree  in  the  acute  pressure  mechanism. 
In  the  compression  scar  the  parietal  pericar- 
dium is  involved  along  with  or  without  the 
vesical  pericardium.  Because  of  the  delicate 
structure  and  the  presence  of  negative  pres- 
sures, the  vena  cavae  and  auricles  yield 
more  readily  than  firmer  structures.  Nor- 
mally venous  pressure  is  below  10  cm.  of 
water.  Venous  pressure  must  rise  high 
enough  to  overcome  the  compression.  When 
the  venous  pressure  is  exceeded  by  pericar- 
dial pressure  or  obstruction,  cardiac  cessa- 
tion ensues. 

In  any  case  interference  with  dilation  of 
the  heart  in  preparation  for  systole  is  the 
basic  cause  for  all  ensuing  signs  and  symp- 
toms. The  heart  cannot  dilate  adequately. 
If  the  scar  is  localized  to  any  part  of  the 
heart  that  portion  is  similarly  restricted  in 
function.  If  the  entire  heart,  the  aorta,  pul- 
monary artery  and  vena  cavae  are  involved 
the  interference  is  profound.  Cyanosis,  dysp- 
nea, orthopnea  and  cough  may  result.  Pleural 
effusion,  hepatic  and  splenic  congestion,  as- 
cites  and  peripheral  edema  may  follow 
venous  obstruction.  Low  systolic  blood  pres- 
sure accompanied  by  low  pulse  pressure,  high 
venous  pressure  and  pulsus  paradoxus  may 
be  noted.  The  heart  is  quiet  when  viewed 
fluoroscopically ; there  is  an  absence  of  pul- 
sation. 

Ti’eatment  of  the  compression  scar  is  peri- 
cardiectomy.  The  ventricular  myocardium 
must  be  released  as  well  as  that  of  the  at- 
rium and  vena  cavae.  Palliation  by  phlebo- 
tomy, diuresis  and  digitilization  are  of  little 
help. 

Medical  management  or  preparation  for 
surgery  involves  removal  of  pleural  effusion 


or  ascitic  fluid  by  needle  aspiration,  diuresis 
and  withholding  of  fluid  and  salt  intake. 

Surgical  approach  may  be  to  the  right  or 
left  of  the  sternum  or  median  sternotomy 
may  be  performed.  The  pericardium  is  ex- 
posed, opened  and  dissection  of  the  vesical 
pericardium  is  begun  by  removing  the  anter- 
olateral aspect  of  the  pericardium  over  the 
right  ventricle,  right  atrium  and  base  of  the 
aorta  and  pulmonary  artery.  Next  the  left 
ventricle  and  vena  cavae  are  freed.  The 
diaphragmatic  part  of  the  scar  is  likewise  re- 
moved resulting  in  the  cessation  of  the  para- 
doxical quality  of  the  pulse. 

Postoperative  care  requires  prevention  of 
over-dilation  which  may  easily  occur  as  a 
result  of  freeing  an  atrophic  wall  with  in- 
creased pressure  from  within,  due  to  in- 
creased venous  pressure  and  blood  volume. 
Oxygen,  phlebtomy,  digitalization,  aspiration 
of  effusions  and  diuresis  are  part  of  the  post- 
operative care. 

COARCTATION  OF  THE  AORTA 

Coarctation  of  the  aorta  consisting  of  a 
narrowing  or  a complete  obstruction  is  classi- 
fied as  a congenital  defect,  though  the  exact 
cause  of  the  obliterative  processes  is  not 
known.  Coarctation  of  the  aorta  makes  up 
about  15%  of  all  congenital  malformations. 
About  40%  have  a biscuspid  valve  and  there- 
fore a regurgitation  factor  which  probably 
prevents  more  frequent  serious  complica- 
tions of  the  lesion.  The  patient  who  lives 
beyond  infancy  has  a very  uncertain  future. 
Much  like  the  patient  with  a patent  ductus, 
about  a third  will  live  throughout  life  with- 
out symptoms  or  findings  while  the  remain- 
ing are  subject  to  cardiac  decompensation, 
superimposed  infections,  rupture  of  the  aorta 
or  intracranial  hemorrhage.  Here  again  the 
clinical  evaluation  is  more  important  than 
other  diagnostic  procedures.  For  example, 
radiological  examination  aids  only  in  25%  of 
cases  of  coarctation.  The  habit  of  feeling  for 
femoral  pulsations  during  a physical  exami- 
nation is  an  important  item.  Again  age 
becomes  an  important  consideration,  the 
aorta  is  probably  too  small  to  repair  with 
ease,  while  beyond  25  to  30  years  of  age,  the 
vessel  is  apt  to  be  sclerotic  above  the  obstruc- 
tion or  thin-walled  beneath  it.  The  optimal 
age  is  between  10  and  20  years.  The  ideal 
procedure  is  an  end  to  end  anastomosis  of  the 
aorta  but  an  anastomosis  of  the  sectioned 
left  subclavian  artery  to  the  aorta  beyond 
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the  constriction  may  be  necessary.  Surgical 
correction  of  this  defect  is  most  gratifying. 

REVASCULARIZATION  OF  THE  HEART 

Beck  has  been  a great  pioneer  in  this  phase 
of  cardiac  surgery.  With  the  fact  that  myo- 
cardial ischemia  could  act  as  trigger  zones 
which  destroy  coordinated  heart  action,  Beck 
attempted  to  deliver  oxygen  to  the  heart 
muscle  by  various  means.  One  of  his  earliest 
methods  was  to  create  vascular  communica- 
tion between  the  heart  and  mediastinal  fat. 
More  recently  he  and  his  associates  have  de- 
vised a method  of  grafting  a segment  of  vein 
between  the  aorta  and  the  coronary  sinus. 
Fauteaux  has  interrupted  the  nerve  supply 
of  the  heart  in  an  attempt  to  increase  vas- 
cularization. Carter  devised  a method  of 
anastomising  a vascular  bed  of  the  lung  to 
the  heart.  A promising  procedure  is  that  of 
Vineberg  and  Glenn  who  anastomose  the  in- 
ternal mammary  artery  to  the  ventricular 
musculature. 

PORTACAVAL  SPLENORENAL  SHUNTS 

Portacaval  anastomosis  and  splenorenal 
shunts  have  found  a place  of  proven  value  in 
the  surgical  treatment  of  portal  hyperten- 
sion to  decrease  alimentary  bleeding  and  to 
prevent  ascites.  Patients  with  portal  hyper- 
tension particularly  hypersplenism  with 
alimentary  bleeding  and  cirrhosis  with  good 
liver  function  are  offering  gratifying  results. 

CARDIAC  ARREST 

During  the  past  year  or  two,  there  has 
been  increasing  interest  shown  regarding 
cardiac  arrest  and  resuscitation.  Numerous 
articles  have  appeared  in  the  medical  litera- 
ture, as  well  as  current  periodicals  designed 
for  consumption  by  the  layman.  These  re- 
ports emphasize  cardiac  arrest  to  the  extent 
that  one  is  given  the  impression  that  it  is 
more  comman  than  is  actually  the  case.  Per- 
sonal communication  with  cardiac  surgeons 
and  anesthetists  in  some  of  the  larger  cen- 
ters indicate  that  there  has  been  over-em- 
phasis of  the  problem  and  that  cardiac  cessa- 
tion occurs  rarely  despite  a large  volume  of 
thoracic  surgery.  Could  it  be  that  sudden 
cardiac  death  has  been  neglected  in  the  past  ? 
Has  thoracic  surgery  increased  the  incidence 
of  such  deaths?  Regardless  of  the  answers 
to  these  questions,  sudden  death  in  the  oper- 
ating room  does  occur  all  too  frequently  and 
perhaps  the  focusing  of  interest  on  cardiac 
resuscitation  at  the  present  time  will  pay 
great  dividends.  If  nothing  else  it  will  make 


the  surgeon  and  the  anesthetist  conscious  of 
the  existence  of  the  many  causes  of  cardiac 
arrest  with  institution  of  proper  prophylac- 
tic measures.  This  should  be  the  focal  point 
of  interest.  Resuscitation  measures  would 
then  be  of  necessity,  less  frequently  em- 
ployed. I would  think  that  a surgeon  or  an 
anesthetist  would  be  deserving  of  as  much 
credit  if  he  prevented  cardiac  arrhythmias 
and  cardiac  arrest  than  if  he  submitted  a full 
report  of  resuscitation  of  a patient  after  20 
or  30  minutes  of  cardiac  massage.  In  most 
instances,  the  etiology  of  cardiac  arrest  is 
obvious  to  the  surgeon  or  anesthetist  and 
often  is  preventable.  Too  much  emphasis  on 
the  method  of  cardiac  resuscitation  rather 
than  on  the  etiological  factors  might  be  the 
cause  of  many  a thoracotomy  done  unneces- 
sarily. 

Much  important  information  is  being  de- 
rived from  experimental  studies  of  the  phy- 
siology of  the  vagal  reflexes  and  the  condi- 
tion of  hypoxia.  The  final  answer  has  not 
been  determined  but  progress  in  that  direc- 
tion is  encouraging.  Case  reports  of  cardiac 
arrest  and  resuscitation  are  extremely  im- 
portant to  help  in  determining  the  etiological 
factors. 

ANGIOCARDIOGRAPHY  AND  CARDIAC 
CATHERIZATION 

Angiocardiography  and  cardiac  catheriza- 
tion  have  played  an  important  part  in  the 
diagnosis  of  cardiovascular  lesions.  One 
should  point  out,  however,  the  mortality  of 
2 to  3%  in  angiocardiography  in  which  case 
death  may  occur  from  lack  of  coronary  circu- 
lation. In  cardiac  catherization  the  patient 
under  five  years  of  age  is  subjected  to  the 
great  risk  of  an  anesthetic.  In  some  cases  it 
is  better  to  forego  these  dangers  in  patients 
up  to  five  years  of  age  and  use  direct  cardiac 
exploration. 

Many  other  phases  of  cardiovascular  sur- 
gery, such  as  ectopic  pulmonary  veins,  per- 
sistent left  venae  cavae,  the  correction  of 
transposition  of  great  vessels,  the  surgery  of 
cardiac  septae,  trauma,  vessel  grafts  and 
other  phases  too  numerous  to  mention  in  this 
treatise  are  some  of  the  many  recent  addi- 
tions to  cardiovascular  surgery.  With  pro- 
gressive refinements  in  technique  and  with 
steadily  accumulating  experiences  the  future 
of  surgery  in  cardiac  anomalies  is  bright  in- 
deed. 
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Hypertension 

HENRY  J.  LEHNHOFF,  JR.,  M.D.,  F.A.C.P. 

Assistant  Professor  of  Medicine 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

Two  hundred  years  have  passed  since 
Hale  recorded  his  finding  that  blood  flowed 
under  pressure  in  the  arteries  of  a horse. 
Not  until  after  1896  when  Riva-Rocci  intro- 
duced the  apparatus  from  which  the  pres- 
ent day  sphygmomanometer  was  developed 
did  physicians  recognize  that  a serious  dis- 
ease was  associated  with  persistent  elevation 
of  the  aterial  blood  pressure.  In  the  1892 
edition  of  Osier’s  Text  Book  of  Medicine 
there  is  no  mention  of  high  blood  pressure  as 
a disease  entity.  However,  in  the  section 
concerning  cardiac  hypertrophy,  increased 
pressure  of  the  circulating  blood  is  men- 
tioned as  an  etiological  possibility. 

During  the  first  half  of  this  century  the 
hypertensive  syndrome  has  become  recog- 
nized as  a formidable  medical  problem  as  yet 
unsolved  as  to  cause  and  treatment,  although 
extensive  research  in  its  various  ramifica- 
tions is  reported  by  numerous  investigators 
throughout  the  world  and  provides  a sub- 
stantial portion  of  medical  literature  each 
year. 

Hypertension  as  a common  cause  of  death 
is  well  known.  The  death  rate  for  men  with 
hypertension  exceeds  the  expected  death  rate 
for  the  same  age  group  by  102%,  for  women 
91%.  60  to  75%  of  such  patients  die  of  car- 
diac complications  while  only  15%  die  of  cer- 
ebrovascular disease  and  5 to  10%  of  hyper- 
tensive patients  die  of  renal  failure.  In  one 
series  of  cases  heart  disease  accounted  for 
40.9%  of  patients  with  hypertension,  cancer 
16.4%,  uremia  14.5%  and  apoplexy  (women 
4 to  1)  8.6%(i). 

The  later  in  life  that  hypertension  has  its 
onset  the  more  benign  is  the  nature  of  the 
disease.  The  younger  the  age  of  onset,  the 
shorter  the  life  expectancy.  It  is  a general 
rule  that  the  more  severe  forms  start  before 
50  years  of  age,  averaging  in  some  series 
around  40  years  of  age.  Life  insurance  sta- 
tistics have  indicated  that  up  to  the  age  of 
50  145/90  is  the  upper  limit  of  normal,  while 
over  the  age  of  50,  155/95  is  the  top  nor- 
mal. (2)  The  old  adage  of  “100  plus  one’s 


age’’  is  not  too  far  afield.  A better,  more 
exact  formula  has  been  suggested  for  cal- 
culating approximate  normals: 

Systolic  = 114  + 2/5  age 
Diastolic  — 74  -|-  1/5  age 

Although  the  percentage  of  women  hyper- 
tensives who  die  of  apoplexy  is  higher  than 
in  male  hypertensives  the  excess  mortality  is 
greater  by  twice  for  men. 

The  initial  height  of  the  blood  pressure 
cannot  be  correlated  with  accurate  prognosis 
unless  the  diastolic  is  quite  high.  Progres- 
sive increase  in  the  pressure  is  of  bad  prog- 
nostic significance.  The  presence  of  compli- 
cations such  as  myocardial  hypertrophy,  an- 
gina pectoris,  albuminuria,  renal  insuffi- 
ciency, diabetes  mellitus,  or  the  previous  oc- 
currence of  cardiac  or  cerebral  thrombosis 
all  make  the  prognosis  more  grave. 

Although  it  is  known  that  obesity  in- 
creases the  seriousness  of  high  blood  pres- 
siu’e  the  combination  of  the  two  conditions 
makes  for  a more  favorable  prognosis  than 
when  hypertension  occurs  in  a slender  per- 
son. 

The  most  reliable  criteria  for  estimating 
the  prognosis  of  this  diffuse  arteriolar  di- 
sease, one  of  whose  manifestations  is  eleva- 
tion of  the  arterial  blood  pressure  has  been 
devised  by  Keith  Kernohan,  Barker  and 
Wagner. (2)  They  have  graded  four  groups 
according  to  the  severity  of  the  disease. 
Group  I shows  minimal  arteriolar  changes  on 
ophthalmoscopic  examination  of  the  retina. 
The  hypertension  is  not  extremely  high,  al- 
buminuria if  present,  is  mild,  cardiac 
changes  are  minimal  and  slow  to  develop. 
The  prognosis  is  good. 

Group  II.  patients  have  a higher  and  more 
sustained  blood  pressure,  arteriolar  spasm 
and  sclerosis  are  more  marked  but  retinitis 
is  not  present,  cardiac  and  renal  function  is 
fairly  adequate.  The  prognosis  is  not  as 
good  as  in  Group  I,  the  disorder  progresses 
more  rapidly. 

Group  HI  patients  suffer  more  symptoms 
of  headache,  dyspnea  and  present  more  find- 
ings of  renal  and  cardiac  embarrassment. 
Retinitis  as  well  as  arteriolar  changes  are 
seen  with  the  ophthalmoscope.  The  progno- 
sis in  these  cases  is  serious  and  the  life  ex- 
pectancy shortened  although  the  response  to 
treatment  is  sometimes  such  as  to  result  in 
some  degree  of  remission. 
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Those  patients  falling  into  Group  IV  show 
not  only  arteriolar  changes  and  retinitis  but 
edema  of  the  optic  discs.  The  prognosis  is 
grave.  Symptoms  are  usually  well  pro- 
nounced and  clinical  and  laboratory  evidence 
of  cardiac  and  renal  involvement  is  frequent- 
ly advanced. 

The  death  rate  within  one  year  for  Group 
I and  II  is  10  to  12%  while  it  is  35%  for 
Group  III  and  79%  for  Group  IV.  At  the  end 
of  five  years  it  is  30%  for  Group  I,  46%  for 
Group  II,  80%  for  Group  III  and  99%  for 
Group  IV. 

The  multiplicity  of  current  therapeutic 
measures  for  reduction  of  the  blood  pressure 
emphasizes  the  inadequacy  of  our  informa- 
tion concerning  the  fundamental  pathologi- 
cal physiology  of  essential  hypertension.  We 
have  not  yet  completed  the  entire  concept  of 
what  occurs,  how  to  prevent  it,  stop  it  or 
reverse  it.  Nevertheless  there  is  a growing 
fund  of  scientific  and  clinical  information 
from  which  the  answer  will  come  some  day. 

To  start  with  some  of  the  more  formidable 
procedures,  sympathectomy  has  been  report- 
ed to  result  in  substantial  increase  in  survi- 
val rate  of  patients.  Smithwick  has  observed 
the  results  are  more  favorable  in  males  than 
in  females. It  has  been  sui”prisingly  bene- 
ficial to  some  patients  with  apparently  hope- 
lessly advanced  (Grade  IV)  disease  although 
best  response  is  in  the  patients  whose  blood 
pressure  is  still  labile  enough  to  fall  under 
the  influence  of  sedatives  or  vasodilators 
such  as  nitrites  or  tetraethylamonium  chlor- 
ide. Better  results  might  be  obtained  with 
better  selection  of  cases.  All  observed  that 
the  decision  for  sympathectomy  is  not  made 
easily.  Subtotal  adrenalectomy  and  complete 
sympathectomy  are  still  in  the  experimental 
stages. 

Rigorous  salt  restriction  whether  by  the 
rice  diet^®)  or  salt  free  diet(*>  has  not  demon- 
strated uniformly  good  results  but  about 
25%  of  cases  show  dramatic  improvement. 
The  diets  are  hard  to  maintain  over  long 
periods  of  time.  It  is  doubtful  whether  such 
restriction  is  worth  the  trouble  it  causes  the 
patient. 

Cation  exchange  resins  have  not  proven 
to  be  substitutes  for  salt  restriction.  Their 
use  without  close  observation  can  result  in 
dangerous  sodium  depletion. 

The  recent  enthusiasm  concerning  the  re- 


lationship of  cholesterol  and  lipid  metabo- 
lism to  vascular  disease  has  stimulated  all 
physicians  who  deal  with  the  problem  but 
has  so  far  resulted  in  no  valuable  therapeu- 
tic measures  for  hypertension  except  from 
the  standpoint  of  the  pharmaceutical  firms 
who,  by  magnifying  a grain  of  scientific  in- 
formation into  the  Gibralter  of  prophylaxis 
and  treatment,  insinuate  that  those  over  40 
years  of  age  who  take  their  concoctions  will 
be  spared  the  ravages  of  arteriosclerosis  and 
related  disorders. 

Page  and  his  co-workers  have  recommend- 
ed the  use  of  a bacterial  pyrogen,  producing 
artificial  fever  of  around  102°  in  malignant 
hypertension.  It  is  a harsh  treatment  but 
they  feel  the  results  are  better  than  sym- 
pathectomy or  dietary  measures. 

The  best  results  with  potassium  thiocya- 
nate therapy  are  obtained  in  patients  with 
hypertensive  headache.  Blood  levels  must 
be  maintained  at  between  6 and  12  mg.  per 
100  cc.  if  toxic  effects  are  to  be  avoided.  It 
should  be  employed  only  if  facilities  for  anal- 
ysis of  the  blood  are  available.  It  frequent- 
ly results  in  significant  reduction  in  blood 
pressure. 

The  veratrum  alkaloids  produce  signifi- 
cant fall  in  blood  pressure  in  some  cases  but 
controlled  investigations  have  not  proved 
them  too  reliable. 

Hexamethonium  salts  have  been  reported 
from  several  sources  as  having  good  hypo- 
tensive properties  ( Sodium  nitroprus- 
side  and  hydrazinophtholazine  are  promising 
substances  still  in  the  experimental  stage. 

Most  physicians  will  admit  the  therapeutic 
value  in  reassurance  and  in  the  satisfaction 
of  good  patient  doctor  relationship.  In  many 
instances  the  hypertensive  patient  can  well 
utilize  some  guidance  in  his  mode  of  living, 
healthful  exercise,  adequate  rest  and  emo- 
tional stability.  With  this  human  (psycho- 
somatic, if  you  will)  aspect  handled  to  the 
best  of  the  physicians  abilities,  the  trial  of 
various  measures  may  be  added,  employing 
the  simpler  measures  first.  Among  these 
are  mild  sedation,  alone  or  combined  with 
vasodilator  drugs,  weight  reduction,  if  indi- 
cated, and  control  of  tobacco  smoking.  Each 
case  must  be  handled  individually  with  spe- 
cial emphasis  on  judging  the  severity  and 
prognosis  of  the  hypertensive  state  and  plan- 
ning its  treatment  thereby. 
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Dissecting  Aneurysm  of  the  Aorta 
Clinicopathologic  Observations  in 
Twelve  Cases* 
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Omaha,  Nebraska 
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CAPT.  WM.  J.  REALS,  U.S.A.F.  (MC) 

Sheppard  Air  Force  Base,  Texas 

INTRODUCTION 

The  rarity  of  dissecting  aneurysm  of  the 
aorta,  the  difficulties  of  its  clinical  diagnosis, 
and  accumulating  experimental  and  post- 
mortem evidence  that  ischemia  is  an  impor- 
tant factor  in  most  cases  in  the  adult,  led  us 
to  examine  the  clinical  and  pathological  find- 
ings in  twelve  such  fatal  instances  which  we 
have  observed. 

INCIDENCE 

In  1937  Glendy,  Castleman  and  White<i)  analyzed 
19  cases  of  dissecting  aneurysm  of  the  aorta  autop- 
sied  at  the  Massachusetts  General  Hospital  from 
1897-1937  inclusive.  In  thirteen  of  these  the  dissec- 
tion was  directly  related  to  death,  an  incidence  of 


eral  Hospital  over  a 20  year  period  ('  ■'^64).  In  4,957 
autopsies  done  by  members  of  our  department  at 
affiliated  hospital  or  for  the  cor  r from  1932-47 
dissecting  aneurysm  was  found  t‘  .«e  times,  an  in- 
cidence of  0.24  per  cent  or  1:413.  T^.l’  age  groups 

were  included,  since  the  condition  has  reported 
in  the  very  young.  See  Table  I. 

CLINICAL 

Recent  editions  of  textb  medicine 

give  only  a brief  general  . oc.  , on  of  the 
clinical  picture,  but  an  excellent  outline  is 
given  by  McGeachy  and  Paullin(^). 

The  patient  is  usually  a man  or  woman 
about  55  years  old.  See  Table  II. 

TABLE  II 
SEX  AND  AGE 

No.  of  Age  Average 


Sex  Ca’es  Extremes  Age 

Male  6 26-78  54 

Female  6 : 56 

Total  AT  ~55 


Agonizing,  tearing  chest  pain  commonly 
occurs  and  lasts  for  a few  moments  to  several 
hours.  It  is  usually  precordial  and  often  ra- 
diates to  the  back  of  the  thorax,  lumber  re- 
gion or  epigastrium.  Six  of  the  twelve  pa- 
tients in  our  series  had  pain  and  in  only  one 
did  it  radiate.  See  ables  III  and  IV. 


TABLE  III 


MANNER  OF  ONSET 


Manner  No.  of 

Of  Onset  Cases 

Sudden  3 

Gradual  3 

No  pain  3 

Sudden  death,  pain  ? 3 

Total  -12 


AND  SEVERITY  OF  PAIN 


Severity  No.  of 

Of  Pain  Cases 

Severe  3 

Moderate  3 

No  pain  3 

Sudden  death,  pain  ? 3 

12 


TABLE  IV 


LOCATION,  OCCURRENCE  AND  RADIATION 
OF  PAIN 


Location 

Chest-Substernal 

Back  

Arms  

Abdomen  


Initial 
Occur- 
rence Radiation 
..  1 0 

- 1 0 

- 1 1 

3 0 


Total 


6 1 


TABLE  I 


Case 

No. 

Hospital  No. 

Sex 

Race 

Age 

Occupation 

Necropsy 

No. 

Year 

1 

Died  at  home 

M 

Bl. 

26 

(?) 

R 1527 

1932 

2 

27699-2 

F 

W 

60 

Housewife 

R 1560 

1932 

3 

Died  at  home 

F 

W 

49 

Housewife 

R 1623 

1933 

4 

8977 

F 

W 

61 

Housewife 

R 2330 

1936 

5 

49349 

M 

W 

67 

Physicians 

R 3446 

1940 

6 

D.C.M. 

M 

W 

68 

Laborer 

R 3676 

1941 

7 

78910 

F 

W 

64 

Housewife 

R 4083 

1943 

8 

Died  at  home 

M 

W 

64 

Physician 

R 4506 

1944 

9 

Died  at  home 

M 

W 

60 

(?) 

R 4691 

1946 

10 

118106 

F 

W 

74 

Housewife 

R 4798 

1946 

11 

Died  visiting  hospital 

F 

Bl. 

60 

Housewife 

R 4822 

1946 

12 

137136 

M 

W 

50 

Painter 

R 5101 

1947 

1:635  autopsies;  in  six  the  dissection  was  incidental. 
Recently  David,  McPeak,  Vivas-Salas  and  White <2) 
reviewed  17  acute  cases  encountered  among  3,876 
necropsies  (0.44  per  cent  of  1:228)  at  the  same  hos- 
pital from  1937-46.  Sailer(3)  found  24  instances  in 
11,131  autopsies  in  the  files  of  the  Cincinnati  Gen- 

♦From  the  Department  of  Pathology,  the  Creighton  University 
School  of  .Medicine,  the  Creighton  Memorial  St.  Joseph’s  and 
St.  Catherine’s  Hospitals,  Omaha,  Nebraska. 


Usually  there  have  been  preceding  symp- 
toms of  hypertension.  In  spite  of  the  signs 
of  shock  which  are  present  during  the  epi- 
sode, the  blood  pressure  remains  elevated  in 
most  cases.  Since  only  one  patient  in  our 
series  had  blood  pressure  recordings  after 
the  onset  of  the  final  illness,  no  statement 
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concerning  persisting  hypertension  is  pos- 
sible. See  Table  V. 

TABLE  V 

BLOOD  PRESSURE  LEVELS  BEFORE  AND  AFTER 
ONSET  OF  FINAL  EPISODE 

History  Before  After 

Observed  Observed 

Above  140/90  7 7 0 

Below  140/90  111 

Total  8 8 1 

The  heart  is  usually  enlarged.  See  Table 

VI. 


TABLE  VI 

OBSERVATIONS  ON  HEART  SIZE 


Method 

Normal 

En- 

larged 

No.  of 

Cases 

Clinical  _ 

- 0 

3 

3 

Radiographic 

0 

0 

0 

Anatomic  (Wt.) 

- 5 

4 

9 



— 

_ 

Total 

5 

7 

12 

Often  over  the  aortic  area  there  is  a sys- 
tolic or  a to  and  fro  murmur,  at  the  apex  a 
systolic  murmur,  and  along  the  course  of  the 
aorta  additional  bloiving  or  rumbling  sounds 
may  be  heard.  See  Table  VII. 

TABLE  VII 

MURMURS  IN  TEN  CASES  OBSERVED  CLINICALLY 
Muij*murs  Apical  Basal  Total 

Systolic  alone i. 5 0 5 

Diastolic  alone 0 0 0 

Systolic  and  Diastolic 0 0 0 

Total  5 0 5 

Death  comes  hours  to  days  later  as  sud- 
denly as  did  the  onset  of  the  dissection.  See 
Table  VIII.  Following  a slight  exertion,  such 
as  turning  in  bed,  or  while  walking,  the  vic- 
tim gasps  or  cries  out  with  pain  and  is  dead 
in  a few  moments  from  final  rupture  of  blood 
through  the  outer  coat  of  the  aorta. 

In  eleven  of  our  twelve  cases  death  was 
due  to  the  aneurysm;  in  one  the  aneurysm 
produced  symptoms  and  was  evidently  of 
months  duration,  but  did  not  cause  death. 

TABLE  VIII 


SURVIVAL 

AFTER  ONSET 

Acute 

Old 

Dis- 

Dis- 

Survival  Period 

secting 

secting 

24  hours  or  less 

10 

0 

1 to  6 days 

1 

0 

Six  months 

0 

1 

Total  _ 

. - . - _ .11 

1 

DEFINITION 

A “dissecting  aneurysm”  of  the  aorta  is  a 
tear  in  the  media  caused  by  hemorrhage;  it 
is  not  a true  aneurysm — a sac  formed  by  the 
dilatation  of  the  vessel.  The  blood  usually 
separates  the  middle  from  the  outer  third  of 
the  media  and  tends  to  encircle  the  aorta. 

The  dissection  may  be  limited  or  may  ex- 
tend the  entire  length  of  the  vessel  and  even 
into  its  branches.  In  most  instances  there  is 
a final  rupture  through  the  outer  coat  near 


or  at  some  distance  from  the  site  of  begin- 
ning dissection.  The  final  hemorrhage  oc- 
curs into  the  pericardial,  pleural  or  peritoneal 
cavity.  In  an  occasional  patient  the  dissec- 
tion terminates  in  a blind  end  in  the  aortic 
wall  or  it  may  lead  back  through  the  intima 
into  the  lumen  of  the  vessel.  See  Table  IX. 

TABLE  IX 

LOCATION  OF  EXTERNAL  HEMORRHAGES 


Pericardium  6 

Pleural  spaces  2 

Mediastinum  and  pericardium 2 

None  (rupture  into  lumen) 2 


The  histological  evidence  of  injury  to  the 
media  in  dissecting  aneurysm  has  been  stud- 
ied extensively.  It  is  summarized  by 


Fig.  1.  Dissecting  aneurysm  of  aorta  extending  from  the 
root  to  the  bifurcation. 

A — Dis  ecting  aneurysm 

B — Saccular  aneurysm 

Leitch^s)  as  follows:  (1)  Fatty  degeneration 
of  the  elastic  tissue,  with  subsequent  involve- 
ment of  supporting  structures.  (2)  Hyaline 
degeneration  of  the  interlamellar  connective 
tissue.  (3)  Exudative  lesion  of  the  media 
with  replacement  of  the  muscle  and  elastic 
tissue  by  granulation  tissue ; there  is  accom- 
panying cellular  infiltration  and  inflamma- 
tion or  sclerotic  injury  to  the  vasa  vasorum. 
(4)  Primary  muscle  degeneration,  varying 
from  simple  nuclear  loss  to  complete  destruc- 
tion of  muscle  cells,  and  secondary  involve- 
ment of  adjacent  structures.  (5)  Medionecro- 
sis  aortae  idiopathica  cystica  of  Erdheim 
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F\g.  2.  Heart  and  lungs  after  reflection  of  pericardium.  Ar- 
row points  to  surface  of  ascending  aorta  which  was  purple  due 
to  blood  dissecting  media.  Blood  can  also  be  seen  about  left 
lung  root  above  at  A.  Final  external  rupture  into  pericardial 
sac  and  mediastinum. 


Fig.  3.  Aortic  root  showing  intimal  tear  often  seen  above 
posterior  cusp. 

A — Tear 


Fig.  4.  Cross  section  of  aorta  with  outer  portion  of  media 
pulled  outward  by  forceps.  Arrow  points  to  blood  dissecting 
media. 

A — Blood  in  media. 


with  over-production  of  mucoid  ground  sub- 
stance and  cyst  formation. 

ETIOLOGY 

Although  no  single  agent  or  clinical  di- 
sease consistently  produces  the  changes  lead- 
ing to  dissection  of  the  aorta,  the  etiological 
factors  may  be  grouped  as  follows:  (1)  Con- 


Fig.  5.  Microscopic  of  aortic  media.  “A”  indicates  necrosis, 
the  most  common  basic  defect  leading  to  hemorrhage  and  dis- 
section of  media. 


genital — A developmental  failure  of  proper 
formation  of  certain  tissue  elements  in  the 
media,  often  with  coarctation  or  valve  cusp 
defects.  (2)  Severe  systemic  infections  such 
as  typhoid,  rheumatism  or  influenza.  (3) 
Circulating  toxins  — a.  Exogenous  in  diet, 
drugs,  and  experimentally  introduced  nico- 
tine, diphtheria  toxin  and  epinephrine,  b. 
Endogenous  in  uremia,  thyroid  or  other 
endocrinopathies.  (4)  Hypertension  — while 
present  in  most  cases,  its  role  seems  subordi- 


Fig.  6.  Photomicrograph  of  dissection  of  blood  along  media 
and  through  intima  into  lumen  at  top  left  center. 

A —Lumen 
B — Blood  in  media 
C — Adventitia 


Volume  37 
Number  2 


ANEURYSM  OF  AORTA:  RUSSUM,  REALS 


49 


nate ; it  is  not  clear  how  it  would  produce 
medial  necrosis.  Once  there  is  cystic  necro- 
sis, hypertension  puts  an  additional  strain 
upon  the  vessel  wall  and  may  lead  to  rupture. 

The  work  of  Schlichter^®),  who  reviewed  the 
experimental  work  on  the  subject  and  who 
produced  medionecrosis  aortae  by  interfer- 
ing with  the  blood  supply  of  the  aorta,  sug- 
gests that  ischemia  of  the  aortic  wall  is  the 
basic  cause  of  the  condition,  no  ma'  ter  which 
of  the  above  ethiological  factors  is  operative. 
He  concludes  that  vascularization  of  the 
aorta  determines  the  site,  extent  and  se- 
verity of  the  lesions.  For  example,  the 
media  of  the  ascending  aorta,  the  most  fre- 
quent site  of  dissection  in  man,  has  no  ex- 
tensive vasculature  and  no  vessels  over  10 
micra  can  be  seen  arising  directly  from  the 
lumen  at  this  level  of  the  vessel. 

Schlichter’s  contention  is  supported  by 
Amromin  et  al.^'^b  who  found  narrowings  of 
the  lumens  of  the  vasa  vasorum  in  seven  of 
twelve  dissecting  aortic  aneurysms.  Other 
factors  favoring  medionecrosis  in  the  ascend- 
ing aorta  include  the  greater  impact  of  the 
blood  upon  the  aortic  wall  at  this  level,  and 
the  absence  of  connective  tissue  support  for 
the  vessel  within  the  pericardium. 

Our  observations  on  the  vasa  vasorum  of 
the  twelve  aortas  parallel  those  of  Amromin 
and  co-workers.  In  the  nine  cases  where 
satisfactory  histological  material  was  avail- 
able for  study  there  was  intimal  thickening 
in  five,  medial  hypertrophy  in  two,  and 
syphilitic  involvement  in  two. 

CLINICAL  DIAGNOSIS 

Clinical  Diagnosis  is  usually  difficult  be- 
cause of  the  variable  clinical  signs  and  symp- 
toms, the  short  duration  of  the  final  illness 
or  often  sudden  death.  The  tentative  clini- 
cal diagnoses  made  in  our  twelve  cases  are 
listed  in  Table  X. 

TABLE  X 

CLINICAL  DIAGNOSIS 


Dissecting  aneurysm  1 

Cerebral  thrombosis  1 

Shock,  cause  undetermined 1 

Peptic  ulcer  1 

Hypertensive  heart  disease 2 

Coronary  occlusion  - 2 

None  (sudden  death) 4 

Total  - 12 


Warren  and  McQuown^*>  direct  attention 
to  the  close  relation  between  the  clinical  find- 
ings and  the  pathological  anatomy  in  each 
case  and  present  a schematic  drawing  of  the 
eight  anatomic  divisions  of  the  aorta,  indi- 
cating the  main  arterial  trunks  arising  from 


the  great  vessel.  The  symptoms  and  signs 
result  from  disturbances  of  the  blood  supply 
to  one  or  more  of  the  following  organs  or 
regions  and  the  cases  can  be  grouped  accord- 
ingly; (I)  Heart.  (II)  Lungs.  ) (HI)  Brain. 
(IV)  Upper  extremities.  (5))  Spinal  cord. 
(VI)  Alimentary  tract.  (VII)  Genito-urinary 
tract.  (VHI)  Lower  extremities. 

According  to  the  site  of  apparent  origin 
of  the  dissection  our  twelve  cases  contain 
representatives  of  four  of  the  eight  groups 
listed  by  these  authors : 

Group  I.  — Eight  cases  — Here  the  ar- 
teries of  the  heart  itself  are  compromised  by 
dissection  of  the  intrapericardial  portion  of 
the  aorta.  The  clinical  findings  may  be  sub- 


Fig.  7.  Cross  section  of  coronary  artery  showing  blood  dis- 
secting media  by  extension  from  same  coat  of  aortic  root. 

A — Blood  in  media 

This  patient  was  in  group  I and  presented  signs  of  coronary 
insufficiency. 

sternal  pain,  dyspnoea  and  shock,  while  there 
may  be  EKG  evidence  of  myocardial  disease. 
Aortic  insufficiency  or  frank  infarction, 
acute  cor  pulmonale,  or  cardiac  tamponade 
may  follow.  In  this  group  the  final  external 
hemorrhage  usually  occurs  primarily  into  the 
pericardial  sac. 

Group  H.  — One  case — Here  the  branches 
of  the  thoracic  aorta  distal  to  the  pericardial 
reflection  are  involved.  Cough,  hemoptysis, 
chest  pain,  with  clinical  and  roentgenological 
evidence  of  lung  compression,  result.  Carci- 
noma of  the  lung,  hypostatic  bronchopneu- 
monia, or  massive  left  hemothorax  with 
shock,  are  usually  suspected. 

Group  HI.  — One  case  — Here  the  convex 
surface  of  the  arch  is  involved.  The  clinical 
picture  resembles  that  of  a cerebral  accident, 
because  of  narrowing  of  a carotid  orifice.  A 
“carotid  hemiphegia”  occurs.  There  may  be 
homolateral  blindness  with  contralateral 
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flaccid  paralysis,  hemianesthesia  and  apha- 
sia. This  type  is  rare,  since  the  inferior  as- 
pect of  the  arch  is  more  often  involved. 

Group  VI.  — Two  cases  — Here  there  is 
interference  with  circulation  through  the 
superior  mesenteric  artery.  The  symptoms 
suggest  acute  colitis,  dysentery,  mesenteric 
thrombosis,  ileus,  malignancy  of  the  bowel  or 
strangulated  hernia,  and  surgical  interven- 
tion may  follow. 

The  following  table  con’elates  as  far  as 
possible  the  clinical  and  pathological  find- 
ings, indicating  the  origin,  extensions  and 
termination  by  external  rupture  in  each  of 
our  twelve  cases.  It  will  be  seen  that  the 
arteries  of  more  than  one  group  are  involved 
in  many  cases,  although  at  autopsy  one  can 
usually  determine  the  point  of  origin.  In- 
creased accuracy  of  clinical  diagnosis  will  fol- 
low if  the  clinician  will  use  the  symptoms  and 
signs  as  an  aid  in  determining  the  origin,  ex- 
tension and  termination  of  the  lesions.  Most 
of  the  cases  fell  into  Group  I and  death  was 
from  cardiac  tamponade. 


In  two  patients  the  initial  clinical  data  sug- 
gested involvement  of  Group  VI  vessels.  In 
one  autopsy  a process  was  revealed  begin- 
ning in  the  ascending  aorta  and  extending 
down  the  artery  to  involve  the  superior 
mesenteric  vessel.  In  the  second  there  were 
two  dissections,  one  beginning  in  the  aortic 
root  and  extending  down  to  the  diaphragm, 
the  other  originating  below  the  diaphragm 
and  tearing  down  to  the  bifurcation  of  the 
aorta.  The  latter  caused  the  symptoms  pre- 
ceding death. 

The  following  cases  are  presented  in  some 
detail  to  exemplify  certain  less  common  cli- 
nical or  pathological  features  of  this  entity : 

CASE  I 

“Carotid  Hemiplegia,” 

(Case  1560-32— Group  III) 

Clinical  History:  A 48  year  old  white  housewife 
was  admitted  to  the  hospital  because  of  nausea,  vo- 
miting and  unconsciousness.  Headaches,  which  had 
recurred  at  intervals  for  several  years,  had  been  es- 
pecially severe  for  a week.  The  morning  before  ad- 
mission she  awoke  early  and  vomited  repeatedly. 
Her  physician  had  done  a spinal  punture  and  found 


TABLE  XI 

CASES  GROUPED  ACCORDING 
TO  CLINICAL  EVIDENCE  AND  AUTOPSY  FINDINGS 


Cl. 

Path. 

Cl. 

Path. 

Cl. 

Path. 

Cl. 

Path. 

R-1527 

R-1560 

R-1623 

R-2330 

Origin 

? 

I 

Ill 

III 

1 

I 

V,  I 

V,  I,  II 

Extension 

? 

I 

n 

I & II 

? 

II 

V,  I 

V 

Termination 

? 

I 

II.  I 

I 

I 

I 

I,  II 

R-3446 

R-3676  No.  1 

No.  2 

R-4083 

R-4506 

Origin 

O 

VI 

VI 

I 

VI 

I 

I 

7 

I 

Extension 

0 

VI 

0 

II.  IV,  v 

VII 

I 

I 

7 

II,  V,  VI 

Termination 

O 

O 

O 

O 

o 

I 

I 

7 

I,  II 

R-4691 

R-4798 

R-4822 

R-5101 

Origin  _ 

VI 

II 

I 

I 

7 

I 

IV 

IV 

Extension 

? 

V,  VI 

I 

II  to  VII 

7 

I 

V,  VII 

II,  V,  VI 

Termination 

? 

II 

I 

I 

7 

I 

III,  V 

II 

A comparison  of  clinical  and  pathologic 
data  in  Table  XI  indicates  that  no  clinical 
diagnosis  could  be  made  in  five  of  the  twelve 
cases.  In  two  patients  the  clinical  findings 
suggested  involvement  of  vessels  in  Group  I 
and  the  autopsy  findings  confirmed  the  sug- 
gestion, although  in  one  the  process  extended 
from  Group  I alone  the  aorta  to  involve  the 
renal  vessels  in  Group  VII.  In  the  one  “caro- 
tid hemiplegia”  case  the  initial  symptoms 
were  those  of  involvement  of  Group  III  ves- 
s e 1 s and  autopsy  revealed  extension  to 
Groups  II  and  I.  In  the  one  patient  where 
the  clinical  findings  suggested  an  origin  in 
the  region  involving  the  left  subclavian  ves- 
sel (Group  IV)  the  autopsy  revealed  an  ori- 
gin in  that  zone  and  extension  both  ways,  in- 
volving the  vessels  of  Groups  II,  V,  VI  and 
VII. 


increased  spinal  fluid  pressure.  Three  years  before 
admission  she  had  been  told  that  she  had  marked 
hypertension  with  nephritis  and  a diagnosis  of  aortic 
aneurysm  had  been  made. 

Physical  examination  disclosed  that  she  was 
comatose  and  the  left  side  of  the  body  was  paralyzed. 
The  blood  pressure  was  132/68.  The  pupils  were 
round,  regular,  equal,  and  reacted  to  L.  and  A. 
There  was  a systolic  murmur  at  the  apex  and  a 
water-hammer  pulse.  The  tongue  deviated  slightly 
to  the  left.  The  knee  jerks  were  exaggerated.  There 
was  hyperesthesia  of  the  left  side  of  the  body.  Re- 
flexes were  increased  in  both  the  upper  and  lower 
extremities. 

The  blood  Hb.  was  90%,  the  red  cells  4,780,000, 
and  the  white  cells  25,650,  with  85%  polys.  The 
Wassermann  was  negative  and  the  urine  was  nor- 
mal. 

The  temperature  was  97,  the  pulse  60,  and  the 
respirations  were  26  per  min.  She  was  unable  to 
move  the  left  arm  and  leg.  She  coughed  and  ex- 
pectorated a great  deal  and  did  not  respond  well  to 
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questions.  She  became  quite  restless  and  drowsy, 
complained  of  chest  pain  and  coughed  violently. 
Seven  hours  after  admission  she  became  cyanotic, 
gasped  for  breath  and  died. 

At  autopsy  the  pertinent  pathologic  diagnoses 
were:  Dissecting  aneui-ysm  of  the  ascending  aorta 
with  i-upture  into  the  pericardium;  luetic  aortitis 
and  mai'ked  artherosclerosis  aortae;  hypertrophy 
of  the  left  ventricle  with  fibrosis  myocardii. 

The  pericardium  contained  about  300  cc  of  fluid 
and  clotted  blood.  The  heart  was  firmly  contracted 
and  normal  in  size.  The  surface  of  the  aorta,  seen 
on  opening  the  pericardium,  was  pui-plish,  resem- 
bling the  vena  cava.  The  aorta  appeared  enlarged 
and  was  quite  soft.  The  wall  of  the  left  ventricle 
was  1.5  cm.  thick.  There  was  some  fibrosis  of  the 
myocardium.  On  opening  into  the  aorta  the  soft 
purplish  tissue  proved  to  be  only  adventitia  which 
was  distended  and  tense  because  of  blood  separating 
it  from  the  underlying  media.  This  dissection  en- 
circle the  aorta  and  extended  upward  onto  the  su- 
perior surface  of  the  arch.  In  the  lining  of  the 
aortic  arch  there  were  a number  of  atheromatous 
thickenings,  rather  marked  linear  striations  and 
pouch-like  distentions  and  distortions  of  the  entire 
vessel.  About  1 cm.  above  the  right  posterior  aortic 
cusp  there  was  a small  transverse  tear  in  the  ad- 
ventitia nearby,  through  which  the  rupture  had  oc- 
curred. 

Clinicopathologic  correlation  — Her  hypertension 
had  produced  left  cardiac  hypertrophy.  The  fibro- 
sis myocardii  was  due  to  coronary  sclerosis.  Both 
atherosclerosis  and  syphilis  left  their  marks  on 
the  aorta.  The  dissection  involved  the  convex  sur- 
face of  the  aortic  arch.  Clinically  the  syndrome 
at  first  resembled  a cerebral  accident  and  produced 
a “carotid  hemiphegia.”  This  is  a rather  rare  cli- 
nical type,  since  the  inferior  rather  than  the  con- 
vex aspect  of  the  aorta  is  more  often  involved  by 
the  dissection.  The  violent  cough  which  developed 
later  was  apparently  due  to  the  extension  of  the 
process  along  the  thoracic  aorta  distal  to  the  peri- 
cardial reflection.  Death  was  due  to  intrapericar- 
dial  rupture  and  cardiac  tamponade.  The  location 
of  the  dissection  was  such  as  to  involve  the  intra- 
pericardial  portion  of  the  aorta,  the  thoracic  aorta 
distal  to  the  pericardial  reflection,  and  the  convex 
portion  of  the  arch.  The  chest  pain  could  result 
from  embarrassment  of  aortic  branches  in  groups 
I and  II,  the  violent  cough  from  encroachment  upon 
vessels  in  group  II,  and  the  hemiphegia  from  selec- 
tive involvement  of  the  orifice  of  the  innominate 
artery. 

CASE  II 

Two  dissecting  aneurysms,  one  older  and  rupturing 
back  into  lumen.  No  external  rupture. 

Death  from  shock. 

(Case  R 3676 — Group  I) 

Clinical  History:  A 68  year  old  white  man  entered 
the  hospital  in  shock.  He  was  complaining  of  ab- 
dominal pain  and  vomiting  blood.  He  had  been 
vomiting  at  intervals  and  had  been  shoi’t  of  breath 
for  a month.  He  had  had  nose  bleeds  for  a year. 
He  was  somewhat  stuporous  and  answered  questions 
with  difficulty. 

Physical  examination  disclosed  a heart  enlarged 
to  the  left  anterior  axillary  line,  an  apical  systolic 
murmur  and  a possible  pulsating  mass  in  the  left 


upper  abdominal  quadrant.  The  blood  pressure  was 
82/34  and  the  clinical  impression  was  probable  hy- 
pertensive heart  disease  with  terminal  failure  and 
possible  carcinoma  of  the  stomach. 

At  autopsy  the  following  pathological  diagnoses 
were  made:  Extensive  dissecting  aneurysm  of  the 
aorta,  beginning  in  the  ascending  aorta,  extending 
the  entire  length  of  the  vessel  and  into  the  proximal 
portions  of  the  iliac  arteries;  cardiac  dilatation  and 
hypertrophy;  passive  congestion  of  the  liver  with 
mild  cirrhosis;  moderate  nephrosclerosis;  a small 
diverticulum  of  the  urinary  bladder. 

There  was  marked  dilatation  of  the  aorta  through- 
out its  length.  There  were  two  large  dissecting 
aneurysms  of  the  aorta,  one  in  the  ascending  and 
one  in  the  abdominal  portion.  The  first  began  just 
above  the  aortic  cusps  where  it  connected  with  the 
aortic  lumen  by  three  small  intimal  transverse  slits, 
each  1 cm.  long,  on  the  posterior  wall.  It  extended 
along  the  aorta  to  the  diaphragmatic  level  where  it 
opened  back  into  the  lumen.  The  second  aneurysm 
began  just  below  the  diaphragm  and  extended  to  the 
bifurcation  of  the  aorta;  it  encircled  the  vessel  and 
contained  much  clotted  blood.  It  connected  with  the 
aortic  lumen  thru  a 3 cm.  hole  in  the  intima  at  a 
level  2 cm.  below  the  diaphragm.  There  was  ex- 
treme atherosclerotic  ulceration  of  the  entire  ab- 
dominal aorta  and  marked  calcification  of  the  inti- 
ma. In  the  distal  abdominal  aorta  there  was 
moderate  intimal  linear  striation. 

This  case  is  distinctive  in  that  there  were  two 
lai-ge  dissections,  extreme  atherosclerosis,  the  fact 
that  the  first  or  upper  tear  had  ruptured  back  into 
the  lumen  of  the  aorta,  while  the  second  or  lower 
had  not  ruptured  externally  and  that  death  was  due 
to  shock. 

Clinicopathologic  Correlation : The  pre- 
dominant symptoms  suggested  involvement 
of  the  vessels  in  Group  6,  where  disease  of 
the  gastrointestinal  tract  is  simulated  be- 
cause of  encroachment  upon  the  superior 
mesenteric  artery.  Death  from  shock  was 
due  to  tearing  of  the  abdominal  aortic  wall 
and  production  of  the  lower  of  the  two  dis- 
sections, with  a drop  of  blood  pressure  to 
82/34.  The  large  heart  indicated  a preexist- 
ing hypertension,  but  the  usual  persisting 
hypertension  of  dissecting  aneurysm  was 
nullified  by  the  shock.  Although  the  dissec- 
tion began  in  the  first  portion  of  the  aorta 
and  extended  to  the  diaphragmatic  level,  no 
symptoms  or  signs  were  available  in  the  rec- 
ord by  which  the  patient  could  have  been 
placed  clinically  in  Group  1,  2,  3,  4,  5,  or  7. 
Although  there  were  the  findings  of  syphi- 
litic aortitis,  this  disease  apparently  played 
no  important  role  in  the  fatal  issue. 

SUMMARY 

In  4957  autopsies  from  1932-47  inclusive 
twelve  dissecting  aneurysms  were  found,  an 
incidence  of  0.24  percent  or  1 :413.  In  eleven 
of  the  twelve  death  was  due  to  the  aneurysm. 
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Six  aneurysms  were  in  males,  with  age  ex- 
tremes of  26  and  68  and  an  average  of  54 
years.  An  equal  number  in  females  aver- 
aged 56  years,  with  49-74  as  age  extremes. 

The  findings  of  narrowed  lumina  of  vasa 
vasorum  in  five  of  the  nine  aortas  whei'e  his- 
tological material  was  available  for  study 
complements  recently  reported  findings  of 
AmrominC^b  who  found  such  changes  in 
seven  of  twelve  such  aneurysms.  Such  find- 
ings support  the  contention  that  ischemia  is 
the  basic  cause  of  the  condition  in  the  adult. 

The  final  external  rupture  was  into  the 
pericardium  in  six  cases,  the  pleura  in  two, 
the  pericardium  and  mediastinum  in  two.  In 
one  instance  final  rupture  was  back  into  the 
aortic  lumen  and  death  was  from  shock. 

When  the  cases  are  arranged  according  to 
the  anatomic  divisions  of  the  aorta  primarily 
involved,  following  the  suggestion  of  War- 
ren and  McQuown,  eight  fall  into  group  I, 
and  one  each  into  II,  III,  IV  and  VI. 

In  half  of  our  12  cases  pain  was  not  a 
symptom.  In  three  patients  pain  was  non- 
radiating and  began  in  the  head,  chest  or 
neck,  while  in  an  equal  number  it  began  in 
the  abdomen  and  radiated  in  one. 

In  seven  of  the  twelve  patients  there  was 
a history  of  hypertension  and  the  blood  pres- 
sure was  above  140/90,  but  none  was  ob- 
served after  the  attack  began.  Only  one  pa- 
tient, with  a pressure  below  140/90,  was  ob- 
served before  and  after  the  dissection  began. 

In  only  three  patients  was  the  heart  ob- 
served to  be  enlarged  during  life.  Of  nine 
heart  weights  recorded  after  death  five  were 
normal  and  four  were  increased. 

The  only  murmurs  recorded  were  apical 
systolic,  heard  in  five  patients. 

Survival  after  onset  of  the  dissection  was 
24  hours  or  less  in  10  patients,  one  day  in 
one,  and  six  months  in  one. 

CONCLUSIONS 

Available  clinical  and  pathologic  evidence 
in  our  12  autopsies,  as  well  as  a careful  study 
of  reports  of  similar  groups  and  of  individual 
cases,  suggest  that  (1)  ischemia  plays  an 
important  role  in  the  development  of  dissect- 
ing aneurysm,  (2)  clinical  diagnosis  of  this 
condition  will  improve  if  the  physician  keeps 
in  mind  the  variability  of  symptoms  and  phy- 
sical findings  caused  by  encroachment  of  the 
dissection  upon  different  branches  of  the 
aorta,  (3)  pain  is  often  not  present  and  often 
radiation  is  not  characteristic,  (4)  final  rup- 


ture is  most  often  into  the  pericardiac  sac, 
(5)  hypertension  is  usually  present,  is  not 
the  primary  cause  of  the  condition  but  adds 
a greater  strain  to  an  already  diseased 
aorta. 

Murmurs  are  so  variable  as  to  time,  type 
and  site  that  they  are  not  important  diag- 
nostic aids. 
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Tuberculosis  Abstracts 

TREATMENT  OF  MINIMAL  TUBERCULOSIS 

All  pulmonary  tuberculosis  is  minimal  in  its  early 
stages  and  progression  may  be  avoided  by  effective 
treatment.  Minimal  disease  is  usually  unaccompa- 
nied by  symptomatic  illness  so  is  frequently  demon- 
strated only  by  roentgenogram.  The  discovery  of 
disease  in  its  early  and  curable  forms  is  one  of  the 
purposes  of  case-finding  programs.  While  the  wis- 
dom of  these  programs  is  established,  they  fall  short 
of  complete  accomplishment  unless  subsequent  treat- 
ment is  effective.  Once  minimal  disease  has  been 
identified,  its  progression  must  be  accepted  as  fail- 
ure. 

Because  the  lesions  are  small  and  the  patient  has 
few,  if  any,  symptoms,  one  is  tempted  to  attach 
less  significance  to  minimal  disease  than  to  the 
advanced  disease.  Rather  than  to"  reassure  himself 
and  the  patient  by  thinking  of  “just  a little  spot  on 
the  lung,”  the  physician  needs  to  consider  the  lesion 
as  the  focal  area  from  which  disabling  disease  may 
occur  and,  to  take  advantage  of  the  opportunity  for 
simple,  less  costly,  and  more  effective  treatment. 

Individuals  vary  in  their  ability  to  heal  tuber- 
culous infection.  The  majority  of  those  first  in- 
fected with  the  disease  remain  well  and  infection 
is  indicated  only  by  a reaction  to  tuberculin.  Small 
areas  of  calcification  may  appear  eventually  in  lung 
or  lymph  nodes.  In  others  irreversible  damage  oc- 
curs, and  necrotic  tissues  may  liquefy  and  slough 
into  nearby  bronchi  and  healthy  lung.  While  the 
patient  may  be  without  symptoms,  the  x-ray  re- 
veals small  shadows  of  pneumonic  disease  and  a 
“minimal”  lesion  is  diagnosed.  The  patient  may 
then  develop  sufficient  resistance  to  prevent  further 
extension.  In  this  case,  he  either  remains  well  or 
may  harbor  areas  of  chronic  infection  which  under- 
go evolution  after  considerable  lapse  of  time. 

Except  by  hindsight,  it  is  not  possible  to  distin- 
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guish  between  the  individual  who  can  control  his 
minimal  lesion  without  treatment  and  the  patient 
in  whom  progressive  disease  may  occur.  This  often 
proves  costly  for  the  patient  and  the  community. 
Since  some  undetected  lesions  are  controlled  with- 
out treatment,  residual  shadows  may  later  be  en- 
countered in  routine  x-ray  examinations.  For  this 
reason  various  factors  including  the  pathologic  age 
and  character  of  lesions  discovered  in  asymptomatic 
individuals  need  consideration  before  treatment  is 
advised. 

Previous  x-ray  examinations  may  demonstrate 
that  the  lesion  is  newly  acquired  and  must  be  as- 
sumed active  and  unstable.  Symptoms  or  the  pres- 
ence of  tubercle  bacilli  in  sputum  or  gastric  contents 
may  indicate  activity.  In  adolescents  and  young 
adults,  most  minimal  disease  is  recently  acquired 
and  quite  unstable.  While  new  disease  may  be 
acquired  throughout  life,  lesions  occurring  in  older 
persons  may  represent  old  unidentified  disease  need- 
ing only  periodic  examination.  Lesions  must  be  sub- 
jected to  clinical  scrutiny  establishing  their  dura- 
tion and  potentialities.  From  these  studies  will 
emerge  those  patients  with  early,  minimal  disease. 
Effective  treatment  of  this  group  constitutes  the 
major  problem  in  dealing  with  minimal  disease. 

Early  lesions  are  small  areas  of  tuberculous  bron- 
chopneumonia which  may  resolve  completely,  leav- 
ing essentially  normal  lung  tissue.  On  the  other 
hand,  the  tissues  within  this  area  may  be  destroyed 
leaving  cavities  from  which  dissemination  may  oc- 
cur. Even  in  the  smallest  lesion  demonstrable  by 
x-ray,  some  areas  have  undergone  destructive 
changes.  The  outcome  of  any  case  depends  upon 
the  extent  and  character  of  the  disease,  individual 
factors  of  resistance,  and  the  manner  in  which  the 
latter  are  influenced  by  treatment. 

The  therapeutic  program  is  developed  from  the 
following  considerations.  Since  the  minimal  lesion 
represents  recent  extension  of  disease  from  micro- 
scopic foci  of  greater  duration,  it  must  be  assumed 
that  the  patient,  at  this  stage,  has  inadequate  re- 
sistance to  control  his  disease.  Treatment  must  be 
directed  toward  increasing  resistance.  Much  of  the 
lesion  may  be  reversible  if  the  lesion  has  been  dis- 
covered soon  after  it  has  developed.  Immediate 
treatment  is  urgent  before  further  evolution  pro- 
duces less  reversible  lesions.  If  further  extensions 
of  disease  take  place,  each  new  lesion  has  poten- 
tialities for  breakdown  and  further  dissemination. 
The  presence  of  small  necrotic  foci  must  be  assumed 
in  all  minimal  lesions  and  their  extent  limits  the  ef- 
fectiveness of  cure. 

Rest  is  the  foundation  of  the  therapeutic  pro- 
gram. Experience  indicates  that  rest  favors  devel- 
opment of  resistance,  thus  enabling  the  tissues  to 
suppress  activity  of  the  tubercle  abcillus,  remove 
products  of  inflammation,  and  to  control  areas 
more  permanently  damaged.  Spreading  disease  oc- 
curs less  often  when  patients  are  in  bed.  Bronchial 
secretions  are  decreased  during  bed  rest,  and  this 
factor  probably  plays  an  important  part  in  decreas- 
ing the  hazai’d  of  dissemination  through  the  bron- 
chi. 

Bed  rest  is  most  effective  during  the  early  period 
of  treatment  when  the  lesions  are  reversible  and 
most  unstable.  For  this  reason,  it  is  advocated  that 
patients  with  early  lesions  be  put  to  bed  immedi- 


ately upon  identification  of  their  lesions.  Often 
this  is  difficult  since  the  patient  feels  well.  Com- 
promises which  permit  him  to  continue  his  normal 
activity  while  the  lesion  is  observed,  may  jeopardize 
his  future  health  and  happiness. 

It  is  difficult  for  an  asymptomatic  individual  to 
make  the  transition  from  an  active  life  to  complete 
rest.  Given  thorough  understanding  of  his  prob- 
lem and  the  odds  at  stake  and  given  day  to  day  as- 
sistance in  meeting  the  aggravations  of  inactivity, 
the  usual  patient  is  less  unhappy  from  his  treatment 
than  from  a set-back  of  progressive  disease.  An 
intelligent  individual  is  able  to  accept  the  depressing 
aspects  of  tuberculosis  infection  and  inactivity.  Rec- 
ognition of  individual  problems  is  necessary  and 
special  assistance  may  be  needed. 

It  seems  wise  to  continue  bed  rest  until  stability 
of  the  lesion  can  be  assumed.  This  implies  ab- 
sence of  constitutional  symptoms  and  an  unchanging 
lesion  by  roentgenogram.  Clearing  of  reversible 
elements  occurs  usually  in  from  four  to  six  months. 
Subsequent  change  by  x-ray  may  be  slight  and 
quite  slow.  From  this  point  treatment  is  directed 
toward  control  of  more  permanently  damaged  areas 
whose  presence  must  be  assumed.  The  time  neces- 
saiy  depends  on  the  patient’s  clinical  course,  per- 
sonal situation,  and  anticipated  demands  of  his  nor- 
mal activities.  Resumption  of  activity  must  be 
gradual  since  bed  rest  is  deconditioning. 

In  some  cases,  the  administration  of  streptomycin 
and  para-aminosalicylic  acid  may  be  wise.  But 
bacterial  resistance  may  develop  and,  since  the  mini- 
mal lesion  is  potentially  the  advanced  lesion,  an 
effort  must  be  made  to  conserve  this  temporary  sup- 
port for  urgent  needs. 

Most  patients  recover  permanently  from  mini- 
mal disease  if  rest  is  adequate.  A few  develop  more 
chronic  disease  which  continues  to  threaten  health 
and  in  this  group  it  may  occasionally  be  necessary 
to  add  collapse  or  other  surgical  therapy. 

Effective  treatment  of  minimal  tuberculosis  must 
be  prompt  and  thorough.  The  patient  must  be 
thoughtfully  taught  about  his  disease  if  full  cooper- 
ation is  to  be  achieved.  Most  patients  recover  com- 
pletely and  resume  their  previous  activities,  but 
needs  for  vocational  retraining  must  be  visualized. 
Regular  medical  supervision  wisely  continues  after 
recovery  and  resumption  of  normal  living. 

— Julia  Jones,  M.D.,  The  NTA  Bulletin.  September,  1951. 


Chloromycetin  has  produced  “rapid  and  extensive 
relief”  in  a large  number  of  patients  suffering  from 
trachoma. 

Therapeutic  Notes,  published  by  Parke,  Davis  & 
Company,  pointed  out  that  trachoma  is  prevalent 
in  the  southern  parts  of  the  United  States.  In 
Egypt,  Asia  Minor  and  the  Orient,  90  percent  of  the 
population  is  affected. 

The  publication  referred  to  a report  in  The  Amer- 
ican Journal  of  Tropical  Medicine  by  Drs.  Michel 
J.  Pijoan  and  John  Dineen,  both  of  the  Navajo 
Medical  Center,  Fort  Defiance,  Ariz.,  and  Dr.  Eugene 
H.  Payne  of  Parke-Davis. 

The  doctors  gave  Chloromycetin  by  mouth  to  23 
patients. 
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THE  A.MA.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 


Organization  Section 

POSTGRADUATE  COURSES 

Your  Speakers  Bureau  Committee  wishes 
to  use  this  portion  of  the  Organization  Sec- 
tion to  review  for  all  members  the  regional 
postgraduate  courses  it  sponsored  December 
3-8,  1951,  and  at  the  same  time  point  out  a 
few  factors  relevant  to  their  being  held  in 
the  future. 

In  order  to  get  an  accurate  opinion  of  how 
the  courses  were  received,  the  committees 
sent  a brief  questionnaire  to  all  those  who  at- 
tended the  one-day  meetings.  The  returns 
have  been  extremely  gratifying.  Without 
exception,  they  have  shown  that  this  type  of 
continuous  education  course  is  tremendously 
popular,  particularly  to  the  men  in  the  rural 
areas.  A good  many  members  have  asked 
that  such  courses  be  held  two  or  three  times 
a year.  An  even  larger  number  hoped  they 
could  be  held  “at  least”  once  a year. 

To  better  illustrate  the  enthusiasm  shown, 
a few  comments  by  members  are  listed  be- 
low: 

“I  feel  that  this  has  been  the  most  construc- 
tive meeting  held  in  our  town.” 

“I  would  greatly  be  in  favor  of  more  frequent 
meetings.  Please,  let’s  have  them  more  often.” 
“Your  interests  in  bringing  this  type  of  pro- 
gram to  the  busy  doctor  is  to  be  commended. 
This  particular  program  is  what  we  in  western 
Nebraska  feel  is  a definite  step  forward  in  mak- 
ing a more  well-knit  group  of  our  whole  associa- 
tion.” 

“The  meeting  was  excellent  and  practical.” 
“This  is  the  best  thing  for  the  country  doctors 
that  the  association  has  done.” 

“Three  or  four  meetings  a year,  or  more, 
would  be  a godsend  to  us.” 

What  about  future  meetings  ? Surely 
there  is  a desire  for  them,  as  demonstrated 
by  the  remarks  above.  For  the  meetings  just 
past,  we  had  generous  financial  support  from 
the  heart  and  cancer  societies.  If  this  coop- 
eration is  extended  to  future  years,  the  com- 
mittee sees  no  reason  why  the  regional 
courses  cannot  be  made  an  annual  event.  If 
this  support  becomes  unavailable,  other 
measures  would  have  to  be  resorted  to  in 
financing  the  meetings,  perhaps  a registra- 
tion fee  with  the  state  medical  association 
underwriting  any  deficit  that  might  occur. 
Of  the  145  questionnaires  returned  only  four 
opposed  the  paying  of  a reasonable  tuition 
fee.  It  should  be  stated,  however,  that  the 
committee  has  no  reason  to  believe  at  this 
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time  that  the  support  of  the  heart  and  cancer 
societies  will  be  withdrawn. 

Thus,  your  committee  wishes  to  report 
that  it  will  give  early  consideration  to  these 
meetings  in  future  years. 


“HERE  WE  GO  AGAIN 

Dr.  George  Lull’s  Secretary’s  Letter  of 
January  7,  1952,  started  out  most  appropri- 
ately for  what  was  to  follow.  It  began  “Well, 
here  we  go  again — .’’  It  referred  to  the 
President’s  announcement  that  he  had  ap- 
pointed a committee  to  study  the  nation’s 
health  needs,  including  his  own  proposals. 

The  commission,  composed  of  15  prominent 
lay  and  profession  persons,  is  to  be  headed 
by  Dr.  Paul  Magnuson,  well  known  Chicago 
orthopedic  surgeon.  Dr.  Gunnar  Gundersen, 
La  Crosse,  Wisconsin,  a member  of  the 
A.M.A.  Board  of  Trustees,  was  also  on  the 
commission’s  original  list  when  it  was  handed 
to  newsmen  in  Washington.  Within  24  hours 
Dr.  Gundersen  withdrew  his  name.  The 
statement  he  issued  at  that  time  clearly  de- 
fines the  real  objectives  of  the  commission: 

“At  the  time  I was  invited  to  serve  on  the 
President’s  new  commission  to  study  health 
problems,  I felt  it  most  important  to  see  his 
statement  of  objectives. 

“I  have  not  yet  received  such  a directive, 
but  judging  from  statements  released  to 
Washington  press  representatives  ...  I be- 
lieve I am  correct  in  assuming  that  the  com- 
mission is  designed,  both  in  its  majority 
membership  and  in  its  objectives,  as  an  in- 
strument of  practical  politics,  to  relieve  Pres- 
ident Truman  from  an  embarrassing  position 
as  an  unsuccessful  advocate  of  compulsory 
health  insurance. 

“I  certainly  cannot  subscribe  to  such  a 
masquerade  . . .” 

Dr.  Gundersen  felt  that  the  commission’s 
study  is  unnecessary.  He  also  objected  to 
its  work  being  financed  by  defense  funds, 
“leading  the  people  to  believe  that  an  emer- 
gency exists.’’  Dr.  John  Cline,  A.M.A.  Presi- 
dent, issued  a statement  the  day  after  Dr. 
Gundersen  resigned,  which  said: 

“This  is  a shocking  attempt  to  give  White 
House  sanction  to  the  brazen  misuses  of  de- 
fense emergency  funds  for  a program  of  po- 
litical propaganda,  designed  to  influence 


legislation  and  the  outcome  of  the  1952  elec- 
tions.’’ 

These  two  statements  give  you  briefly  the 
new  approach  of  the  Washington  planners 
for  propagandizing  socialized  medicine. 


FEBRUARY  CRIPPLED  CHILDREN’S 
CLINICS 

February  2 — Norfolk,  Norfolk  State  Hospital, 
L.  S.  Campbell  and  G.  E.  Robertson. 

February  16  — Alliance,  St.  Joseph’s  Hospital, 
Fritz  Teal  or  Howard  Mitchell  and  Herman  Jahr. 

March  1 — Hastings,  Mary  Canning  Hospital, 
Fritz  Teal  or  Howard  Mitchell  and  G.  E.  Stafford. 


The  Annual  Midwinter  Meeting  of  the  Council  of 
the  Nebraska  State  Medical  Association  will  be  held 
at  the  Hotel  Cornhusker,  Lincoln,  Sunday,  Febru- 
ary 24,  1952.  The  meeting  will  be  called  to  order 
at  10  a.m. 


INTERIM  SESSION  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

Los  Angeles,  California 
December  4-7,  1951 

DELEGATE’S  REPORT 

The  Fifth  Annual  Clinical  Session  of  the  American 
Medical  Association,  held  in  Los  Angeles,  December 
4 to  7,  1951,  was  undoubtedly  the  most  successful 
session  to  date.  The  total  registration — 9,075 — far 
exceeded  that  of  other  years  and  doubled  that  of 
the  preceding  year.  Again  the  scientific  program, 
in  the  opinion  of  those  who  attended,  compared 
favorably  with  the  best  that  had  been  offered  in 
previous  years. 

The  scientific  exhibits,  as  usual,  attracted  many 
because  of  their  excellence.  The  technical  exhibi- 
tors, with  their  comprehensive  knowledge  of  their 
products,  were  kept  busy  answering  the  many  in- 
quiries, and  were  highly  pleased  because  of  the  in- 
creased attendance  of  physicians. 

Another  very  popular  feature  of  the  program  was 
the  color  television.  There  were  fourteen  color  tele- 
vision receivers,  which  were  altogether  too  few  for 
the  many  who  wanted  to  view  the  surgical  opera- 
tions and  clinics  televised  from  the  University  of 
Southern  California  Medical  School,  the  College  of 
Medical  Evangelists  and  the  Los  Angeles  County 
Hospital.  The  entire  color  television  program  was 
directed  and  sponsored  by  the  Smith,  Kline  and 
French  Laboratories. 

A two-day  public  relations  conference  preceded 
the  opening  of  the  Clinical  Session.  Panel  discus- 
sions having  to  do  with  medical  public  relations 
were  heard  by  over  450  registrants.  Physicians  and 
laymen  made  up  the  membership  of  these  panels. 
The  subjects  discussed  were  varied  but  well  chosen 
in  that  they  pretty  well  covered  the  conduct  of 
physicians  and  office  personnel  in  relation  to  pa- 
tients in  the  office,  home  and  hospital,  as  well  as 
civic  endeavors. 
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One  of  the  highlights  of  the  session  was  the  spe- 
cial evening  meeting  of  the  House  of  Delegates  held 
in  the  auditorium  of  Shrine  Convention  Hall,  which 
was  open  to  the  public.  Approximately  7,000  per- 
sons listened  to  the  addresses  of  Senators  Robert  A. 
Taft  and  Heni-y  F.  Byrd.  This  program  was  tele- 
vised locally  and  broadcast  throughout  the  nation. 
A tremendous  overflow  crowd  was  turned  away 
because  of  the  lack  of  space.  It  is  believed  that 
this  program  has  been  of  great  help  in  improving 
public  relations  between  physician  and  patient  and 
at  the  same  time  gave  all  listeners  the  impression 
that  the  Senators  were  in  complete  opposition  to 
any  trends  which  would  have  bearing  on  the  at- 
tempts to  socialize  the  practice  of  medicine. 

A goodly  number  of  members  of  the  Nebraska 
State  Medical  Association  attended  this  session  and 
from  all  reports  they  were  impressed  by  the  oppor- 
tunities presented  for  increasing  their  medical  lore. 
One  of  our  members  presented  an  excellent  exhibit 
in  the  urologic  scientific  exhibit  section;  another 
read  a paper  before  the  Section  of  Urology;  and 
another  was  chairman  of  one  of  the  panel  discus- 
sions sponsored  by  the  Public  Relations  Department 
of  the  American  Medical  Association. 

PROCEEDINGS  OF  THE  HOUSE 
OF  DELEGATES 

The  House  of  Delegates  convened  at  10:00  a.m., 
Tuesday,  December  4th,  in  the  Renaissance  Room 
at  the  Biltmore  Hotel. 

The  first  oi-der  of  business  was  the  presentation 
of  nominees  for  the  General  Practitioner  of  the  Year 
award.  The  names  of  Drs.  Everett  B.  Lattimore  of 
Shelby,  North  Carolina;  Clayton  Wilson  of  Sault 
Ste.  Marie,  Michigan,  and  A.  C.  Yoder  of  Goshen, 
Indiana,  were  tendered  by  the  Board  of  Tnistees. 
On  the  second  ballot  the  House  of  Delegates  elected 
Dr.  A.  C.  Yoder  as  the  General  Practitioner  of  the 
Year.  When  he  was  notified  of  this  honor,  he  flew 
from  his  home  to  Los  Angeles  and  was  awarded 
the  Fifth  Annual  General  Practitioner’s  Gold 
Medal  on  December  6th  during  the  meeting  of  the 
House  of  Delegates. 

The  Speaker  of  the  House,  Dr.  Frank  F.  Borzell, 
addressed  the  delegates  and  named  members  to  the 
respective  reference  committees.  Your  delegate, 
Karl  S.  J.  Hohlen,  was  named  as  a member  of  the 
Committee  on  Credentials  and  J.  D.  McCarthy  as 
chairman  of  the  Reference  Committee  on  Medical 
Education  and  Hospitals. 

Following  the  Speaker’s  report.  President  John 
W.  Cline  delivered  an  inspiring  address.  In  his 
closing  remarks  he  stated,  “The  experience  of  the 
past  three  years  has  taught  us  to  distinguish  be- 
tween those  figures  in  public  life  who  adhere  to 
American  democratic  principles  and  who  are  willing 
to  defend  them  publicly  and  those  who  believe  in 
socialistic  ideas  or  will  espouse  them  for  political 
advantage  ...  We  have  watched  the  creeping  ad- 
vance of  socialism  over  past  years.  The  efforts  to 
socialized  medicine  are  but  a part  of  the  broad  front 
of  socialization  and  cannot  be  separated  from  it  . . . 
The  history  of  other  nations  clearly  demonstrates 
that  beyond  a certain  point  there  is  no  easy  way 
of  return  . . . 

“I  urge  you,  not  as  members  of  this  Association, 


but  as  citizens  to  act  as  individuals,  in  informal 
groups  and  in  association  with  others.  I urge  you 
to  be  militant  and  to  be  determined.  The  time  to 
begin  is  not  six  months  hence,  but  now. 

“The  future  freedom  of  medicine  and  the  future 
of  our  country  depend  on  the  events  of  the  coming 
year.  Let  it  not  be  said  that  we  who  clearly  see 
the  importance  of  this  decision  were  in  default  of 
our  duties  as  physicians  and  citizens.” 

Dr.  Dwight  H.  Murray  announced  to  the  House 
that  the  Board  of  Trustees  had  appropriated  one- 
half  million  dollars  for  the  American  Medical  Edu- 
cation Foundation  to  be  distributed  to  the  respec- 
tive medical  schools  in  the  United  States  during 
the  calendar  year  1952.  This  is  the  second  contribu- 
tion made  by  the  American  Medical  Association  to 
the  American  Medical  Education  Foundation,  one- 
half  million  dollars  having  been  appropriated  in 
1950  for  the  year  1951. 

President-Elect  Louis  H.  Bauer  and  Vice  Presi- 
dent Oscar  B.  Hunter  were  then  presented  to  the 
House  of  Delegates  by  the  Speaker.  It  is  with  keen 
regret  that  I remind  you  of  the  sudden  death  of 
Doctor  Hunter,  which  occurred  December  19th.  Doc- 
tor Hunter,  a truly  great  pathologist  and  an  ardent 
worker  for  all  the  principles  for  which  organized 
medicine  stands,  will  be  missed  by  his  conferees 
because  of  the  important  role  that  he  has  played  in 
successfully  completing  some  of  the  projects  in- 
stituted by  American  Medicine. 

Dr.  A.  J.  Rourke,  President  of  the  American  Hos- 
pital Association,  and  Mr.  Donald  Wilson,  Com- 
mander of  the  American  Legion,  were  introduced 
to  the  House  by  the  Speaker.  These  gentlemen 
pledged  the  cooperation  of  their  respective  organiza- 
tions in  helping  us  maintain  the  freedom  and  dig- 
nity of  the  practice  of  medicine.  I would  urge  all 
members  of  our  Association  to  read  their  addresses, 
which  will  be  found  in  the  December  22nd  issue  of 
the  Journal  of  the  American  Medical  Association. 

Following  these  addresses  reports  were  presented 
from  the  Secretary,  the  Assistant  to  the  General 
Manager,  the  Board  of  Trustees,  the  Joint  Commis- 
sion for  the  Accreditation  of  Hospitals,  the  Council 
on  Rural  Health,  the  Washington  Office  of  the 
American  Medical  Association,  the  Council  on  Phar- 
macy and  Chemistry,  the  Council  on  National  Emer- 
gency Medical  Service,  the  Bureau  of  Legal  Medi- 
cine and  Legislation,  the  Committee  on  Legislation 
and  Public  Relations,  the  Committee  on  Medical 
Education  and  Hospitals,  the  Judicial  Council  and 
other  councils  and  committees. 

The  Reference  Committee  on  Reports  of  the 
Board  of  Trustees  and  Secretary  approved  the  re- 
port of  the  Women’s  Auxiliary  and  recorded  the 
conviction  that  this  is  an  agency  of  great  importance 
and  assistance  to  the  Association.  The  committee 
also  approved  the  report  on  the  value  and  effective- 
ness of  “You  and  Your  AM  A,”  which  was  initiated 
by  the  Board  of  Trustees  and  the  Council  on  Medi- 
cal Service.  This  program  has  already  been 
meshed  with  the  annual  session  programs  of  the 
Colorado,  Pennsylvania,  Indiana  and  Virginia  State 
Medical  Societies.  It  was  urged  that  all  state  as- 
sociations take  advantage  of  this  informative  survey 
and  include  it  as  a part  of  the  program  during 
their  annual  meetings. 
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The  Board  of  Ti-ustees  named  representatives 
of  the  AMA  who  would  seiwe  as  members  of  the 
Joint  Commission  for  the  Accreditation  of  Hos- 
pitals. The  members  are  Drs.  Gunnar  Gunderson 
and  Stanley  Tniman,  for  terms  of  three  years;  Drs. 
Dwight  H.  Murray  and  Herman  G.  Weiskotten,  for 
terms  of  two  years;  and  Drs.  Holland  J.  Whitacre 
and  Julian  P.  Price,  for  terms  of  one  year.  This 
committee  will  sit  with  committees  appointed  from 
the  American  Hospital  Association,  the  American 
College  of  Physicians  and  the  American  College  of 
Surgeons  and  it  is  believed  that  out  of  their  delib- 
erations will  come  specific  recommendations  which 
will  be  most  helpful  in  accrediting  hospitals  as  well 
as  intern  and  resident  training. 

The  Reference  Committee  on  Medical  Education 
and  Hospitals  recommended  the  approval  of  a code 
of  principles  having  to  do  with  physician-hospital 
relations.  This  code  of  principles  is  an  amended 
version  of  the  so-called  “Hess  Report.”  The  com- 
mittee recommended  that  in  the  future  this  code 
be  referred  to  as  “Relation  of  Physicians  and  Hos- 
pitals” rather  than  “The  Hess  Report.”  For  an 
abstracted  report  relative  to  this  important  state- 
ment readers  are  referred  to  the  December  22nd 
issue  of  the  Journal  of  the  Amencan  Medical  Asso- 
ciation, pages  1685,  1687  to  1689  and  1702. 

The  Council  on  Scientific  Assembly  reported  that 
the  1952  Annual  Session  will  be  held  in  Chicago; 
the  1953  Annual  Session  in  New  York;  the  1952 
Clinical  Session  in  Denver;  the  1953  Clinical  Ses- 
sion in  St.  Louis;  and  the  1954  Clinical  Session  in 
Miami. 

Contained  in  the  report  of  the  Council  on  Medical 
Seiwice  was  a memorial  to  the  late  Dr.  A.  W.  Adson 
of  Rochester,  Minnesota,  so  well  known  and  beloved 
by  members  of  our  own  Association. 

The  Committee  on  Constitution  and  By-Laws,  Dr. 
Louis  A.  Buie,  Chairman,  presented  a twenty-three 
page  report  on  amendments  to  the  Constitution  and 
By-Laws.  This  report  may  be  found  on  pages  1690 
to  1692.  The  many  amendments  were  necessitated 
by  the  elimination  of  Fellow  as  a member  classifi- 
cation. In  the  future  the  single  classification 
“Member”  and  its  subdivisions  will  cover  all  past 
classifications.  These  amendments  were  read  at 
this  session  but  will  lay  over  until  the  Annual 
Session  in  Chicago,  at  which  time  they  will  be  pre- 
sented for  adoption.  Fellowship  dues  have  been 
eliminated  for  1952. 

A lengthy  report  was  rendered  by  the  Committee 
on  Blood  Banks.  For  particulars  readers  are  re- 
ferred to  the  Journal  of  the  American  Medical  As- 
sociation, December  22,  1951,  pages  1694  to  1696. 

Among  the  many  resolutions  adopted  were  those 
having  to  do  with  the  payment  of  a per  diem  honor- 
arium to  the  President  and  President-Elect  of  the 
American  Medical  Association  for  time  spent  in  the 
work  and  activities  of  the  Association  while  away 
from  their  homes;  one  relative  to  fluoridation  of 
water  supplies,  the  House  of  Delegates  endorsing 
the  principle  of  fluoridation  of  community  water 
supplies;  another  having  to  do  with  the  purchase  of 
suitable  property  in  Washington,  D.C.,  to  seiwe  as  a 
permanent  headquarters  for  the  Washington  office 
of  the  Association;  another  having  to  do  with  the 
emergency  seating  of  alternate  delegates;  another 
on  the  medical  care  of  veterans,  which  recommended 


to  the  Congress  of  the  United  States  the  adoption 
of  a program  of  medical  and  hospital  benefits  for 
those  having  only  seiwice-connected  disabilities;  a 
special  committee  was  appointed  to  give  further 
study  to  this  complex  problem.  These  are  but  a few 
of  the  many  resolutions  which  were  given  consid- 
eration by  the  House  of  Delegates. 

The  House  adjourned  sine  die  at  1:00  p.m.,  De- 
cember 6th. 

RECOMMENDATIONS 

1.  It  is  recommended  that  the  Committee  on  Con- 
stitution and  By-Laws  of  the  Nebraska  State  Medi- 
cal Association  follow  the  amendments  proposed  to 
the  Constitution  and  By-Laws  of  the  American 
Medical  Association  and  if  adopted  at  the  coming 
Annual  Session,  amend  the  Constitution  and  By- 
Laws  of  the  Nebraska  State  Medical  Association 
so  that  there  will  be  no  conflicts. 

2.  It  is  recommended  that  the  Progi'am  Commit- 
tee of  our  Association  make  place  on  the  scientific 
program  during  the  1952  annual  meeting  for  the 
presentation  of  “You  and  Your  AMA.” 

3.  It  is  pleasing  to  your  delegates  to  note  the 
increasing  number  of  members  of  our  Association 
attending  the  Annual  and  Clinical  Sessions.  It  is 
our  hope  that  each  year  will  see  more  in  attendance 
as  well  as  taking  active  part  in  the  scientific  pro- 
grams and  exhibits.  This  would  acquaint  physicians 
in  all  parts  of  the  country  with  the  excellent  type 
of  practice  rendered  to  the  citizens  of  our  State, 
which  in  turn  would  redound  to  higher  recognition 
to  our  State  Association. 

4.  In  that  it  was  found  that  there  were  many  dif- 
ferences of  opinion  as  to  the  payment  of  dues  to 
the  American  Medical  Association,  it  is  recom- 
mended that  our  members  consult  the  Journal  of 
the  American  Medical  Association,  January  12,  1952, 
page  124,  for  complete  particulars. 

5.  It  is  recommended  that  members  of  our  Asso- 
ciation who  are  in  group  practice  or  partnerships 
take  advantage  of  the  fact  that  they  may  receive 
one  of  the  specialty  scientific  publications  instead 
of  the  Journal  of  the  American  Medical  Association. 
This  will  give  them  a much  broader  coverage  of 
scientific  articles  appearing  in  journals  published 
by  the  American  Medical  Association. 

6.  It  is  recommended  that  the  members  of  this 
Association  take  to  heart  the  message  of  the  Presi- 
dent of  the  American  Medical  Association,  Dr.  John 
W.  Cline,  an  abstract  of  which  is  contained  in  this 
report. 

J.  D.  McCarthy,  M.D.,  Delegate. 


The  New  York  Academy  of  Sciences,  fourth  old- 
est scientific  society  in  the  United  States,  has 
elected  Dr.  Maurice  L.  Tainter,  Director  of  Sterling- 
Winthrop  Research  Institute,  as  a Councilor  for 
1952-54.  The  Academy  has  also  elected  Dr.  C.  M. 
Suter,  associate  director  of  the  research  institute,  to 
fellowship. 

The  New  York  Academy  of  Sciences  was  organized 
in  1817,  and  its  present  membership  is  located  in  all 
48  states  as  well  as  in  40  foreign  countries. 
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News  and  Views 

W.  H.  Diers,  Vice  President  of  the  State 
Board  of  Control,  stated  at  the  close  of  the 
year  that  the  construction  of  a new  psychi- 
atric unit  at  the  University  of  Nebraska  Col- 
lege of  Medicine  campus  is  a “must”  for  1952. 

He  pointed  out  that  the  present  psychiatric 
unit  in  the  Douglas  County  Hospital  has  been 
given  notice  to  vacate.  According  to  Mr. 
Diers,  the  Board  of  Control  is  ready  to  put  up 
$500,000  toward  the  new  psychiatric  build- 
ing. The  amount  is  to  be  matched  by  the 
university. 


Establishment  of  a new  gallery  to  house  a display 
of  medical  and  dental  science  exhibits  at  the  Uni- 
versity of  Nebraska  Lincoln  campus  has  been  an- 
nounced. 

It  is  to  be  named  the  Ralph  Mueller  gallery, 
named  after  the  president  of  the  Mueller  Electric 
Company  of  Cleveland,  Ohio.  Mr.  Mueller’s  gifts  to 
the  university  foundation  made  the  gallery  possible. 
The  gallery  will  be  open  to  the  public  this  spring. 

The  first  exhibits  purchased  by  Mr.  Mueller  are 
three-dimensional  life-size  sculptured  models  of  hu- 
man reproduction,  to  be  known  as  “the  wonders  of 
new  life.”  Dr.  S.  I.  Fuenning,  director  of  the  uni- 
versity health  center,  stated  that  the  “models  make 
clear  the  fascinating  and  wonderful  story  of  human 
birth  from  fertilization  and  pregnancy  to  delivery.” 

Mueller  plans  to  add  other  life-like  exhibits  to  the 
collection  on  the  functions  of  the  human  body,  about 
milestones  in  medical  and  dental  history  and  about 
great  men  in  these  professions. 


Dr.  B.  N.  Greenberg,  York,  has  filed  with 
the  Secretary  of  State  as  a candidate  for  the 
University  of  Nebraska  Board  of  Regents 
from  the  fourth  district.  He  has  practiced 
medicine  in  York  for  17  years. 


Governor  Peterson  is  no  longer  looking  for 
a director  of  the  State  Department  of  Health. 
He  says  that  Dr.  E.  A.  Rogers,  whom  he  ap- 
pointed Acting  Director  last  year,  is  doing 
such  a fine  job  that  the  post  can  remain  tech- 
nically vacant  so  far  as  he  is  concerned. 


NEBRASKA  HEART  ASSOCIATION 

The  annual  business  meeting  of  the  Ne- 
braska Heart  Association  will  be  held  in  con- 
junction with  the  meeting  of  the  American 
College  of  Physicians  at  the  Comhusker 
Hotel  in  Lincoln  on  Saturday,  February  23. 

Registration  will  begin  at  9:30  a.m.,  fol- 
lowed by  the  scientific  program  from  10:00 
to  12 :00  o’clock. 


The  Annual  Business  Meeting  of  the  Ne- 
braska Heart  Association  will  be  a luncheon 
meeting  beginning  at  12:00  o’clock.  At  this 
meeting  the  annual  election  of  officers  of  the 
Association  will  be  held,  the  financial  report 
will  be  read  and  a report  will  be  made  on 
what  the  Association  has  done  and  what  the 
plans  of  the  Association  are  for  the  future. 


Workmen  are  making  satisfactory  progress  in 
preparation  for  the  40-bed  department  at  Veterans’ 
Administration  Hospital,  Omaha,  which  will  permit 
admittance  of  tubercular  cases  for  treatment  and 
care,  about  February  1,  1952,  Dr.  John  J.  Tyson, 
Manager,  reports.  The  TR  ward  will  occupy  space 
on  the  fifth  floor  of  the  11-story  structure. 

An  early  fall  opening  is  anticipated  for  the  $59,000 
Isotope  Laboratory,  for  which  remodeling  has  been 
started  on  the  first  floor.  The  project  will  require 
nine  months  or  more  for  completion  and  will  pro- 
vide facilities  for  research  in  radioactive  elements. 

An  average  occupancy  of  250  to  260  patients  per 
day  is  reported  by  Doctor  Tyson,  including  about  35 
patients  receiving  psychiatric  care.  Approximate- 
ly 60  per  cent  of  the  patients  admitted  have  been 
veterans  of  World  War  II;  35%  have  been  World 
War  I veterans  and  the  remaining  five  per  cent 
from  either  other  wars  or  peace  time  military 
service. 


DR.  IVY  QUITS  KREBIOZEN  FOUNDATION 

Dr.  Andrew  C.  Ivy,  vice  president  of  the  Univer- 
sity of  Illinois,  recently  announced  his  resignation 
as  president  of  the  Krebiozen  Research  Foundation. 
He  will  continue  as  research  adviser,  however. 

Simultaneous  with  the  announcement,  University 
President  George  G.  Stoddard  said  Dr.  Ivy  was  tak- 
ing a two  months’  leave  of  absence  from  his  admin- 
istrative duties,  starting  January  1.  Dr.  Ivy  told 
the  press  he  was  going  to  devote  the  full  two  months 
to  the  study  of  krebiozen.  He  is  now  evaluating 
500  cases  where  krebiozen  was  supplied  by  the 
foundation. 


A cordial  invitation  is  extended  to  readers 
to  attend  a three-day  Sectional  Meeting  of 
the  American  College  of  Surgeons  to  be  held 
at  the  Radisson  Hotel  in  Minneapolis,  Min- 
nesota, on  March  24,  25  and  26. 

The  program  will  include  two  days  of  scien- 
tific sessions  at  the  Radisson  Hotel  and  a day 
of  teaching  clinics  and  demonstrations  in 
Minneapolis  hospitals. 

Dr.  Harvey  Nelson  and  his  Committee  on 
Arrangements  have  made  extensive  prepara- 
tions to  assure  a good  meeting  and  a warm 
welcome  to  Minneapolis  for  all  visiting  sur- 
geons. Hotel  accommodations  may  be  ob- 
tained by  writing  to  Mr.  Neil  Wilsey,  Front 
Office  Manager  in  Charge  of  Reservations, 
The  Radisson  Hotel,  Minneapolis  2,  Minn. 
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Dr.  LeRoy  W.  Lee  has  been  appointed  as 
chairman  of  tlie  Department  of  Urology  of 
the  University  of  Nebraska  College  of  Medi- 
cine, according  to  announcement  December 
13th  by  Harold  C.  Lueth,  Dean.  He  succeeds 
Dr.  Edwin  Davis,  Sr.,  who  will  continue  as 
Professor  of  Urology  of  the  College. 


Very  Rev.  Carl  M.  Reinert,  S.J.,  President 
of  Creighton  University,  Omaha,  on  Decem- 
ber 4th  awarded  plaques  in  recognition  of  25 
years  of  service  to  three  Omaha  physicians 
on  the  Faculty  of  the  Creighton  University 
School  of  Medicine.  Honored  at  the  annual 
Founders  Day  dinner  were  Dr.  Arthur  C. 
Johnson,  Associate  Professor  of  Surgery;  Dr. 
James  G.  Vetter,  Instructor  in  Surgery,  and 
Dr.  William  M.  Barry,  Associate  Professor  of 
Medicine. 

COMMISSION  ON  HEALTH  NEEDS  PREPARES 
TO  START  YEAR’S  SURVEY 

Under  instruction  from  President  Tniman  to  in- 
vestigate and  make  recommendations,  the  Commis- 
sion on  the  Health  Needs  of  the  Nation  will  hold 
its  first  meeting  January  11.  It  will  make  its  re- 
port in  about  a year.  Chairman  is  Dr.  Paul  Mag- 
nuson,  former  head  of  VA’s  Department  of  Medi- 
cine and  Surgery.  Labor,  agriculture  and  consumer 
leaders  are  on  the  commission,  as  well  as  representa- 
tives of  the  health  professions.  Dr.  Gunnar  Gun- 
derson, La  Crosse,  Wis.,  an  AMA  trustee,  was  in- 
vited to  join  the  commission  but  declined.  Members 
are:  Dean  A.  Clark,  M.D.,  general  director  of  the 
Massachusetts  General  Hospital,  Boston;  Joseph  C. 
Hinsey,  Ph.D.,  dean  of  Cornell  University  Medical 
College;  Russell  V.  Lee,  M.D.,  Associate  Clinical 
Professor  of  Medicine,  Stanford  University  School 
of  Medicine;  Evarts  A.  Graham,  M.D.,  surgeon,  St. 
Louis;  Marion  W.  Sheahan,  R.N.,  director  of  the 
National  Committee  for  the  Improvement  of  Nurs- 
ing Services,  New  York;  Ernest  G.  Sloman,  D.D.S., 
president-elect  of  American  Association  of  Dental 
Schools,  San  Francisco;  Walter  P.  Reuther,  presi- 
dent of  United  Automobile  Workers,  CIO;  A.  J. 
Hayes,  president  of  the  International  Association 
of  Machinists;  Clarence  Poe,  president  and  editor 
of  The  Progressive  Farmer;  Charles  S.  Johnson, 
president  of  Fisk  University,  Nashville;  Lowell  J. 
Reed,  Ph.S.,  vice  president  of  Johns  Hopkins  Uni- 
versity and  Hospital;  Elizabeth  S.  Magee,  general 
secretary  of  the  National  Consumers  League,  and 
Chester  I.  Barnard,  retiring  president  of  Rockefeller 
Foundation  and  chairman  of  National  Science  Foun- 
dation Board. 


ACADEMY  OF  GENERAL  PRACTICE 

Dr.  Paul  S.  Read,  President,  has  appointed  the 
following  committees  of  the  Omaha  District  Chap- 
ter for  1952: 

Program — Dr.  C.  M.  Murphy,  Chairman;  Drs.  A. 
McDermott  and  Joseph  Sobota. 


59 

Membership — Dr.  A.  C.  Anderson,  Chairman;  Drs. 
T.  Drdla,  J.  P.  Drozda,  J.  M.  Christlieb,  L.  V. 
Hughes  and  Floyd  Nelson. 

The  American  Medical  Association,  through 
its  Council  on  Rural  Health,  in  cooperation 
with  the  national  farm  organizations,  cordial- 
ly invites  you  to  attend  the  Seventh  National 
Conference  on  Rural  Health  to  be  held  in 
Denver,  Colorado,  February  29  and  March  1, 
1952.  All  of  the  sessions  will  be  held  in  the 
Shirley-Savoy  Hotel. 


Voters  of  Washington  County,  Nebraska,  defeat- 
ed, 2186  to  1669,  a proposal  to  issue  $175,000  in 
bonds  for  constniction  of  a new  county  hospital  at 
Blair.  Backers  of  the  proposal  had  hoped  to  se- 
cure a like  amount  as  a Federal  grant  but  a heavy 
niral  vote  spelled  a decisive  defeat  for  the  project. 
The  degree  of  interest  in  the  proposal  is  indicated 
by  the  fact  that  total  vote  of  3,855  was  20%  heavier 
than  in  the  1948  presidential  election. 


DUES  ARE  NOW  DUE 

Your  A.M.A.  ($25.00),  state  association 
($30.00)  and  county  society  dues  are  payable 
on  or  before  January  1,  1952.  All  dues  are  to 
be  paid  directly  to  your  county  society  sec- 
retary. Please  do  not  send  checks  to  the 
state  association  or  A.M.A.  Your  county  so- 
ciety secretary  will  forward  those  dues  to  the 
association  for  proper  disposition.  It  should 
be  remembered,  too,  that  A.M.A.  membership 
is  a requirement  for  membership  in  the  Ne- 
braska State  Medical  Association,  as  pre- 
scribed by  the  House  of  Delegates  in  1950. 
You  receive  both  the  Nebraska  State  Medical 
Journal  and  the  Journal  of  the  American 
Medical  Association  as  part  of  your  member- 
ship privileges. 


Maj.  Leonard  C.  Lund,  division  neuropsychiatric 
officer  with  the  American  Division  in  the  Solomons 
Campaign  of  World  War  II,  has  returned  to  active 
duty  as  an  Army  medical  officer  and  is  assigned  at 
Brooks  Army  Medical  Center. 

Maj.  Lund  is  assistant  chief  of  the  Closed  Neuro- 
psychiatric Section,  Brooks  Army  Hospital  and  as 
chief  of  the  Neuropsychiatric  Section,  28th  General 
Hospital. 

A graduate  of  the  University  College  of  Medicine, 
Maj.  Lund  seiwed  during  World  War  II  as  a bat- 
talion surgeon  with  the  1st  Armored  Division  and  as 
a regimental  surgeon  with  the  6th  Armored.  Fol- 
lowing his  duty  in  the  Solomons,  he  became  chief 
of  the  Neuropsychiatric  Seiwice  at  Glennon  General 
Hospital,  Okmulgee,  Okla. 

A University  of  Nebraska  College  of  Medicine 
graduate.  Dr.  Ralph  M.  Thompson,  now  an  Air 
Force  colonel,  did  the  experimental  work  with 
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reticulose  as  a means  of  combating  radio  activity 
from  atom  bombs. 

Military  Surgeon,  a medical  journal,  credited 
Colonel  Thompson  with  achieving  the  initial  success 
in  the  study.  The  former  Omahan  was  graduated 
from  medical  school  in  1928.  He  is  the  brother  of 
Dr.  Lynn  Thompson  of  Omaha. 

Colonel  Thompson  used  rabbits  in  his  experiments 
at  Randolph  Field,  Texas.  He  exposed  rabbits  to 
the  same  rays  that  killed  thousands  of  Japanese 
in  1945.  The  rays  were  equivalent  to  those  that 
would  be  suffered  a half-mile  from  an  A-bomb  blast. 

Of  the  rabbits  not  given  reticulose,  six  died.  Only 
one  died  after  receiving  the  drug  which  w'as  ad- 
ministered 24  hours  after  exposure,  the  approximate 
time  many  persons  would  have  to  wait  for  medical 
attention  after  an  atomic  attack. 

Colonel  Thompson  joined  the  Army  Medical  Corps 
in  1929.  He  is  now  Deputy  Air  Force  Director  at 
the  Ai-med  Forces  Institute  of  Pathology  in  Wash- 
ington. His  wife  is  the  former  Desella  Strawn  of 
Omaha. 


The  following  are  excerpts  from  a letter  written 
by  Dr.  J.  E.  Nordstrom,  formerly  of  Shelton,  to  the 
editor  of  The  Shelton  Clipper.  The  letter,  dated 
December  31,  1951,  w^as  w'ritten  from  North  Korea 
where  Dr.  Nordstrom  is  now^  on  duty  as  a lieutenant 
in  the  Army  Medical  Corps: 

“I  no  longer  am  in  the  land  of  the  Nippon  but  am 
existing  in  the  hills  of  Frozen  Chosen.  Arrived  here 
a couple  of  weeks  ago  just  in  time  to  spend  Christ- 
mas. I’d  trade  all  of  Korea  for  Buffalo  County.  It’s 
nothing  but  hills  . . . 

“I  don’t  imagine  our  New  Year’s  eve  celebration 
will  amount  to  much.  The  biggest  noisemakers  will 
probably  be  our  own  artillery  and  mortar  posi- 
tions w’hich  are  located  all  around  us.  We  are  in  a 
tent  at  the  foot  of  a cliff  in  an  aid  station  taking 
care  of  as  many  men  as  need  our  attention.  We  are 
fairly  comfortable  with  a couple  of  gasoline  stoves 
and  sleeping  bags  for  warmth  at  night.  Our  food 
has  been  excellent.  The  manner  of  serving  doesn’t 
quite  equal  the  Ritz,  but  I don’t  think  anyone  minds 
that. 

“Yesterday  I went  up  to  the  front  to  see  some 
men  who  were  thought  to  have  frost-bitten  feet.  I 
had  a chance  to  look  over  the  hill  and  see  the  valley 
below  where  Joe  Chinaman  has  his  camp.  There  w^as 
a tank  vs.  artillery  duel  in  the  valley.  An  enemy 
tank  had  one  of  our  patrols  pinned  down  and  they 
were  trying  to  get  out.  We  finally  got  the  tank, 
but  I didn’t  get  to  stay  to  see  the  end.  Had  more 
pressing  business  here  at  the  aid  station.” 

Chancellor  R.  G.  Gustavson  announced 
January  11  that  the  University  of  Nebraska 
has  organized  an  Institute  of  Cell  Growth 
under  the  direction  of  Dr.  Donald  M.  Pace, 
Chairman  of  the  University’s  Department  of 
Physiology  and  Pharmacology. 

The  Institute  was  made  possible  by  a $20,- 
000  gift  to  the  University  of  Nebraska  Foun- 


dation from  the  Cooper  Foundation  of  Lin- 
coln. Dr.  Gustavson  said:  “We  hope  to 

build  at  Nebraska  an  institute  which  will  not 
only  investigate  normal  and  cancer  cells,  but 
train  young  men  to  carry  on  this  work. 

Dr.  Pace  said  the  Institute  will  immediate- 
ly attack  two  broad  basic  problems: 

1.  The  study  of  the  possibility  of  production  of 
cell  hormones  by  both  normal  and  cancer  cells. 

2.  The  effects  of  inhibitors  — such  as  cyanide  — 
on  the  respiration  of  normal  and  cancer  cells. 

Dr.  Pace  came  to  the  University  of  Nebraska  in 

1942  from  Johns  Hopkins  University.  He  is  the 
author  of  some  50  research  studies  on  cell  growth. 


During  1951  eleven  hospitals  were  com- 
pleted in  Nebraska  at  a total  cost  of  $3,117,- 
828,  including  federal  contributions  in  the 
amount  of  $585,897.  In  all,  141  additional 
beds  were  provided.  This  averages  $22,112 
per  bed. 

Placed  under  construction  in  1951  were  20 
new  projects  at  a total  cost  of  $8,191,276,  in- 
cluding federal  contributions  of  $2,756,730. 
These  projects  are  designed  to  supply  415  ad- 
ditional beds,  at  an  estimated  average  of 
$18,407  per  bed. 


SUGGEST  MASS  SCREENING  TO 
DETECT  EYE  DISEASE 

Mass  screening  of  persons  for  early  detection  of 
glaucoma,  a serious  eye  disease  which  may  result  in 
blindness,  was  suggested  by  Drs.  Solomon  S.  Brav 
and  Herbert  P.  Kirber,  of  Philadelphia. 

The  results  of  such  a test  on  10,000  persons  have 
shown  that  the  incidence  of  undiscovered  glaucoma 
in  the  general  population  is  approximately  two  per 
cent,  the  doctors  reported  in  the  November  17th 
Journal  of  the  American  Medical  Association. 

Their  study,  consisting  of  persons  over  40  years 
of  age,  was  made  at  large  industrial  plants.  Of  the 
10,000  persons  examined,  84  showed  definite  glau- 
coma, 69  early  glaucoma,  and  71  were  borderline 
cases,  a total  of  224  or  2.24  per  cent.  An  additional 
100  persons  were  kept  under  further  observation  as 
possible  candidates  for  the  disease. 

If  caught  in  time  and  proper  control  methods  in- 
stituted, glaucoma  can  be  arrested.  Unhampered 
progression  leads  to  blindness. 

The  authors  pointed  out  that  mass  screening  of 
the  population  has  been  applied  for  the  early  detec- 
tion of  diabetes,  tuberculosis,  cancer  and  other 
chronic  diseases. 

They  suggested  that  the  great  majority  of  the 
population  could  be  reached  for  such  an  eye  exam- 
ination if  it  were  made  part  of  routine  physical 
examinations  in  industry,  or  by  the  creation  of  a 
specialized  agency  which  would  devise  plans  for 
such  mass  screening. 
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The  Woman's  Auxiliary 

The  Lancaster  County  Medical  Auxiliary 
held  their  annual  Christmas  dinner  dance 
Saturday  evening,  December  8,  at  Cotner 
Terrace. 

Dr.  and  Mrs.  N.  R.  Miller  and  Dr.  and  Mrs. 
L.  S.  Pfeifer  were  the  chairmen  and  other 
committee  members  were  Mrs.  Paul  Peter- 
son, Mrs.  A.  L.  Smith,  Jr.,  Mrs.  Forrest  Rose, 
Mrs.  Fi'ed  Webster  and  Mrs.  E.  T.  Hobbs. 

MRS.  JEROME  RITTER. 

Publicity  Chairman. 


Dinner  was  served  to  members  of  the 
Adams  County  Medical  Auxiliary  and  the 
Medical  Society  at  the  Hastings  State  Hos- 
pital Wednesday  evening,  January  2,  for  the 
first  meeting  of  the  new  year. 

Mrs.  Carl  Gouldman  conducted  the  Aux- 
iliary business  session  at  which  plans  were 
made  for  the  year’s  activities. 

A program  based  on  a study  of  the  Bulletin, 
publication  of  the  National  Auxiliary  to  the 
American  Medical  Association,  was  presented 
by  Mrs.  L.  W.  Rork. 


Seventeen  members  and  guests  of  the 
Adams  County  Medical  Auxiliary  met  for  a 
business  session  after  dinner  with  members 
of  the  Medical  Society  Wednesday  evening, 
December  12,  at  the  Hastings  State  Hospital. 
The  dining  room  and  tables  were  decorated  in 
a holiday  manner. 

Mrs.  Cai'l  Gouldman,  president,  reminded 
the  Auxiliary  of  the  March  of  Dimes  next 
month,  and  a contribution  was  made  to  the 
fund  for  Christmas  gifts  for  patients  at  the 
state  hospital. 


Know  Your 
Blue  Shield  Plan 

Blue  Shield  continues  its  phenomenal  growth 
throughout  the  nation,  with  new  members  enrolling 
at  the  rate  of  28,000  each  working  day.  Total  mem- 
bership in  the  77  Blue  Shield  Plans  has  climbed  to 

22.000. 000.  Membership  in  Nebraska  is  nearly 

170.000,  representing  an  increase  of  about  20,000 
during  1951. 


All  physicians  in  Nebraska  have  received  a copy 
of  the  new'  Blue  Shield  membership  agreement  and 
a memorandum  summarizing  the  H.O.T.P.  benefits 
which  were  added  January  1,  1952.  This  material 
should  be  kept  for  ready  reference  by  the  doctor  and 
his  secretary,  so  they  will  know  the  benefits  cur- 
rently provided  by  Blue  Shield.  New  membership 
agreements  are  being  issued  only  to  new  enrollees, 
but  it  should  be  kept  in  mind  that  ALL  PRESENT 
MEMBERS  ARE  AUTOMATICALLY  ELIGIBLE 
FOR  THE  EXPANDED  BENEFITS  provided  by  the 
new  agreement. 

Arrangements  have  been  completed  for  a series 
of  nine  Blue  Cross-Blue  Shield  district  meetings  to 
be  held  during  the  current  year.  Administrative 
personnel  from  the  Plans  will  hold  afternoon  meet- 
ings with  hospital  administrators,  and  evening  meet- 
ings with  physicians  in  each  district.  These  meet- 
ings will  promote  a closer  working  relationship  be- 
tween Blue  Cross-Blue  Shield  and  the  hospitals  and 
physicians  by  providing  them  with  an  opportunity  to 
discuss  matters  of  mutual  interest.  Present  plans 
call  for  district  meetings  to  be  held  in  Bassett, 
Beatrice,  Chadron,  Grand  Island,  Omaha,  McCook, 
Norfolk,  North  Platte  and  Scottsbluff. 


The  cooperation  of  Nebraska  physicians  with  their 
Blue  Shield  Plan  is  commendable.  The  Prepayment 
Medical  Care  Committee  of  the  Nebraska  State 
Medical  Association  and  the  Blue  Shield  Board  of 
Directors  are  grateful  for  the  enthusiastic  support 
given  the  Plan  during  the  past  year.  The  increased 
interest  and  cooperation  of  physicians  was  a major 
factor  in  these  Plans’  excellent  record  of  service 
in  1951.  The  great  majority  of  physicians  and  sur- 
geons are  honoring  their  Participating  Physicians 
Agreement,  and  they  are  cooperating  fully  to  en- 
able Blue  Shield  to  fulfill  its  obligations  to  its  mem- 
bers and  to  the  medical  profession. 


After  adjournment.  Auxiliary  members  at- 
tended the  movie,  “Father’s  Little  Dividend,” 
in  the  hospital  amusement  room. 

MRS.  L.  W.  RORK. 

Publicity  Chairman. 


DUES  ARE  NOW  OVERDUE 

If  you  have  not  paid  your  annual  dues  please  send 
your  check  immediately.  Send  it  to  the  secretary 
of  your  local  society,  not  to  the  Association  office  in 
Lincoln. 


PRECEPTOR  NEWS 

The  preceptorship  program  at  the  University  of 
Nebraska  College  of  Medicine  has  resulted  in  many 
fine  news  items  in  Nebraska  papers.  According  to 
these  news  stories,  the  following  senior  medical 
students  are  taking  this  part  of  their  work  with 
the  preceptor-physicians  shown: 

Sid  Rice  with  Drs.  Lear,  Brady  and  Shiffermiller, 
Ainsworth;  Clyde  Medlar  with  Dr.  C.  L.  Anderson, 
Stromsburg;  W.  C.  Kenner  with  Drs.  A.  B.  Anderson 
and  H.  C.  Stewart,  Pawnee  City;  Donal  H.  Morgan 
with  Dr.  A.  W.  Anderson,  Lexington;  Theo  Lemke 
with  Dr.  C.  H.  L.  Stehl,  Scribner;  Elizabeth  May 
with  Dr.  Mason  Lathrop,  Wahoo,  and  Thomas  Luby 
with  Dr.  Rudolph  Seivers,  Blair. 
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NEBRASKA  MEDICAL  SERVICE  PHYSICAL  THERAPISTS  IN  NEBRASKA 


BALANCE  SHEET 
November  30,  1951 

Cash  in  Banks $245,634.97 

Premiums  in  Process  of  Collection 23,762.13 

U.  S.  Bonds 459,001.48 

Accrued  Interest  on  U.  S.  Bonds 3,056.05 


TOTAL.  ASSETS  $731,454.63 

Liabilities,  Reserves  and  Surplus: 

Accounts  Payable,  Blue  Cross $ 12,763.59 

Accounts  Payable.  Monthly  Invoices — 168.63 

Accrued  Payroll  Taxes 134.70 

Claims  Reported  but  Unpaid 

(Pending)  8.422.00 

Unearned  Premiums  130,964.90 

TOTAL  LIABILITIES  $152,453.82 

Reserves  for: 

Unreported  Claims $135,635.22 

Maternity  Care  209,090.70 

Bonuses  3,000.00 

Collection  Losses  1,500.00 

Premium  Tax  Liability 6.732.01 


TOTAL  RESERVES  $355,957.93 

UNASSIGNED  SURPLUS  $233,042.88 


TOTAL  LIABILITIES,  RESERVES.  SURPLUS $731,454.63 


Income: 


TATEMENT  OF  INCOME  AND  EXPENSE 
November,  1951 


Enrollment  fees 


TOTAL  EARNED  INCOME— 
Claim  Expense: 

Claims  Paid 

Less — 

Unreported.  10-31-51  

Pending.  10-31-51  

Plus — 

Unreported,  11-30-51  

Pending,  11-30-51  


Administrative  Expense: 

Collection  Expense  

Professional — Medical  

Auditing  Expense 

Advertising — B.  S.  Only 

Printing  

Office  Supplies  

Postage  

Dues  

Taxes  and  Licenses 

Payroll  Taxes  

Payment  to  B.  C. — 

Regular  

Advertising  

Bonus  Expense 

Conferences  and  Meetings 

Salary — Secretary  

Professional — Actuarial  

Miscellaneous  

TOTAL  ADMINISTRATIVE 
EXPENSE  

Gain  or  Loss  from 
Underwriting  

Miscellaneous  Gain  or  Loss  Items: 

Plus — Miscellaneous  Income 

Interest  on  U.  S.  Bonds 

Increase  or  Decrease  in 
Maternity  Reserve 


November 
$ 161,996.92 
2.411.00 

11  Months 
to  Date 
$1,682,857.07 
16.676.00 

-$ 

164.407.92 

$1,699,551.07 

-$ 

120.591.25 

$1,357,613.00 

133,814.94 

128,517.12 

7,199.00 

1,944.00 

135.635.22 

135.635.22 

8.422.00 

8.422.00 

-$ 

123.634.53 

$1,371,209.10 

-% 

6.50 

$ 291.03 

250.00 

2,756.00 

840.00 

472.13 

91.48 

6,152.50 

23.25 

181.52 

167.92 

1,752.61 

1.094.71 

8,318.93 

54.00 

12.471.77 

136,183.11 

291.82 

8.099.25 

300.00 

3,300.00 

31.10 

3.078.42 

416.67 

4,583.34 

187.07 

312.07 

33.00 

226.22 

% 

15.342.04 

$ 176,624.38 

$ 

25,431.35 

$ 151,717.59 

$ 466.25 

125.00 

2,531.27 

—3.375.00 

—54.999.00 

% 

22,181.35 

$ 99,716.11 

200.861.53 

$ 123,326.77 

-$ 

223.042.88 

$ 223.042.88 

Surplus — 11-30-51  

CASE  REPORT 
November,  1951 

Number  of  Services  Rendered .i 4.128 

Females  2,437 

Males  1,691 

Subscribers  1 .445 

Dependens  2,683 


MEMBERSHIP  SUMMARY 


November,  1951 

Groups  enrolled  during  November 66 

Groups  cancelled  during  November 24 

Number  of  active  groups,  December  1.  1951 3,231 


Following  is  the  current  list  and  place  of  em- 
ployment of  qualified  Physical  Therapists  working 
in  Nebraska: 

Enid  Bailey,  Visiting  Nurses  Association.  Omaha 
Avis  Bishop,  Orthopedic  Hospital,  Lincoln 
Capt.  Lucile  Burt,  Offutt  Air  Force  Base,  Omaha 
Florence  Case,  St.  Francis  Hospital,  Grand  Island 
Mrs.  Shirley  DeMott,  Scottsbluff 

Mrs.  Katherine  Gaston.  Hattie  B.  Monroe  Home,  Omaha 

Lucy  Greteman.  Clarkson  Hospital.  Omaha 

Mrs.  Jeanne  Hughes,  Private  Cases,  Grand  Island 

Tom  Journey,  Lincoln  General  Hospital,  Lincoln 

Mrs.  Janet  Lytell,  St.  Elizabeth  Hospital,  Lincoln 

Gertrude  Men5ch,  Veterans  Hospital,  Omaha 

Wayne  Paustian.  Veterans  Hospital,  Omaha 

Mrs.  Ruth  Parks.  Veterans  Hospital,  Omaha 

Florine  Prusak,  Veterans  Hospital,  Omaha 

Wayne  Perdue.  Drs.  Schrock,  Waters  and  Johnson,  Omaha 

Dale  Renaud,  Veterans  Hospital,  Lincoln 

Lois  Schoenberg.  Children’s  Memorial  Hospital,  Omaha 

Mrs.  Joan  Seiver  Cowan,  Scottsbluff 

Mrs.  Elizabeth  Soder,  Douglas  County  Hospital,  Omaha 
Helen  Stiehl,  Children’s  Memorial  Hospital,  Omaha 
Bruce  Snyder.  Dr.  J.  P.  Lord  School,  Omaha 
Raymond  Taibl,  Director  Spec.  Ed.,  Dept.  Public  Inst.,  Lincoln 
Beth  Taylor.  Public  School  System,  Lincoln 
Emma  Jane  Wilder,  State  Service  for  Crippled  Children, 
Kearney 

Associate  Member — Clara  Rausch,  Physical  Education,  Uni- 
versity of  Nebr.,  Lincoln 

Other  members  who  are  in  the  state  but  are  not 
presently  employed  are:  Mrs.  Dorothy  Daniels, 

Scottsbluff;  Mrs.  Mary  Lindball,  Omaha,  and  Mrs. 
Evelyn  Roasman,  Hastings. 


HEALTH  INSURANCE  FOR  THE  MILLIONS 

During  1950,  all  forms  of  voluntary  health  pro- 
tection made  great  gains,  according  to  a factual  re- 
port just  issued  by  the  Health  Insurance  Council. 
At  the  end  of  the  year,  at  least  half  the  nation’s 
population  was  covered  by  one  type  or  another  of 
voluntary  insurance  against  economic  hazards  of 
sickness  and  accident. 

This  means  that  substantially  more  than  75,000,- 
000  men,  women  and  children  have  purchased  health 
protection.  They  purchased  it  because  they  wanted 
it  and  could  afford  it  — not  because  it  was  shoved 
down  their  throats  by  law.  And  the  number  is 
still  growing  very  rapidly.  Soon,  the  experts  have 
forecast,  at  least  100,000,000  Americans  will  be  cov- 
ered. 

Here  is  the  answer  to  the  argument  that  we,  as 
a people,  can’t  obtain  health  protection  for  ourselves, 
and  so  be  subjected  to  a Federal  compulsory  scheme 
which  would  cost  us  at  least  $6,000,000,000  a year 
in  new  taxes  — and  probably  a great  deal  more  — 
and  would  make  the  politician  the  boss  of  the  doc- 
tor. 

The  cost  of  voluntary  health  insurance  is  usually 
very  modest  — a few  dollars  a month  covers  a 
whole  family.  The  benefits  have  been  materially 
broadened,  and  authorized  fees  for  doctors  and  hos- 
pitals have  been  increased  to  take  care  of  the  cost- 
trend  of  the  times.  The  most  striking  thing  of  all 
has  been  the  enthusiasm  with  w’hich  the  people  have 
responded  when  this  protection  is  offered  them. 
Health  insurance  is  a relatively  new  concept,  and  its 
growth  has  been  amazing. 

A free  and  independent  people  gradually  work 
out  their  problems.  And  they  keep  their  freedom 
and  self-respect  while  doing  so. 

From  Telegraph,  Sidney,  Nebr. 
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Human  Interest  Tales 

Communications  bearing  human  appeal  are  solicited. 

They  should  be  addressed  to  The  Editor,  Nebraska  State 

Medical  Journal.  Ill  So.  39th,  Omaha. 

tion  rooms,  four  examining  rooms,  laboratory,  physi- 
cal therapy  and  x-ray  rooms. 

Dr.  Jason  Roche,  Sidney,  has  been  appointed  coun- 
ty physician  of  Cheyenne  County. 

Dr.  Ralph  Cassel,  Fairbury,  was  re-appointed 
county  physician  of  Jefferson  County. 

Dr.  Walter  T.  Cotton,  Omaha,  addressed  the 
Medical  Students’  Wives  Club  on  January  13. 

Dr.  Loran  Grubbs,  who  until  recently  practiced 
at  Scottsbluff,  has  moved  his  office  to  Mitchell. 

Dr.  Walter  E.  Goehring,  Blair,  has  returned  to 
his  home  after  undergoing  major  surgery  in  Omaha. 

Dr.  Herbert  Davis,  Omaha,  is  a member  of  the 
Board  of  Directors  of  the  American  Cancer  Society. 

Dr.  and  Mrs.  Lowell  Dunn,  Omaha,  are  the  par- 
ents of  a baby  girl  born  January  9,  at  Clarkson  Hos- 
pital. 

Dr.  Howard  Hunt,  Omaha,  will  be  a guest  speaker 
at  the  Second  Annual  Cancer  Conference,  March  3-5, 
in  Cincinnati,  Ohio. 

Dr.  and  Mrs.  L.  N.  Kunkel,  Weeping  Water,  were 
hosts  to  members  of  the  Cass  County  Medical  So- 
ciety on  January  10. 

Dr.  G.  E.  McGlothlen,  Haiward,  has  left  his  prac- 
tice to  become  physician  for  a large  industrial  or- 
ganization in  Texas. 

Dr.  H.  S.  Morgan,  Lincoln,  has  succeeded  Dr.  E. 
Burkett  Reed,  Lincoln,  as  president  of  the  Lancaster 
County  Medical  Society. 

Dr.  G.  W.  Pugsley,  formerly  of  Scottsbluff,  has 
opened  an  office  in  the  North  Platte  Memorial  Hos- 
pital. He  is  a radiologist. 

Dr.  L.  J.  Gridley,  Scottsbluff,  is  the  1952  presi- 
dent of  the  Scotts  Bluff  County  Medical  Society. 
He  succeeds  Dr.  C.  N.  Sorensen. 

Dr.  Charles  Ingham,  Norfolk,  spoke  to  members 
of  the  Norfolk  Woman’s  Club  January  14,  on  the 
topic  “Our  Aging  Population.” 

Mr.  Donald  Duncan,  Business  Manager  of  St. 
Elizabeth’s  Hospital  in  Lincoln,  is  the  new  president 
of  the  Omaha  Area  Hospital  Council. 

Dr.  C.  F.  Heider,  North  Platte,  is  the  new  presi- 
dent of  the  Lincoln  County  Medical  Society.  He  suc- 
ceeds Dr.  H.  L.  Clarke  of  North  Platte. 

Drs.  A.  H.  Shamberg  and  K.  J.  Kenney,  Kimball, 
have  recently  moved  into  their  new  clinic  building. 
The  completely  modern  building  has  two  consulta- 

Dr.  W.  M.  Fitch,  recently  of  Cairo,  Nebr.,  has 
moved  his  practice  to  Albion.  Before  going  to  Cairo, 
he  was  briefly  associated  with  the  Grand  Island 
Clinic. 

Dr.  L.  J.  Chadek,  Tecumseh,  spoke  before  the  Te- 
cumseh  Junior  Chamber  of  Commerce  on  fluoridation 
of  water  supplies  as  an  aid  in  reducing  tooth  decay 
in  children. 

Dr.  George  Lytton,  Ingleside,  spoke  to  the  Hast- 
ings PEO  chapter  January  2,  on  the  topics  of  mental 


health  and  the  new  Central  Nebraska  Mental  Hy- 
giene Clinic. 

In  late  December,  Dr.  J.  D.  McCai’thy,  Omaha, 
was  reappointed  by  Governor  Peterson  for  a five- 
year  term  on  the  Board  of  Examiners  in  Medicine 
and  Surgery. 

Dr.  Elton  Newman,  formerly  of  Albion,  has  taken 
over  his  new  post  as  Professor  of  Preventive  Medi- 
cine at  the  University  of  Nebraska  College  of  Medi- 
cine, Omaha. 

Dr.  Frank  Tanner,  Lincoln,  has  been  named 
President-Elect  of  the  Lancaster  County  Medical 
Society.  He  will  assume  the  presidency  in  De- 
cember of  this  year. 

Dr.  Harold  Lueth,  Dean  of  the  University  of  Ne- 
braska College  of  Medicine,  has  been  re-elected  to  a 
six-year  teiTii  on  the  National  Emergency  Medical 
Seiwice  Council  of  the  A.M.A. 

Dr.  R.  C.  Byers,  Jr.,  has  returned  to  Fremont 
to  practice  after  a four-year  residency  in  surgery  at 
Dearborn,  Michigan.  He  is  associated  with  Drs. 
H.  A.  Jakeman  and  C.  C.  Nelson. 

Dr.  and  Mrs.  Harlan  Heim,  Humboldt,  entertained 
office  and  hospital  employees  at  a Christmas  party 
in  the  city  auditorium  December  21.  Dinner  was 
seiwed  to  85.  The  party  is  an  annual  event  for  the 
doctor  and  his  wife. 

Dr.  E.  I.  Whitehead  of  Alliance,  was  injured  in  a 
“freak”  automobile  accident  during  the  latter  part 
of  December.  His  own  car  went  into  reverse,  knock- 
ing him  down  and  running  over  both  legs.  He  also 
received  head  and  face  injuries. 

Dr.  W.  J.  Douglas,  Atkinson,  was  nimored  to  have 
suffered  a stroke  while  visiting  his  daughter  dur- 
ing the  Christmas  holidays  in  Winnetka,  Illinois. 
However,  he  notified  friends  at  home  that  he  was 
“up  and  around”  and  feeling  good. 

Dr.  and  Mrs.  G.  E.  McGlothlen,  Harvard,  have  re- 
turned to  their  home  after  a vacation  trip  to  Little 
Rock,  Arkansas.  While  in  Arkansas,  according  to 
a newspaper  account,  he  arranged  to  have  Dr.  M.  A. 
Kellett  join  him  in  practice  at  Haiward. 

Dr.  Gregory  L.  Endres,  Omaha,  announced  in  De- 
cember that  he  plans  to  file  for  Congressman  from 
the  second  district.  He  will  run  for  the  seat  now 
held  by  Mr.  Howard  Buffett,  whom  he  supported 
in  1950.  Mr.  Buffett  recently  stated  that  he  will 
not  be  a candidate  for  re-election. 


CITE  NEED  FOR  HUMAN  BLOOD 
DESPITE  MANY  SUBSTITUTES 

Efforts  must  be  made  to  increase  and  conserve 
the  supply  of  human  whole  blood  and  its  compon- 
ents for  emergency  use  because  substitutes  for  blood 
have  been  found  less  suitable  and  desirable,  accoixi- 
ing  to  a report  of  the  American  Medical  Assciation’s 
Council  on  Phannacy  on  Chemistry. 

Until  more  is  known  of  the  effectiveness  of  syn- 
thetic blood  materials,  application  of  them  should 
be  restricted  to  investigational  use  and  stock-piling 
for  emergencies  such  as  atomic  waifare,  the  report 
stated. 

“Restoration  of  circulatoiy  blood  volume  in  shock 


(!4 


MISCELLANEOUS 


Nebr.  S.  M.  Jour. 
February,  1962 


is  well  established  as  a life-saving  procedure  of  pri- 
mary therapeutic  importance,”  it  said.  “Human 
whole  blood,  plasma  or  serum  are  preferred  for  this 
purpose  because  they  provide  a more  complete  and 
lasting  form  of  replacement.” 

The  use  of  such  substitutes  as  are  now  available 
should  not  be  considered  as  replacements  for  whole 
blood,  but  rather  as  temporary  supportives  of  blood 
volume  and  arterial  pressure,  the  report  stressed. 

Whole  blood,  plasma  or  serum  are  preferred  over 
the  artificial  fluids  when  shock  is  complicated  by 
hemorrhage  or  severe  injury  because  they  also  fur- 
nish blood  proteins  and  immune  bodies  provided  by 
artificial  fluids,  they  combat  circulatory  failure  and 
prevent  secondary  anemia,  according  to  the  report. 

Despite  efforts  to  develop  a completely  satisfac- 
tory substitute  for  human  blood,  none  has  been  found 
which  is  entirely  free  from  disadvantages,  it  was 
pointed  out. 

“The  difficulties  involve  the  selection  of  a for- 
eign material  that  will  provide  the  desirable  char- 
acteristics of  human  plasma  and  be  completely 
metabolized  without  producing  toxic  or  allergic  re- 
actions in  the  recipient,”  it  stated. 

“From  the  standpoint  of  practical  use,  a substi- 
tute should  also  have  sufficient  stability  to  permit 
storage,  distribution,  and  administration  under  var- 
ious environmental  and  emergency  circumstances. 
The  availability  and  cost  of  manufacture  are  factors 
which  also  require  consideration. 

“The  essentiality  of  human  whole  blood  and  its 
derivatives  has  been  further  emphasized  by  the 
threat  of  atomic  warfare  and  the  prospect  of  ex- 
tensive casualties.  Efforts  to  conserve  the  supply 
of  human  whole  blood  and  its  components  are  there- 
fore essential. 

“Since  the  supply  of  human  blood  and  its  deriv- 
atives is  limited,  further  investigation  of  blood  sub- 
stitutes which  will  sustain  blood  pressure  and  vol- 
ume in  emergencies  is  warranted.  Comparative 
studies  of  artificial  agents  to  determine  those  best 
suited  for  this  purpose  should  be  encouraged.” 


NECK  PAIN  CAN  BE  A VERY 
SERIOUS  THING 

A pain  in  the  neck — literally  speaking — can  be  a 
veiy  serious  thing. 

Many  common,  every-day  afflictions  cause  severe 
neck  pains,  the  diagnosis  of  which  may  be  obvious 
on  short  examination  or  may  require  meticulous  his- 
tory, careful  physical  and  neurological  examination, 
and  certain  laboratory  tests,  according  to  Drs.  James 
E.  Watson  Jr.  and  Sylvester  W.  Thorn,  of  Houston, 
Texas. 

In  children,  acute  neck  pain  is  usually  due  to  an 
infectious  process  in  the  nose  or  throat,  the  central 
nervous  system  or  the  lymph  nodes,  the  doctors 
wrote  in  the  January  5 Journal  of  the  American 
Medical  Association. 

In  adults,  they  said,  neck  pain  is  often  due  to 
dental  or  other  oral  infections,  postural  and  struc- 
tural changes  in  the  neck,  muscular  affections  and 
injuries.  In  the  elderly,  such  pain  may  be  due  to 
cervical  arthritis,  blood  vessel  disease  or  malignant 
tumors. 


Among  the  diseases  which  cause  such  pain  are  a 
sore  throat,  diphtheria,  infections  of  lymph  nodes 
and  glands  resulting  from  German  measles  and 
mumps,  meningitis,  meningism  and  poliomyelitis. 

Boils,  carbuncles  and  cysts  anywhere  on  the  neck 
are  common  causes  of  neck  pains,  the  doctors  stated, 
as  are  a thyroid  condition,  goiter,  certain  skin  in- 
flammations of  the  neck,  inflammations  of  the  mouth 
and  osteomyelitis. 

Acute  neck  pain  often  may  be  associated  with,  or 
as  the  presenting  symptom  of,  a virus  infection  of 
the  respiratory  tract,  according  to  the  doctors.  Tu- 
mors, arthritis,  tuberculosis  of  the  larynx,  syphilis 
and  bursitis  are  also  causes. 

Certain  types  of  heart  conditions  may  even  cause 
neck  pain,  as  may  various  diphragmatic  and  abdom- 
inal diseases,  it  was  stated. 

However,  the  doctors  pointed  out,  not  all  neck 
pain  points  to  a serious  affliction.  An  old-fashioned 
“crick  in  the  neck”  is  probably  just  due  to  the  sud- 
den onset  on  awakening  after  sleep,  exposure  to  in- 
clement weather,  or  just  too  tight  a collar. 


On  January  4,  the  Hastings  Tribune  carried  a by- 
line story  under  a Washington  United  Press  date- 
line which  suggested  a good  starting  point  for  the 
new  health  commission  recently  appointed  by  Presi- 
dent Truman.  The  article  said  in  part: 

“Great  Britain  would  be  a good  place  for  Presi- 
dent Truman’s  new  commission  to  begin  its  investi- 
gation of  compulsory  health  insurance. 

“The  British  have  had  cradle-to-grave  health 
service  since  July,  1948.  The  idea  was  sold  to  vast 
numbers  of  British  voters  as  free  hospital  and 
medical  care,  even  to  the  provision  of  wigs  for  bald 
plates.  But  it  is  not  free.  It  is  a tax-paid  service 
and  it  has  proved  to  be  an  enormously  costly  under- 
taking. 

“Annual  costs  now  considerably  exceed  estimates 
when  Great  Britain’s  Socialist  government  put  the 
plan  into  operation. 

“If  Ti'uman’s  commissioners  named  to  study  the 
field  of  public  health  do  visit  Great  Britain  they  will 
learn  one  thing  in  a hurry.  It  is  that  the  British 
Health  Service  program  is  enormously  popular.  No 
British  government  would  dare  tamper  much  with 
it. 

“When  the  late  Socialist  government  this  year 
decided  to  require  patients  to  pay  half  the  cost  of 
their  spectacles  and  false  teeth  there  was  a cabinet 
crisis  complete  with  resignation.  Yet  British  health 
service  costs  steadily  are  rising  while  evidence  of 
abuses  and  bad  management  become  notorious. 

“The  moral  of  all  this  is  that  a country  which 
undertakes  any  such  health  program  is  stuck  with 
it  for  better  or  worse,  even  though  it  cries  out  for 
change  and  adju.stment.  The  British  are  stuck  that 
way.” 

As  examples  of  abuses,  the  article  pointed  out 
these  facts: 

1.  A spot  check  in  a North  London  factory  clinic 
showed  that  46  of  every  100  spectacles  issued  free 
were  not  needed,  i.e.,  there  was  no  faulty  vision. 

2.  As  of  last  June  more  than  500  million  pre- 
scriptions have  been  dispensed  in  England  since 
medicine  became  “free.” 
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RAYTHEON'S 

RADAR  DIATHERMY 


some  of  the  significant  features  of  which  are: 


• A high  degree  of  absorption 

• Penetrating  energy  for  deep  heating 

• A desirable  temperature  ratio  of  fat  to 
vascular  tissue 

• Effective  production  of  active  hyperemia 

• Desirable  relationship  between  cutaneous 
and  muscle  temperature 


Raytheon  Microtherm  Console 
Model  CMOS  has  full  floating 
arm  and  Directors  for  treating 
irregular,  local  or  large  areas. 
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OFFICERS  NEBRASKA  STATE 
MEDICAL  ASSOCIATION 

D.  B.  Steenburg,  Aurora President 

H.  S.  Morgan.  Lincoln President-Elect 

Rudolph  Decker.  Byron Vice  President 

R.  B.  Adams,  Lincoln Secretary-Treasurer 

M.  C.  Smith.  Lincoln Executive  Secretary 


BOARD  OF  TRUSTEES 


Earle  Johnson.  Chm. Grand  Island 

G.  E.  Peters Randolph 

J.  E.  M.  Thomson Lincoln 

Fay  Smith Imperial 

R.  B.  Adams Lincoln 


Delegates — K.  S.  J.  Hohlen,  Lincoln  ; J.  D.  McCarthy,  Omaha 
Alternates:  H.  S.  Morgan,  Lincoln;  E.  F.  Leininger,  McCook 


COUNCIL  ON 
PROFESSIONAL  ETHICS 
Morris  Nielsen.  Ch..  1954, 

Blair 

G.  E.  Charlton,  1952 Norfolk 

John  R.  Kleyla,  1953__Omaha 

K.  S.  J.  Hohlen.  1955  Lincoln 

C.  F.  Heider.  1956 No.  Platte 

COMMITTEES 

Education 

Advisory  to  Auxiliary 

B.  R.  Bancroft,  Ch. Kearney 

R.  A.  Moser Omaha 

Charles  Way Wahoo 

Allied  Professions 


E. 

W.  Hancock. 

Chm— Lincoln 

C. 

W.  Guildner 

Hastings 

R. 

R.  Best- 

-Omaha 

W. 

J.  McMartin. 

Omaha 

R. 

R.  Brady. 

Ainsworth 

Credentials 

Louis  Moon.  Ch,. 

Omaha 

M. 

O.  Arnold- 

-St.  Paul 

D.  E.  Brewster Holdrege 

Emergency  Medical  Service 

J.  J.  Freymann,  Ch Omaha 

Neil  J.  Everitt Omaha 

Robt.  S.  Long Omaha 

Roy  Whitham Lincoln 

D.  W.  Kingsley Hastings 

J,  T.  Hanna Scottsbluff 

J.  P.  Redgwick Omaha 

Fred  S.  Webster Lincoln 

Hospital  and  Professional 
Relations 

Howard  B.  Hunt,  Ch. -Omaha 

J.  Perry  Tollman Omaha 

K.  S.  J.  Hohlen Lincoln 


Geo.  W.  Covey Lincoln 

Ralph  Luikart Omaha 


Insurance 

C.  R.  Weber,  Ch Hastings 

George  Misko Lincoln 

F.  R.  Barta Omaha 

Journal  and  Publication 

F.  W.  Niehaus.  1952 Omaha 

Paul  Bancroft,  1953 Lincoln 

W.  H.  Heine,  1954 Fremont 

Library,  Necrology 
and  Records 

Geo.  Salter,  Ch Norfolk 

J.  M.  Woodward Lincoln 

W.  E.  Wright Creighton 

Medical  Service 

E.  B.  Reed,  Ch Lincoln 

J.  S.  Broz Alliance 

J.  D.  Bradley Omaha 

Walter  Benthack Wayne 

Medicolegal  Advice 
J.  D.  Bradley,  Ch..  1952 -Omaha 

R.  B.  Adams.  1953 Lincoln 

J.  P.  Gilligan,  1954-Nebr.  City 

Planning 

F.  L.  Rogers,  Ch Lincoln 

Morris  Nielsen Blair 

A.  B.  Anderson.-Pawnee  City 

A.  J.  Offerman Omaha 

Fay  Smith Imperial 

Prepayment  Medical  Care 

Donald  Wilson.  Ch Omaha 

H.  A.  Jakeman Fremont 

Orvis  Neely Lincoln 

Public  Relations 
Harold  S.  Morgan,  Ch. -Lincoln 

John  McGreer,  Jr Lincoln 

Leroy  W.  Lee Omaha 

Harold  N.  Neu Omaha 


J.  P.  Gilligan Nebr.  City 

Houghton  F.  Elias Beatrice 

D.  B.  Wengert Fremont 

Rural  Medical  Service 

E.  F,  Leininger,  Ch._McCook 

R.  L.  Cassel Fairbury 

R.  E.  Penry Hebron 

E.  G.  Brillhart Columbus 

Chas.  F.  Ashby Geneva 

Dan  Nye Kearney 

R.  S.  Wycoff Lexington 

Scientific  Assembly 

H.  S.  Morgan,  Ch. Lincoln 

J.  D.  Bisgard Omaha 

T.  T.  Smith Omaha 

W.  W.  Waddell Beatrice 

R.  B.  Adams Lincoln 

Speakers  Bureau 

R.  O.  Garlinghouse,  Ch. 

Lincoln 

Henry  Lehnhoff  Omaha 

J.  J.  O’Neill Omaha 

Geo.  Stafford Lincoln 

O.  V.  Calhoun Lincoln 

RESEARCH 

Arthritis 

F.  L.  Dunn,  Ch Omaha 

M.  C.  Howard Omaha 

C.  R.  Carlson Wauneta 

Cancer 

J.  F.  Kelly,  Ch Omaha 

J.  T.  McGreer,  Jr Lincoln 

B.  R.  Bancroft Kearney 

Cardio-Vascular  Disease 

Fred  Niehaus,  Ch Omaha 

Chester  Thompson Omaha 

O.  A.  Kostal Hastings 


Cerebral  Palsy 

L.  S.  Campbell,  Ch. Omaha 

John  M.  Thomas Omaha 

Fred  C.  Ferciot Lincoln 

L.  J.  Gogela Lincoln 

S.  L.  Wolters Lincoln 

Diabetes 

Morris  Margolin,  Ch Omaha 

Floyd  Rogers Lincoln 

Ben  Slutsky  Omaha 

C.  R.  Hankins Omaha 

Maurice  Pepper Omaha 

Sanford  Rathbun Beatrice 

Fracture 

W.  P.  .lensen,  Ch. Omaha 

Stanley  Bach Omaha 

Fred  Webster Lincoln 

Industrial  Health 

L.  O.  Hoffman Omaha 

G.  Prentiss  McArdle Omaha 

E.  J.  Kirk Omaha 

M.C.H. 

R.  E.  Garlinghouse,  Ch. 

Lincoln 

L.  S.  McGoogan Omaha 

R.  W.  Homan Crete 

Mental  Hygiene 
J.  C.  Nielsen Hastings 

R.  J.  Stein Lincoln 

Robt.  Wigton Omaha 

Public  Health 

G.  R.  Underwood,  Ch. -Lincoln 

S.  I.  Fuenning Lincoln 

F.  \j.  Dunn Omaha 

A.  E.  Harrington Lincoln 

Wm.  E.  Holmes Gering 

Val  C.  Verges Norfolk 

H.  C.  Stewart Pawnee  City 

Tuberculosis 

J.  Harry  Murphy,  Ch.-Omaha 

Arthur  Anderson Lexington 

Earl  A.  Rogers Lincoln 

William  E.  Nutzman_Keamey 

Max  Fleishman  Omaha 

Venereal  Disease 

L.  W.  Lee,  Ch. Omaha 

O.  J.  Cameron Omaha 

John  Barthell Lincoln 


Councilor  Districts  and  Counties 

First  District:  Councilor:  James 

Kelly.  Omaha.  Counties : Doug- 
las, Sarpy. 

Second  District:  Councilor:  W.  C. 

Kenner,  Nebraska  City ; Coun- 
ties : Lancaster.  Otoe,  Cass. 

Third  District:  Councilor:  J.  C. 

Waddell,  Beatrice.  Counties : 
Gage,  Johnson,  Nemaha,  Paw- 
nee, Richardson. 

Fourth  District:  Councilor:  W.  E. 
Wright,  Creighton.  Counties: 
Knox.  Cedar,  Dixon,  Dakota.  An- 
telope, Pierce,  Thurston,  Mad- 
ison, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  R.  T. 

VanMetre,  Fremont.  Counties : 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Robert 

Harry,  York.  Counties : Saun- 

ders, Butler,  Seward,  Polk,  York, 
Hamilton. 

Seventh  District:  Councilor:  A.  A. 
Ashby,  Fairmont.  Counties:  Sa- 
line, Clay,  Fillmore,  Nuckolls. 
Thayer,  Jefferson. 

Eighth  District : Councilor : R.  R. 
Brady,  Ainsworth.  Counties : 
Cherry,  Keyapaha.  Brown.  Rock, 
Holt.  Sheridan,  Boyd. 

Ninth  District:  Councilor:  Wm.  M. 
McGrath,  Grand  Island.  Coun- 
ties: Hall,  Custer,  Valley,  Greely, 
Sherman.  Howard.  Dawson.  Buf- 
falo. Grant,  Hooker,  Thomas. 
Blaine,  Wheeler,  Loup,  Garfield. 

Tenth  District : Councilor : Earl 

Leininger.  McCook.  Counties : 
Gosper,  Phelps,  Adams,  Furnas. 
Harlan,  Franklin,  Webster.  Kear- 
ney, Red  Willow,  Chase,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  F.  M. 
Bell,  Grant.  Counties : Lincoln, 
Perkins,  Keith,  McPherson,  Gar- 
den, Arthur,  Logan,  Deuel. 

Twelfth  District:  Councilor:  Frank 
Herhahn,  Scottsbluff.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill.  Kimball,  Cheyenne, 
Sioux,  Dawes. 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY 


Adams  (10) 

Boone  (5) 

Box  Butte  (12) 

Buffalo  (9) 

Burt  (5) 

Butler  (6) 

Cass  (2) 

Ced.-Dix. -Dak. -Th. -Wayne  (4) 
Cheyenne-Kimball-Deuel  (12) 

Clay  (17) 

Colfax  (5) 

Custer  (9) 

Dawson  (9) 

Dodge  (5) 

Filmore  (7) 

Franklin  (10) 

Four  County  (9) 

Gage  (3) 

Garden-Keith-Perkins  (11) 

Hall  (9) 

Hamilton  (6) 

Harlan  (10) 

Holt  and  Northwest  (8) 

Howard  (9) 

Jefferson  (7) 

Johnson  (3) 

Lancaster  (2) 

Lincoln  (11) 

Madison  Six  (4) 

Merrick  (5), 

Nance  (5) 

Nemaha  (3) 

Northwest  Nebraska  (8) 

Nuckolls  (7) 

Omaha-Douglas  (1) 

Otoe  (2) 

Pawnee  (3) 

Phelps  (10) 

Platte  (5) 

Polk  (6) 

Richardson  (3) 

Saline  (7) 

Saunders  (6) 

Scotts  Bluff  (12) 

Seward  (6) 

Southwest  Nebraska  (10) 

Thayer  (7) 

Washington  (5) 

Webster  (10) 

York  (6) 


D.  W.  Kingsley.  Hastings H.  J.  O’Donnell,  Ingleside 

W.  J.  Reeder,  Cedar  Rapids Henry  Sydow,  Albion 

O.  L.  Seng,  Alliance G.  R.  Christenson,  Hemingford 

L.  D.  Lane,  Kearney D.  A.  Nye,  Kearney 

J.  W.  Redelfs,  Oakland J.  G.  Allen,  Tekamah 

D.  E.  Burdick,  David  City L.  J.  Ekeler,  David  City 

L.  Kunkel,  Weeping  Water Howard  Liston,  Elmwood 

H.  G.  Barber,  Homer Clarence  A.  Pierson,  Pender 

H.  R.  Baker,  Chappel K.  J.  Kenney,  Kimball 

H.  V.  Nuis,  Sutton 

L.  C.  Kavan.  Schuyler W.  J.  Kavan,  Clarkson 

Carrie  Bowman,  Broken  Bow V.  S.  McDaniels,  Sargent 

Dean  McGee,  Lexington P.  B.  Olsson,  Lexington 

E.  F.  Malloy,  Fremont Harry  Jakeman,  Fremont 

,J.  C.  Hickman,  Geneva V.  V.  Smrha,  Milligan 

Lloyd  S.  McNeill,  Campbell W.  A.  Doering,  Franklin 

Roy  S.  Cram,  Burwell Frank  A.  Barta.  Ord 

A.  R.  Bryant,  Beatrice E.  L.  Penner,  Beatrice 

F.  M.  Bell,  Grant S.  K.  Imes,  Ogallala 

J.  H.  Easley,  Grand  Island Loren  Imes,  Grand  Island 

D.  B.  Steenburg,  Aurora J.  M.  Woodard.  Aurora 

R.  H.  Kerr.  Alma W.  C.  Bartlett.  Alma 

James  P.  Brown,  O’Neill Harold  J.  Panzer.  Bassett 

A.  H.  Holm,  Wblbach E,  C.  Hanisch.  St.  Paul 

W.  P.  Yoachim.  Fairbury R.  P.  Luce,  Fairbury 

L.  J.  Chadek,  Tecumseh J.  A.  Lanspa,  Tecumseh 

H.  S.  Morgan.  Lincoln J.  A .Brown,  Lincoln 

C.  F.  Heider,  North  Platte N.  Chick,  North  Platte 

U.  S.  Harrison,  Neligh Val  Verges,  Norfolk 

R.  R.  Douglas,  Clarks E.  T.  Zikmund.  Central  City 

Kenneth  R.  Dalton,  Genoa James  C.  Maly,  Fullerton 

F.  M.  Tushla,  Auburn F.  L.  Krampert,  Auburn 

A.  J.  Courshon,  Chadron Eric  De  Flon.  Chadron 

A.  I.  Webman,  Superior C.  T.  Mason.  Superior 

L.  D.  McGuire,  Omaha J.  D.  Bradley.  Omaha 

A.  H.  Bonebrake,  Nebr.  City C.  F.  Formanack.  Syracuse 

A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Donald  W.  Jones,  Holdrege D.  E.  Brewster,  Holdrege 

P.  H.  McGowan,  Columbus E.  G.  Brillhart.  Columbus 

C.  L.  Anderson,  Stromsburg Richard  Delfs,  Shelby 

H.  S.  Heim,  Humboldt W.  D.  Ketter.  Falls  City 

C.  Zimmer.  Friend R.  W.  Homan.  Crete 

W.  W.  Noyes,  Ceresco Lunetta  Memming.  Wahoo 

L.  J Gridley.  Scottsbluff S.  P.  Wiley.  Gering 

B.  E.  Morrow.  Seward R.  Herpolsheimer,  Staplehurst 

J.  L.  Batty.  McCook L.  E.  Dickinson,  Jr..  McCook 

Louis  G.  Bunting.  Hebron Rudolph  F.  Decker,  Byron 

Rudolph  Seivers,  Blair Morris  Nielsen,  Blair 

S.  H.  O’Neill.  Blue  Hill 

J.  S.  Bell,  York B.  N.  Greenberg,  York 
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in  OMAHA,  NEBRASKA 

stay  at  Hotel 

Paxton 

In  ihe  heart  of  downtown 
Omaha,  Hotel  Paxton 
typifies  the  spirit  of  this 
progressive  city  . . . 
continually  improving 
service  for  discriminating 
guests,  accentuating 
charm,  individuality 

and  livability  in  all  guests  rooms,  extending  traditionally 
famous  courtesy  to  travelers  since  1882,  Hotel  Paxton 
at  14th  and  Farnam  is  your  choice  for  good  living. 


Visit  the  * PAX  ROOM  ® TAVERN  GRILL 
• MURAL  LOUNGE  ® COFFEE  SHOP 


Affiliated 

NATIONAL  HOTELS 

ALABAMA 

HOTKL  ADMIRAL  SEMMES Mobile 

HOTEL  THOMAS  JEFFERSON 


Birmingham 


DISTRICT  OF  COLUMBIA 

HOTEL  WASHINGTON 

...Wa-shington 

INDIANA 

HOTEL  (’LAYPOOI. 

Indianapolis 

LOUISIANA 

.lUNG  HOTKIi  

New  Orleans 

HOTEL  DESOTO  

New  Orlean.s 

NEBRASKA 

HOTEL  PAXTON 

Omaha 

NEW  MEXICO 

HOTEL  CLOVIS 

Clovis 

SOUTH  CAROLINA 

HOTEL  WADE  HAMPTON 

Columbia 

TEXAS 

HOTEI.  STEPHEN  F.  At'STIN  Austin 

HOTEL  EDSON  

- - Beaumont 

HOTEL  BROW’NWOOD 

- Brownwood 

HOTEL  BAKER 

Dallas 

HOTEL  TRAVIS 

...  Dallas 

HOTEL  CORTEZ 

El  Paso 

HOTEL  BUCCANEER 

Galveston 

HOTEL  GALVEZ 

Galveston 

HOTEL  JEAN  LAFITTE 

Galveston 

CORONADO  (’OURTS 

. . Galveston 

MIRAMAR  ( OURT 

...Galveston 

HOTEI>  CAVALIER 

Galveston 

HOTEL  PLAZA  

HOTEL  LUBBOCK 

Lubbock 

HOTEL  FALLS 

HOTEL  CACTUS  

...San  Angela 

HOTEL  MENGIRl 

Sin  Antonio 

ANGELES  i’OURTS 

San  Antonio 

VIRGINIA 

HOTEL  MOUNTAIN  LAKE  Mountain  Lake 

HOTEL  MONTICELIX) 

Norfolk 

COSTISONE  AND  ACTH  USED  TO  TREAT 
SKIN  DISEASES 

The  successful  use  of  cortisone  and  ACTH  to 
relieve  the  symptoms  of  13  various  skin  inflamma- 
tions and  diseases  was  reported  in  the  January  5 
Journal  of  the  American  Medical  Association. 

The  article  stressed,  however,  that  the  hormone 
drags  did  not  cure  the  afflictions,  and  should  not  be 
used  promiscuously,  without  knowledge  of  their 
physiological  effects  and  dosage,  and  of  the  influ- 
ence of  infection  on  those  receiving  such  treatment. 

The  drags,  according  to  the  report,  appeared  to 
buffer  or  to  shield  the  target  tissues  from  the  pro- 
voking agent,  and  because  of  this,  suppressed  many 
of  the  serious  disabling  symptoms  of  the  diseases. 
They  also  aided  in  reducing  the  itching,  which  per- 
mitted more  rapid  healing  of  the  lesions. 

In  addition,  many  of  those  persons  treated  with 
cortisone  and  ACTH  showed  mental  stimulation  and 
mental  buoyancy,  felt  full  of  pep,  were  much  more 
active  and  had  increased  appetites. 

Some  of  the  patients,  however,  were  unable  to 


sleep  well,  appeared  anxious  and  agitated,  and  ex- 
perienced slight  and  transient  changes  in  their  men- 
tal stability.  Cortisone  also  tended  to  suppress  the 
symptoms  and  surface  signs  of  infectious  diseases, 
which  prevented  the  recognition  of  unexpected  in- 
fections. Some  patients,  the  report  stated,  did  not 
obtain  any  relief  from  the  drags. 

Recurrences  of  the  symptoms  of  the  diseases  and 
inflammations  were  noted  in  many  cases  shortly 
after  administration  of  the  drugs  ceased,  according 
to  the  four  Rochester,  Minn.,  dermatologists  who 
made  the  report. 

“For  the  majority  of  patients  with  dermatosis, 
the  courses  of  treatment  were  short,  and  significant 
physiological  alterations  were  seldom  seen,”  the 
doctors  stated. 

“In  all  cases  an  effort  should  be  made  to  find 
the  minimal  maintenance  dose  that  provides  suppres- 
sion and  relief  of  symptoms.” 

The  report  was  submitted  by  Drs.  Robert  R.  Kier- 
land,  Paul  A.  O’Leary  and  Louis  A.  Bransting  of 
the  Mayo  Clinic  and  Dr.  John  W.  Didcoct  of  the 
Mayo  Foundation,  University  of  Minnesota. 


EYELID  DERMATITIS 

Fr«qu0nt  symptom  of 
nail  locquer  ollergy 


^^AR-Ex  ftypo-Auaemc  nail  polish 

In  clinical  tests  proved  SAFE  for  98%  EXCLUSIVELY  BY 

of  women  who  could  wear  no  other 
polish  used. 


At  last,  a nail  polish  for  your  allergic  patients. 
In  7 lustrous  shades.  Send  for  clinical  resume: 


AR-EX  COSMETICS,  INC.  iossw.van  buren  st..  Chicago  7,  ill. 


' AR-EX 
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Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 

OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.D.,  Director 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 
Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 


^DISPENSERS  of  glasses  to 
meet  the  exacting  require- 
ments of  the  Medically 
Trained  Eye  Physician. 


PHYSICIANS 

OPTICAL  SERVICE 

W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 


CLASSIFIED  ADS 

PROG  PREGNANCY  TEST— Rapid,  accurate, 
$5.00.  Research  has  shown  test  to  be  98%  ac- 
curate. Results  sent  day  specimen  received. 
Air  mail  special  to  out  state  doctors.  Mailing 
tubes,  additional  information  on  request.  Write 
or  send  specimens  to;  H.  J.  Phillips,  103  E 
Huskerville,  Lincoln,  Phone  50-8581,  or  P.  U. 
Anderson  4520  I.afayette  Avenue.  Omaha,  Phone 
GLendale  6577 

LOCATION  AVAILABLE — Town  of  1,400.  One 
other  doctor.  Eight-room  space  in  ground  floor 
office  for  rent  in  building  with  dentist.  Thirty 
m.a.  x-ray  and  Buckey  table  and  examining 
tables  and  furniture  for  sale.  Contact  P.  J. 
Wolpert.  D.D.S.,  Bloomfield.  Nebraska. 


A new  use  for  an  old  ding — aminophylline — to  aid 
in  dislodging  foreign  bodies  swallowed  or  inhaled 
by  children  was  reported  in  the  November  24  Journal 
of  the  American  Medical  Association. 

The  ding,  long  prescribed  to  treat  asthma,  has 
been  used  successfully  to  relax  the  bronchial  muscles 
and  thus  permit  spontaneous  remission  of  foreign 
objects  inhaled  or  swallowed  by  youngsters,  accord- 
ing to  Dr.  I.  Newton  Kugelmass,  of  New  York. 

Four  such  cases  involving  children  were  described 
by  the  doctor,  who  treated  them  by  rectal  retention 
of  the  drug.  Prompt  remission  resulted. 

“Children  inspire  or  swallow  foreign  bodies  be- 
cause they  explore  things  with  their  mouths,”  Dr. 
Kugelmass  said.  “Inspiration  of  such  objects  into 
the  air  passages  is  usually  the  result  of  a sudden 
gasp  for  breath  after  excitement,  ci’ying,  or  laugh- 
ing, but  swallowing  may  force  an  object  over  the 
laryngeal  aperture.” 


POSTCRADUATE 

COVRSES 

in 

ELECTROCARDIOGRAPHY  - 6 days,  March 
10-15 

OPHTHALMOLOGY  AND  OTOLARYNGOL- 
OGY—5 days,  March  17-21 

GERIATRICS-3  days,  March  24-26. 

Each  of  These  Courses  Will  Be  Presented  By  An  Out- 
standing Group  of  Guest  Instructors  in  Addition  to 
Members  of  the  University  Faculty. 

Address  requests  for  program  announcement 
and  information  to: 

Extension  Program  in  Medicine 

UNIVERSITY  OF  KANSAS 
SCHOOL  OF  MEDICINE 

Kansas  City  12,  Kansas 


<Si3i7/>rSURGICAL 

OoM'O#  COMPANY,  Inc. 


For  rent  or  sale:  Folding  Wheel 
Chairs,  Invalid  Walkers. 

On  display:  the  new  direct 

writing  Cardiographs  and  Radar 
Diathermy  (Microtherm). 

Write  for  Information 
Medical  Arts  Building,  Omaha,  Nebr. 
Phone  ATlantic  5825 


The  Neurological  Hospital 

2625  West  Paseo, 

KANSAS  CITY,  MISSOURI 

★ ★ ★ 


A voluntary  hospital  providing  the  care 
and  treatment  of  nervous  and  mental  pa- 
tients and  associate  conditions. 
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EDITORIAL 

SUPPORT  THE  MEDICAL  EDUCATION 
FOUNDATION 

The  period  of  April  15  to  June  30  of  this 
year  has  been  set  aside  by  the  American 
Medical  Education  Foundation  to  build  up  a 
substantial  fund  for  the  relief  of  American 
medical  colleges  in  financial  distress.  In  his 
recent  special  bulletin  to  the  physicians  of 
Nebraska,  Dr.  Donald  Steenburg,  president 
of  our  Association,  aptly  emphasized  the  im- 
portance of  participation  in  this  worthy  cam- 
paign by  individual  members  of  our  local  pro- 
fession. In  this  editorial  we  wish  to  stress 
the  urgency  that  exists  at  this  time,  not  only 
in  Nebraska,  but  indeed  throughout  the  na- 
tion as  a whole.  The  medical  schools  are 
growing  increasingly  embarrassed  through  a 
shrinkage  of  income  directly  and  indirectly 
through  a decrease  in  the  dollar  value.  In- 
creases in  taxes  are  threatening  the  private- 
ly endowed  institutions,  the  government  ab- 
sorbing most  of  the  profits  in  the  higher 
brackets  of  income.  Tax-supported  colleges 
are  suffering  severely  from  pressure  groups 
which  crowd  legislative  corridors  with  de- 
mands for  a decrease  in  expenditures  of  state 
owned  institutions. 

Dr.  Steenburg  is  logical  in  his  statement 
that  on  the  federal  level  there  are  those  who 
would  consider  it  a pleasure  to  step  in  and 
take  over  the  medical  colleges  through  fi- 
nancing medical  education.  Dr.  Steenburg 
also  asserts  wisely  that  there  is  little  sense 
in  the  unfortunate  custom  of  sending  local 
dollars  to  Washington  for  financing  every- 
thing, receiving  in  return  a fraction  of  the 
money  thus  submitted.  Medical  schools  of 
this  country  at  the  present  time  are  in  need 
of  budgets  large  enough  to  allow  them  a 
modern  curriculum  as  well  as  reasonable  fa- 
cilities for  research.  Whether  such  budgets 


will  be  met  by  private  subscription,  local  tax- 
ation, or  federal  subsidies  and  controls  will 
depend  in  large  measure  on  the  response 
shown  by  individual  physicians  during  the 
coming  campaign  this  spring.  It  should  be 
noted  here  also  that  in  the  recent  release  by 
the  officers  of  the  American  Medical  Educa- 
tion Foundation  sums  earmarked  for  indi- 
vidual colleges  will  be  allocated  to  those  col- 
leges in  addition  to  the  regular  contribution 
to  those  institutions  from  the  general  fund 
of  the  Foundation. 

It  will  be  remembered  that  for  the  1951-52 
academic  year  Creighton  University  School 
of  Medicine  and  the  University  of  Nebraska 
College  of  Medicine  each  received  $15. 000  to 
be  spent  for  instructional  purposes.  Each  of 
these  schools  was  enabled  to  augment  its 
staff  either  in  full-time  or  part-time  person- 
nel to  aid  in  the  teaching  load.  It  should  be 
remembered  also  that  one  of  the  features  of 
these  contributions  by  the  Foundation  is 
full  freedom  of  disposition  of  funds.  Monies 
thus  obtained  by  the  medical  schools  are 
utilized  for  improvements  in  educational  fa- 
cilities on  any  basis  determined  by  the  in- 
dividual college. 

This  Journal  urges  every  physician  in  Ne- 
braska to  participate  actively  in  this  cam- 
paign, not  only  through  his  own  contribu- 
tions, but  also  through  solicitation  of  funds 
from  non  - medical  sources.  Our  medical 
schools  of  America  cannot  be  let  down.  Med- 
ical education  must  remain  free  from  govern- 
ment domination  if  the  physicians  of  Amer- 
ica are  to  retain  their  freedom  of  private 
medical  practice. 


Checks  made  out  to  American  Medi- 
cal Education  Foundation  may  be  sent 
to  our  headquarters  offices,  Nebraska 
State  Medical  Association,  1315  Sharp 
Bldg.,  Lincoln. 
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EDITORIAL 


Nebr.  S.  M.  Jour. 
March.  1952 


DR.  JAHR  RESIGNS  AS  EDITOR 

Doctor  Herman  M.  Jahr  has  done  an  en- 
viable piece  of  work,  over  the  years,  as  Edi- 
tor of  our  Journal.  The  doctors  of  Nebraska 
will  be  sorry,  indeed,  to  find  themselves  de- 
prived of  his  fine  services.  When  a machine 
is  functioning  smoothly,  it  does  not  occur  to 
us  to  wonder  what  makes  it  tick.  It  is 
equally  true  that  when  a job,  like  the  editor- 
ship of  this  Journal  goes  on  without  an  ap- 
parent hitch  month  after  month  and  year 
after  year,  we  do  not  think  of  the  energy 
expended  in  attaining  that  smoothness  of 
operation.  It  is  only  when  something  goes 
wrong,  such  as  the  retirement  of  Herman 
Jahr  from  the  editorship,  that  we  realize 
what  has  kept  the  bearings  oiled. 

It  is  with  considerable  trepidation  that  I 
contemplate  trying  to  take  over  where  Dr. 
Jahr  is  leaving  off.  I deeply  appreciate  the 
honor  shown  me  in  appointing  me  to  the 
editorship  and  the  confidence  thus  expressed 
in  my  ability  to  do  the  job.  I shall  do  my 
best,  and  trust  you  will  be  charitable  until  I 
get  “organized.” 

— George  \^^  Covey. 


MASS  CHEST  X-RAY  SURVEYS 

Mass  chest  x-ray  programs  have  proved  of 
positive  value  in  the  discovery  and  conse- 
quent control  of  tuberculosis,  according  to 
Dr.  Robert  J.  Anderson  of  Washington,  medi- 
cal director  and  chief  of  the  division  of 
chronic  diseases  and  tuberculosis,  U.  S.  Pub- 
lic Health  Seiwice. 

Writing  in  the  Febr.  23  Journal  of  the 
American  Medical  Association,  Dr.  Anderson 
said  these  surveys  also  have  aided  in  the  dis- 
covery of  such  other  chest  conditions  as 
tumors,  cancer,  and  heart  and  blood  vessel 
abnormalities. 

Dr.  Anderson  based  his  statement  on  the 
results  of  a four-year  participation  by  the 
U.  S.  Public  Health  Service  in  14  community- 
wide chest  x-ray  surveys,  during  which  more 
than  5,500,000  persons  over  15  years  of  age 
throughout  the  country  were  examined. 

The  results  disclosed  that  one  out  of  every 
1,000  persons  screened  will  have  active  tu- 
berculosis that  is  clinically  recognizable,  and 
many  of  those  found  with  inactive  and  ques- 
tionably active  disease  will  later  prove  to 
have  definitely  active  tuberculosis.  More- 


over, about  85  to  90  per  cent  of  the  active 
cases  are  unknown  to  the  health  department. 
The  identification  of  these  previously  un- 
known cases  of  active  tuberculosis  represents 
one  of  the  major  contributions  of  the  com- 
munity-wide survey  wherever  it  is  held,  ac- 
cording to  Dr.  Anderson. 

In  addition,  the  information  acquired  ap- 
peared to  confirm  the  commonly  held  notion 
that  tuberculosis  prevails  to  a greater  extent 
at  the  lower  socioeconomic  levels,  he  added. 

The  over-all  survey  showed  that  between 
55  and  93  per  cent  of  all  eligible  population 
in  each  community  will  take  advantage  of  the 
x-rays.  However,  the  report  pointed  out,  the 
older  age  groups  do  not  usually  respond  as 
well  as  the  younger  population  groups.  Gen- 
erally, the  response  of  the  two  sexes  was 
equal. 

Although  tuberculosis  is  the  primary  con- 
cern of  community-wide  chest  x-ray  surveys, 
the  screening  programs  do  identify  other 
pathological  conditions  of  the  chest.  Dr.  An- 
derson stated.  In  view  of  our  aging  popu- 
lation, this  is  assuming  greater  value  as  a 
by-product  of  the  tuberculosis  case-finding 
projects. 


REFRESHER  COURSE  IN  PEDIATRICS 
March  21-22,  19.'')2 

University  of  Nebraska  ColleKe  of  Medicine 

Sponsored  by  Materna-Child  Health  Division  of 
Nebraska  State  Health  Department.  Dr.  John  A. 
Lichty,  Associate  Professor  of  Pediatrics,  Univer- 
sity of  Colorado  School  of  Medicine,  Denver,  Colo- 
lado  will  be  guest  speaker. 

Topics  to  be  discussed  are:  “Congenital  Defects,” 
“Viral  Hepatitis,”  “Convulsions  in  Infants,”  “Rou- 
tine Immunizations  in  Childhood,”  “The  Care  of  the 
Child  with  Heart  Disease.”  Open  discussion  on  pedi- 
atric problems. 

If  you  are  planning  to  attend,  please  write  to 
Department  of  Pediatrics,  University  of  Nebraska 
College  of  Medicine,  42nd  and  Dewey  Ave,  Omaha  5, 
Nebraska.  Registration  fee  is  $10.00. 


PREVENTIVE  MEDICINE 

Oliver  Lodge  once  obseiwed:  “The  last  thing  in 

the  world  that  a deep  sea  fish  could  discover  would 
be  salt  water.”  A somewhat  parallel  relation  exists 
between  man  and  his  health.  It  is  seldom  that  an 
individual  is  conscious  of  health  while  in  a state  of 
health.  Perhaps  this  situation  explains  why  most 
medical  attention  has  been  centered  on  disease,  and 
health  has  commonly  been  accepted  as  the  absence 
of  disease.  (Maj.  Gen.  George  E.  Armstrong,  USA). 
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The  Masking  of  Clinical  and  Hemo- 
tological  Findings  by  Cortisone 
and  ACTH  in  Acute  Leukemia 
in  Childhood 


Case  Report 

J.  E.  MEYER,  M.D. 

Columbus,  Nebraska 
and 

F.  H.  TANNER,  M.D. 

Lincoln,  Nebraska 

There  have  been  several  reports  in  recent 
medical  literature^i,^)  relative  to  the  use  of 
cortisone  and  ACTH  in  acute  leukemia,  and 
some  of  these  have  indicated  temporary  re- 
lief of  symptoms,  with  temporary  i-eversion 
of  hematological  findings  toward  normal. 
The  fact  that  such  therapy  may,  temporar- 
ily, alleviate  symptoms  and  signs  of  a serious 
disease  such  as  this,  means  that  occasionally 
the  use  of  these  agents  for  another  condi- 
tion may  delay  or  obscure  the  correct  diag- 
nosis of  leukemia.  Such  a case  came  to  our 
attention,  and  we  report  it  in  order  to  em- 
phasize the  necessity  of  careful  evaluation  of 
hematological  and  clinical  findings  in  a case 
that  has  been  previously  receiving  cortisone 
or  ACTH,  or  both. 

G.  B.,  white  male  child,  age  6 years,  was  first 
seen  by  one  of  us  (JEM)  in  the  office,  February 
9th,  1951  complaining  of  marked  irritability,  swell- 
ing of  the  face  and  severe  constipation. 

PRESENT  ILLNESS 

The  mother  states  that  the  patient  had  been  well 
until  January  5,  1951,  when  he  developed  pain  in 
the  left  elbow.  This  apparently  had  been  unrelated 
to  trauma.  The  following  day  he  complained  of 
pain  and  slight  swelling  in  the  left  ankle.  About 
one  week  later,  he  w'as  seen  by  a physician  (else- 
where) and  hospitalized  on  January  12,  1951  with  a 
tentative  diagnosis  of  acute  rheumatic  fever.  At 
that  time,  extremity  x-rays  had  been  taken  and 
routine  laboratory  work  carried  out  with  no  signifi- 
cant findings  reported. 

ACTH  was  given  for  a few  days  followed  imme- 
diately by  cortisone.  The  mother  states  that  the 
child  received  16  tablets  of  cortisone  the  first  day 
and  has  taken  eight  tablets  a day  since  that  time. 
He  had  apparently  improved  and  had  been  dis- 
missed from  the  hospital  although  he  continued  to 
take  the  cortisone.  The  last  several  days  he  cried 
easily  and  seemed  to  be  very  neiwous.  He  had  a 
good  appetite  but  developed  marked  constipation. 
His  face  seemed  to  swell  in  the  last  week. 


PHYSICAL  EXAMINATION 
Temperature,  98.2;  pulse,  75  per  min.;  resp.  24 
per  min.  Genei-al  obse7'vation  indicated  peculiar 


rounding  and  slight  swelling  of  the  face.  There  ap- 
peared to  be  particular  enlargement  of  the  lower 
half  of  the  face,  giving  a moon-shaped  face.  The 
skin  was  pale,  and  of  a slightly  lemon-yellow  color. 
The  eyes  were  negative.  The  mouth  showed  marked 
tooth  decay  but  was  otherwise  negative.  There  were 
a few  small  ceiwical  nodes  palpable.  The  heart  was 
normal  in  size  with  rate  and  rhythm  noiTnal.  No 
murmurs  heard.  The  abdomen  was  normal  and  no 
masses  were  palpated.  The  extremities  appeared 
nonnal  with  normal  reflexes.  There  was  no  evi- 
dence of  swelling  or  pain  in  the  joints  at  that  time. 

LABORATORY 

Hemoglobin,  12.5  grams;  RBC,  4,230,000;  WBC, 
2,800.  Differential;  Segmented  neutrophils,  46%; 
Staff  neutrophils,  3%;  Lymphocytes,  49%;  Mono- 
cytes, 2%.  Urine:  Specific  gravity,  1.012;  acid  re- 
action; sugar,  trace;  albumin,  negative;  microscopic 
urine — rare  epithelial  cell;  sedimentation  rate,  13 
mm.  in  60  minutes. 

The  provisional  diagnosis  was  Cushing’s  syndrome 
following  coi-tisone  treatment  of  suspected  rheuma- 
tic fever.  The  cortisone  was  discontinued  and  the 
boy  seemed  to  improve  rapidly  with  disappearance 
of  the  peculiar  facies  and  with  relief  of  irritability 
and  constipation. 

He  was  seen  again  at  the  office,  February  19, 
1951  because  of  severe  pain  in  the  back  of  his  head 
and  neck.  The  physical  findings  at  this  time  were 
essentially  the  same  as  before,  except  for  a rise  in 
temperature  to  100.4  degrees  F.,  and  there  was 
marked  pain  in  the  head  and  neck  when  movement 
was  elicited,  both  active  and  passive. 

He  was  hospitalized  at  that  time,  and  placed 
on  salicylates.  Laboratory  work  in  the  hospital  on 
Febi’uai’y  26,  1951  revealed  a hemoglobin  of  11 
grams;  RBC,  4,200,000;  WBC,  9,600  with  differen- 
tial count  of — segmented  neutrophils,  25%;  staff 
neutrophils,  3%;  lymphocytes,  59%;  monocytes, 
9%;  Eosinophiles,  2%;  basophiles,  1%. 

A peripheral  blood  smear  examined  by  one  of  us 
(FHT)  revealed  a slight  anemia  with  a relative 
lymphocytosis  and  with  lymphocytes  of  essentially 
mature  type.  There  appeared  to  be  adequate  blood 
platelets  as  judged  from  the  smear  studies.  While 
no  diagnosis  could  be  made  from  the  smear,  it  was 
felt  that  this  was  a benign  infectious  process,  prob- 
ably consistent  with  the  clinical  impression  of  rheu- 
matic fever. 

His  course  in  the  hospital  was  one  of  i-elief  of 
pain  in  the  head  and  neck.  Daily  examination  re- 
vailed slight  enlargement  of  the  spleen.  He  was 
dismissed  from  the  hospital  on  March  1,  apparently 
somewhat  improved. 

The  patient  was  re-admitted  to  the  hospital  March 
9,  1951,  at  this  time  complaining  of  return  of  fever 
and  pain  in  the  left  wrist.  The  temperature  was 
100.6  degrees  F.  and  at  this  time  the  physical  exam- 
ination revealed  a i-ather  mai-ked,  generalized  lym- 
phadenopathy,  most  marked  in  the  cervical  and 
submaxillaiy  areas.  The  remainder  of  the  physical 
examination  was  essentially  the  same  as  before.  Lab- 
oi-atory  woi'k  on  this  date  i-evealed  a hemoglobin  of 
9.5  grams;  WBC,  9,350;  RBC,  3,500,000.  Diffei-en- 
tial  count  revealed — segmented  neutrophils,  12% ; 
staff  neutrophils,  3%;  lymphocytes,  83%.;  mono- 
cytes, 2%;  technician  i-eported  moderate  iri'egulai-- 
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ity  in  size  and  shape  of  red  cells.  No  morphologic 
study  of  smear  reported  at  this  time. 

The  clinical  course  in  the  hospital  at  this  admission 
was  one  of  rapid  deterioration  with  increasing  ade- 
nopathy, general  weakness  and  debility.  On  about 
March  18th,  petechial  hemorrhages  and  some  ecchy- 
moses  were  noted  in  the  skin  and  mucosae.  Re- 
peat blood  count  at  this  time  revealed  a hemoglobin 
of  3.5  grams;  RBC,  1,370,000;  WBC,  1,500  with  dif- 
ferential count  of  — segmented  neutrophils,  7%; 
staff  neutrophils,  2%;  lymphocytes,  80%;  prolym- 
phocystes  2%;  monocytes,  1%  myelocytes,  1%  baso- 
philes,  1%;  two  nucleated  red  blood  cells  were  seen 
per  100  white  cells  counted.  The  morphologic 
study  of  the  smear  indicated  marked  anemia  with 
apparent  platelet  deficiency  and  with  marked  irre- 
gularity in  size  and  shape  of  red  cells.  There  was 
marked  hypochromasia  of  red  cells  with  numerous 
immature  lymphocytes  seen.  A sternal  bone  mar- 
row was  obtained  the  following  day,  which  revealed 
the  following;  Mature  lymphocytes,  74%;  blast 
forms,  probably  lymphocytes,  13.5%;  staff  neutro- 
phils, 1.5%;  young  neutrophils,  4%;  myelocytes, 
5%;  promyelocytes,  2%.  There  were  only  18  nu- 
cleated red  blood  cell  foiTns  per  100  white  cells 
counted. 

In  view  of  the  apparent  replacement  of  a con- 
siderable portion  of  bone  marrow  by  lymphocytic 
forms,  13%  blast  fonns  and  with  marked  depression 
of  granulocytic  and  erythropoietic  elements  plus  a 
platelet  deficiency,  a diagnosis  of  acute  leukemia 
was  made.  His  course  was  progressively  downhill 
with  death  occurring  March  24,  1951. 

COMMENT 

In  retrospect,  it  would  appear  that  this 
boy's  initial  joint  pains  in  January  were 
probably  not  due  to  rheumatic  fever.  Close 
questioning  of  the  mother  indicated  there 
was  not  the  usual  redness  and  fever  accom- 
panying the  joint  manifestations  at  that 
time,  and  the  sedimentation  rate,  when  first 
seen  by  us  was  not  increased.  His  pain  could 
well  have  been  the  deep  bone  pain  of  a leuke- 
mia. His  relative  lack  of  anemia  and  lack  of 
any  platelet  deficiency  with  essentially  nor- 
mal red  cell  appearances  until  the  middle  of 
March,  is  probably  explained  by  the  fact  that 
he  had  received  ACTH  and  cortisone  for 
what  was  presumed  to  have  been  rheumatic 
fever.  Eventually  however,  the  true  nature 
of  the  process  was  evidenced  by  the  progres- 
sive anemia,  platelet  deficiency  and  hemor- 
rhages in  the  skin,  mucosa,  etc.  The  splenic 
enlargement  and  the  terminal  generalized 
lymphadenopathy  with  abnormal  bone  mar- 
row findings  were  those  characteristic  of  an 
acute  lymphocytic  leukemia. 

It  would  appear  that  the  diagnosis  of  the 
true  nature  of  the  child’s  disease  was  de- 
layed and  was  originally  masked  by  the  early 
administration  of  ACTH  and  cortisone.  The 


case  illustrates  the  possibility  of  obscuring 
the  diagnosis  by  the  use  of  these  agents. 

It  is  suggested  that  physicians  carefully 
evaluate  the  symptomatology  and  hematolo- 
gical findings  of  any  patient  with  the  history 
of  having  received  cortisone  or  ACTH.  This 
is  particularly  true  if  the  patient  has  not 
been  seen  by  the  physician  until  after  he  had 
received  this  medication.  If  the  diagnosis 
is  not  clear  cut,  in  such  an  instance,  bone 
marrow  studies  may  give  a diagnosis,  even 
though  peripheral  blood  is  not  remarkable. 
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Preparation  of  the  Thyrotoxic 
Patient  for  Operation* 

WILLIAM  P.  KLEITSCH,  M.D. 

Omaha,  Nebraska 

At  the  present  time  it  is  generally  ac- 
cepted that  surgical  extirpation  of  the  dis- 
eased gland  is  the  preferred  treatrhent  of 
thyrotoxicosis.  A properly  prepared  patient 
can  be  operated  upon  with  an  expected  mor- 
tality rate  of  considerably  less  than  one  per 
cent.  The  achievement  of  this  low  mortal- 
ity rate  is  largely  dependent  upon  adequate 
preoperative  preparation.  The  determina- 
tion of  when  a preoperative  goitre  patient 
is  ready  for  surgery  must  be  based  upon 
measurable,  objective  evidence.  Clinical  im- 
pressions are  significant  but  should  only  be 
used  as  confirmatory  evidence.  The  decid- 
ing factors  must  be  measurable.  The  object- 
ive findings  which  we  have  found  to  be  of 
value  as  measurable  evidence  are  the  weight 
curve  and  to  a lesser  degree,  pulse  and  basal 
metabolic  rates. 

Since  the  advent  of  the  antithyroid  drugs 
we  are  no  longer  justified  in  operating  upon 
a goitre  patient  who  shows  evidence  of  tox- 
icity. The  antithyroid  drugs  should  be  given 
until  the  metabolic  rate  is  reduced  to  normal 
limits.  It  is  not  advisable  to  lower  the 
metabolic  rate  below  normal,  but  if  +/ — 20% 
is  considered  the  normal  range,  little  diffi- 

*Read  before  the  83rd  Annual  Session  of  the  Nebraska  State 
Medical  Association  in  Omaha,  May  2.  1951. 

tFrom  the  Surgical  Service  of  the  Veterans  Administration 
Hospital.  Omaha.  Nebra'^ka.  and  the  Creighton  University 
School  of  Medicine. 

Sponsored  by  the  Veterans  Administration  and  published 
with  the  approval  of  the  Chief  Medical  Director.  The  state- 
ments and  conclusions  published  by  the  authors  are  a result 
of  their  own  study  and  do  not  necessarily  reflect  the  oi>inion 
or  policy  of  the  Veterans  Administration. 
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culty  will  be  encountered.  Lugol’s  solution 
is  administered  preoperatively  to  simplify 
operative  technique  by  inducing  involution 
in  the  gland. 

A METHOD  OF  PREOPERATIVE  TREATMENT 

The  following  elements  are  considered 
essential  in  the  preoperative  treatment  of 
thyrotoxic  patients: 

1.  Establishment  of  pre-treatment  stand- 
ards. 

A.  Temperature,  pulse  and  respirations  record- 
ed four  times  daily  on  a graphic  chart;  the 
first  recording  to  be  taken  before  the  patient 
gets  up  in  the  morning. 

B.  At  least  two  B.M.R.’s  (reported  as  satisfac- 
tory tracings)  which  correspond  closely. 

C.  Establishment  of  a daily  weight  chart,  the 
weight  being  taken  in  the  morning  and  re- 
corded on  a graphic  chart. 

D.  Evaluation  of  complications. 

2.  Treatment  schedule. 

A.  Propylthiouricil,  100  to  300  mgms.  three 
times  daily. 

B.  Active  treatment  of  all  complications,  es- 
pecially cardiac. 

C.  Lugol’s  solution,  15  drops  three  times  a day 
for  ten  to  fourteen  days  before  the  anticipated 
date  of  operation. 
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D.  Food  intake  encouraged — 5,000  calorie  diet 
plus  between  meal  feedings  to  tolerance. 

E.  Therapeutic  doses  of  vitamins  administered 
empirically. 

3.  Control  of  treatment. 

A.  Continuation  of  the  temperature,  pulse  and 
respiration  curve  begun  as  a pre-treatment 
standard. 

B.  Continuation  of  the  graphic  weight  chart 
begun  as  a pre-treatment  standard. 

C.  Basal  metabolic  determinations  twice  week- 
ly, preferably  on  Monday  and  Friday. 

D.  A leucocyte  count  every  other  day. 

PREOPERATIVE  EVIDENCE  OF  OPERABILITY 

1.  Progressive  gain  in  weight.  In  order 
to  establish  a criterion  we  have  postulated 
that  the  required  gain  in  weight  be  10  pounds 
over  the  basal  weight  plus  a straight  line  in- 
crease for  five  days. 

2.  Control  of  all  complications,  particu- 
larly cardiac  decompensation. 

3.  A pulse  rate  of  less  than  90,  and  pre- 
ferably less  than  80. 

4.  A basal  metabolic  rate  of  less  than  -f20 
and  greater  than  — 10. 


Fig.  3 


ILLUSTRATIVE  CASE  REPORTS 
Case  No.  1,  S.  T.  — This  is  a 37-year  old  white 
male,  who  had  a typical  exopthalmic  goitre  with  mod- 
erate toxicity.  The  graph  (Fig.  1)  illustrates  the  re- 
sponse to  propylthiouricil,  which  was  started  as  soon 
as  the  pre-treatment  standards  were  established. 
The  immediate  loss  in  weight  is  a fairly  typical  phe- 
nomenon which  seems  to  be  associated  with  the  loss 
of  appetite  incidental  to  the  emotional  stress  and 
anxiety  in  the  period  of  adjustment  to  hospital  rou- 
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tine  and  in  anticipation  of  an  imminent  operation. 
After  the  patient  had  gained  10  lbs.  over  his  admis- 
sion weight,  it  was  felt,  on  the  basis  of  a clinical 
estimation  of  his  appearance,  that  he  was  approach- 
ing operability.  He  was,  therefore,  given  Lugol’s 
solution,  administered  in  a 15-di’op  dose  three  times 
a day.  The  B.M.R.’s  showed  a satisfactory  response 
to  this  combined  therapy,  and  he  was  operated  upon 
47  days  after  first  applying  for  treatment.  This  is 
considered  to  be  a simple,  uncomplicated  response 
to  treatment  and  is  the  type  that  we  expect  to  find 
in  the  average,  toxic  goitre  patient. 

Case  No.  2,  H.  E.  T.  — This  44-year  old  white 
male  was  a rather  unusual  toxic  goitre  patient.  He 
was  a large  man,  weighing  200  lbs.  and  over  6 feet 
in  height.  In  addition,  he  had  an  enormous  goitre. 
There  was  no  exophthalmos,  but  the  toxic  symptoms 
were  marked.  There  also  was  a pronounced  emo- 
tional instability  present,  which  almost  amounted  to 
a disturbed  state.  The  B.M.R.’s  of  +108  and  +95 
(Fig.  2)  reflect  the  psychoneurosis  rather  than  the 
toxicity  of  the  gland.  It  will  be  noted  from  a study 
of  the  graph  that  the  true  B.M.R.  was  probably  be- 
tween + 60  and  +70.  The  usual  immediate  weight 
drop  occurred  and  was  found  to  be  rather  pro- 
nounced, as  one  would  expect  in  a person  who  is 
emotionally  disturbed. . Propylthiouricil  was  given 
(900  mgms)  daily  with  relatively  little,  immediate, 
effect  upon  the  weight.  Lugol’s  solution  again  was 
given  when  the  clinical  evaluation  indicated  that  the 
toxicity  was  under  control  and  the  patient  would 
soon  be  ready  for  operation. 

Notice  the  pronounced  effect  upon  the  basal  meta- 
bolic rate  by  the  emotional  crisis  which  was  precipi- 
tated when  his  wife  notified  him  of  the  sudden  death 
of  his  father-in-law.  It  is  significant  that  this 
elevation  in  B.M.R.  was  not  evanescent  but  actually 
lasted  at  least  a week.  When  toxicity  was  finally 
controlled,  the  straight  line  increase  in  weight,  as 
depicted  upon  the  graph,  was  dramatic.  The  post- 
operative examination  of  the  excised  goitre  (Fig.  3) 
revealed  why  the  preoperative  period  of  preparation 
was  so  long.  The  thyroid  gland  was  diffusely  en- 
larged and  truly  enormous,  weighing  322  Gm.  This 
explained  why  it  took  so  long  for  the  propylthiouricil 
to  become  effective. 

Case  No.  3,  H.  M. — This  51-year-old,  white  male 
represents  a complicated  and  difficult  problem  in 
preoperative  evaluation  of  thyrotoxicosis.  The  man 
was  psychotic  (dementia  praecox)  and  in  cardiac 
decompensation.  The  psychosis  was  important  only 
in  that  a history  was  difficult,  if  not  impossible  to 
obtain.  The  goitre  was  small,  weighing  only  67.5 
gm.  after  thyroidectomy.  The  pulse  curve  (Fig.  4) 
is  super-imposed  upon  this  chart  to  indicate  how 
much  less  reliable  it  is,  as  an  index  to  operability, 
than  the  weight  cure.  The  B.M.R.’s  indicate  a rapid 
response  to  propylthiouricil.  The  psychosis  was 
associated  with  a placid  emotional  state  which  con- 
tributed to  reliable  readings.  The  weight  curve  is 
most  interesting. 

Notice  the  precipitous  drop  following  the  adminis- 
tration of  purodigin.  This  is  due  to  loss  of  water 
(edema)  as  cardiac  compensation  is  restored  and 
diuresis  occurs.  After  digitalization  was  accom- 
plished, a true  basal  weight  line  was  established 
and  the  gain  in  weight  now  represented  actual  tis- 
sue weight  gain — forming  an  almost  straight  line 
increase.  It  will  be  noticed  that  the  gain  in  weight 


was  carried  considerably  beyond  what  we  consider 
to  be  safe.  This  was  due  to  the  patient’s  mental 
and  cardiac  conditions  which  made  a clinical  evalua- 
tion of  his  thyrotoxicosis  difficult.  He  was,  there- 
fore, given  the  benefit  of  the  doubt  and,  preopera- 
tively,  was  treated  somewhat  longer  than  normally. 
The  preoperative  period  was  also  prolonged  by  the 
development  of  a gastroenteritis  associated  with 
diarrhea  on  November  22;  represented  on  the  graph 
by  a second,  but  lesser,  drop  in  weight. 

When  the  combined  weight  and  B.M.R. 
graph  is  used  in  the  preoperative  study  of 
toxic  goitre  patients,  a smooth  post-opera- 
tive convalescence  can  be  anticipated.  This 
graph  (Fig.  5)  represents  the  temperature 
and  pulse  curve,  of  all  three  cases,  for  two 
preoperative  days,  the  day  of  surgery,  and 
the  first  six  postoperative  days.  It  will  be 
noted  that  the  alterations  in  the  pulse  rate 
are  minimal.  The  thermal  reaction  to  the 
operation  is  likewise  minimal.  These  patients 
are  usually  discharged  between  the  fourth 
and  seventh  postoperative  day.  No  medica- 
tion of  any  kind  is  given  after  discharge  from 
the  hospital  as  it  has  been  found  to  be 
unnecessary. 

SUMMARY 

A method  of  preoperative  treatment  of 
the  thyrotoxic  patient  is  presented  together 
with  a scheme  for  the  estimation  of  opera- 
bility in  such  patients.  Illustrative  case 
histories  are  briefly  reviewed. 


PRIMARY  CANCER  OF  APPENDIX 
NOT  A RARITY 

Cancer  originating  in  the  appendix,  although  not 
widely  known,  is  not  a rarity,  according  to  a report 
in  the  Journal  of  the  American  Medical  Association. 

One  hundred  and  sixteen  cases  of  the  disease 
have  been  reported  from  only  seven  sources  during 
the  last  few  years,  Robert  J.  Sillery,  stated.  Dr. 
Sillei'y  is  attached  to  the  U.  S.  Public  Health  Serv- 
ice Hospital,  New  Orleans. 

Because  it  usually  produced  no  symptoms  and  lit- 
tle prognostic  information  is  available  to  the 
clinician,  cancer  of  the  appendix  is  usually  not  dis- 
covered until  the  appendix  has  been  removed  for 
other  reasons,  the  report  said. 

“Many  of  the  reported  cases  initially  presented 
the  clinical  signs  and  symptoms  of  acute  appendi- 
citis; hence,  carcinoma  of  the  appendix  must  not 
be  forgotten  in  the  differential  diagnosis  of  an  acute 
abdominal  crisis,”  he  stressed. 

From  the  information  available,  Sillery  states  the 
removal  of  cancerous  appendix  is  seldom  followed 
by  rapid  recurrence  of  cancer  and  the  spread  of  the 
disease  to  other  organs.  The  rate  of  cure  is  rela- 
tively high,  he  added. 
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A Case  Report  of  Familial  Polyposis 
of  the  Colon* 

SAMUEL  F.  MOESSNER,  M.D.  and  ROBERTA  G.  RICE,  M.D. 

Grand  Island,  Nebraska 

The  familial  tendency  of  familial  polyposis 
of  the  colon  is  well  established.  Families 
with  many  of  their  members  so  afflicted  have 
been  reported^*- Rowntree^^^^  re- 
cently reported  on  the  finding  of  three  new 
families  in  Great  Britain.  The  disease  is 
•transmitted  by  either  sex  as  a Mendelian 
dominant^^o-  Dukes'^®^  believed  that  fam- 
ilies so  afflicted  eventually  die  out  because  of 
the  early  development  of  cancer.  The  inci- 
dence of  development  of  malignant  degener- 
ation has  been  variously  reported  to  occur 
between  20%  <2)  to  100%  <7-  8.  is.  i7).  The  lat- 
ter discrepancy  no  doubt  lies  in  the  fact 
that  the  patients  with  familial  polyposis  of 
the  colon  cannot  be  followed  long  enough  to 
establish  a 100%  statistical  incidence  rate 
since  treatment  is  usually  administered,  and 
the  malignant  potential  destroyed.  None- 
theless, Lockhart  Mummery  and  many 
other  authors^"’ assert  that  this  con- 
dition if  untreated  results  in  inevitable  malig- 
nant degeneration  of  one  or  more  of  the 
polyps.  After  reveiwing  the  recent  litera- 
ture, the  authors  believe  that  the  best  policy 
to  follow  in  treatment  of  this  disease  is  one 
adherent  to  the  theory  that  all  patients  with 
familial  polyposis  of  the  colon  will  develop  a 
colon  carcinoma  if  untreated,  unless  the  pa- 
tient should  succumb  to  other  causes  early 
in  life.  The  usual  age  of  death  from  malig- 
nant degeneration  of  polyps  lies  between  30 
and  40  years,  but  death  from  carcinoma  of 
the  colon  in  familial  polyposis  of  the  colon 
patients  is  also  reported  in  an  older  age 
groups McKenney(i^)  believes  that  one 
may  predict,  with  a wide  range  of  variation, 
the  age  at  which  carcinoma  will  develop  in 
given  families  with  familial  polyposis  of  the 
colon.  The  age  at  which  the  formation  of 
the  polypi  appears  occurs  with  some  degree 
of  consistency  in  a given  family.  For  ex- 
ample, jMcKenney  relates  finding  polyps  in 
four  children  in  one  family  with  their  ages 
of  2,  5,  9,  and  11  years.  The  2-year-old  had 
the  smallest  polyps.  Each  of  the  other  three 
had  polyps  of  a proportionate  size  for  their 
age  compared  to  the  2-year-old.  It  is  more 
common  to  first  find  the  polyps  in  the  sec- 
ond decade  of  life^^^'^^h 

Frequently,  subjects  with  familial  poly- 


posis of  the  colon,  like  patients  with  early 
carcinoma  of  the  bowel,  have  no  symp- 
toms Carcinoma  may  develop  before 

multiple  adenomas  are  discovered.  Intermit- 
tent bloody  diarrhea  is  a frequent  complaint, 
however.  In  this  connection,  it  is  a sad  com- 
mentary that  many  physicians  do  not  make  a 
routine  digital  examination  of  the  rectum 
and  that  the  sigmoidoscopic  examination  is 
so  infrequently  used.  These  two  simple  of- 
fice procedures  will  usually  reveal  the  pres- 
ence of  the  great  majority  of  colon  adeno- 
matas.  The  barium  enema  study  and  the  dou- 
ble contrast  visualization  with  air  offer  a 
good  method  of  learning  the  extent  of  the 
lesions  when  polyps  have  been  seen  through 
the  proctoscope.  The  x-ray  study  may  be 
used  to  find  polyps  when  their  presence  is 
suspected  above  the  rectosigmoid  colon  re- 
gion. Members  of  families  in  which  familial 
polyposis  is  known  to  exist  should  have  re- 
peated examinations  including  barium 
enemas  with  air  contrast  studies.  Any  part 
or  all  of  the  large  bowel  may  be  involved  and 
any  one  or  two  of  the  above  procedures  for 
diagnosis  does  not  rule  out  the  lesion.  Re- 
peated examinations  are  essential  through 
the  years  because  of  the  varying  age  of  onset 
in  different  family  groups  and  in  different 
members  of  the  same  family.  The  develop- 
ment of  polyps  in  middle  life  is  known. 

The  polyps  are  at  first  small,  smooth, 
rounded  elevations  with  a sessile  base.  As 
the  polyp  evolves,  the  base  may  become  pe- 
dunculated. The  mucosa  over  this  pedicle  is 
thin  and  normal,  while  that  which  forms  the 
ball-like  head  of  the  polyps  is  overgrowing 
and  redundant  mucosa  with  well,  or  partially 
differentiated  cells  containing  imperfect  gob- 
let cavities  which  as  a rule  produce  more 
mucous  than  usual.  The  polyps  may  be 
found  anywhere  in  the  intestines  but  most 
frequently  they  are  situated  in  the  trans- 
verse and  descending  colon.  The  average 
polyp  measures  about  4 to  8 mm.  in  diameter 
at  its  head^^^h 

TREATMENT 

The  treatment  of  familial  polyposis  of  the 
colon  consists  of  the  complete  removal  of  the 
involved  bowel.  In  the  rarer  forms  of  the 
disease,  in  which  only  a portion  of  the  bowel 
is  involved,  as  for  example  the  ascending 
and  transverse  portion  of  colon,  a resection 
of  only  the  involved  portion  may  be  suffi- 
cient to  provide  a cure.  Usually  the  entire 
colon  is  involved Uninvolved  areas  of 
bowel  may  later  show  polyps  since  polypi  de- 
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velopment  is  a progressive  phenomenon  in 
some  people^^h  This  latter  fact  affects  the 
problem  of  treatment.  Total  colectomy  with 
removal  of  the  rectum  is  by  far  the  safest 
method  to  follow.  Any  patient  with  a seg- 
mental resection  for  polyposis  limited  to  the 
resected  portion  of  bowel  should,  by  all 
means,  have  frequent  follow-up  studies  to 
determine  if  progression  of  the  disease  has 
occurred. 

Resection  of  the  colon  above  the  sigmoid 
level,  saving  the  rectosigmoid  colon,  and 
performing  ileosigmoidostomy  is  ideal  when 
certain  criteria  can  be  met.  These  criteria 
are:  (1)  There  must  be  no  carcinoma  present 
in  the  rectum  at  the  time  of  the  inception  of 
treatment;  (2)  The  entii'e  rectal  segment 


rectum  may  be  ideal  in  those  patients  who 
have  but  few  polyps.  An  ileosigmoidostomy 
is  performed  between  15  and  20  cm.  from 
the  anus,  i.e.  well  in  range  of  the  proctoscope. 
In  the  patients  so  treated,  postoperative 
proctoscopic  examinations  at  frequent  inter- 
vals are  imperative.  The  polyps  are  fulgur- 
ated as  they  occur  and  recur.  In  the  ab- 
sence of  frank  carcinoma,  the  rectum-pre- 
seiwing  operation  is  ideal.  It  is  essential  to 
impress  the  patient  strongly  enough  how- 
ever for  the  need  of  follow-up  examinations. 
Failure  to  do  so  may  cost  the  patient  his 
life^-*). 

Recently  Ravitch  and  Sabiston<“^>  have 
devised  an  operation  preserving  the  rectal 
musculature  with  its  nerve  supply,  yet  elim- 


Photograph  of  gross  specimen  showing  the  proximal  portion  of  the  diseased 
large  bowel,  the  distal  5 cm.  of  ileum  (probe  in  lumen)  and  the  appendix. 


remaining  after  surgery  must  be  amenable  to 
visualization  with  the  proctoscope ; (3)  This 
segment  must  be  completely  cleared  of  po- 
lyps ; and  (4)  Patient  should  understand  that 
repeated  examinations  of  the  rectal  segment 
with  biopsy  and  destruction  of  new  polyps 
may  have  to  be  perfoiTned  every  three 
months  for  the  remainder  of  the  patient’s 

life(i,3.i7). 

The  advantage  of  this  operation  is  ob- 
vious. The  patients  so  treated  live  a rela- 
tively noiTnal  existence.  This  procedure, 
however,  may  entail  a definite  risk  to  the 
patient.  Polyps  often  recur  rapidly  in  areas 
that  have  been  previously  fulgurated.  De- 
spite frequent  and  careful  fulguration,  car- 
cinoma has  developed  and  death  ensued  in 
patients  so  treated  Ileosigmoidostomy 

may  be  impossible  due  to  the  great  number 
of  polyps  lying  side  by  side  forming  a car- 
pet. Nonetheless,  operations  that  save  the 


inating  the  mucosa  with  its  malignant  poten- 
tial. The  mucosa  of  the  rectum  is  stripped 
out  to  the  anus.  The  ileum  is  pulled  down 
through  the  rectum  and  sutured  to  the  anus. 
The  anal  ileostomy,  not  only  provides  the 
safety  provided  in  the  total  extirpation  pro- 
cedure, but  also  eliminates  the  abdominal 
ileostomy.  This  operation  may  become  a 
common  surgical  procedure  in  years  to  come. 
More  experience  is  needed  before  definite 
statements  can  be  made  concerning  its  use. 

CASE  REPORT 

M.L.M.,  a 27-year-old  white  male  student  was 
admitted  on  the  opening  day  of  the  Grand  Island 
Veterans  Administration  Hospital  (9-5-1950)  be- 
cause of  recurrent  episodes  of  diarrhea  for  six 
years,  a weight  loss  of  23  pounds  in  eight  months 
and  severe  diarrhea  for  four  days. 

In  1945,  while  in  the  seiwice,  he  had  an  attack 
of  diarrhea  which  lasted  about  eight  days.  Since 
then  he  had  intermittent  attacks  of  diarrhea,  pass- 
ing several  loose  stools  daily  for  a period  of  four 
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to  five  days  at  a time.  Since  about  Christmas  of 
1949  he  lost  23  pounds.  Four  days  prior  to  his  ad- 
mission, he  had  severe  diarrhea,  passing  7 to  8 
watery,  blood-streaked  stools,  and  he  had  a mild 
low  backache.  His  past  history  was  non-contribu- 
tory, except  for  a severe  attack  of  “influenza  of  the 
bowels”  at  the  age  of  three. 

His  family  history  is  typical  of  patients  with 
this  condition.  His  father  died  at  the  age  of  44 
of  cancer  of  the  lower  bowel.  Two  of  his  father’s 
brothers  and  two  of  his  father’s  sisters  died  of  can- 
cer. The  patient  has  two  brothers  and  two  sisters 
living  and  well.  One  of  the  siblings  has  had  his 
bowel  checked  and  the  examination  has  shown  no 
abnormalities. 

Physical  examination  showed  evidence  of  a chronic 
debilitating  disease.  He  was  thin,  dehydrated  and 
apprehensive.  His  weight  was  140  pounds.  An 
alopecia  was  readily  noticeable.  There  were  many 
sebaceous  cysts  on  the  head  and  face.  The  neck, 
chest  and  abdomen  presented  no  gross  abnormalities. 
The  anal  sphincter  was  spastic,  and  the  patient  com- 
plained of  considerable  pain  on  the  rectal  examina- 
tion. Polypi  were  readily  felt  in  the  rectum. 

Proctoscopic  examination  revealed  innumerable 
diffuse  polypi  ranging  in  size  from  a few  milli- 
meters to  2-3  cms.  in  diameter.  A carpet  of  small 
polyps  lined  the  bowel.  No  areas  of  normal  mucosa 
could  be  found.  Biopsy  of  one  of  the  polyps  taken 
at  five  centimeters  from  the  dentate  margin  was 
reported  to  show  early  pre-invasive  malignant 
changes. 

An  x-ray  examination  of  the  colon  with  barium 
and  air  contrast  studies  showed  that  the  mucosa 
of  the  entire  colon  had  a shaggy  polpoid  pattern. 
X-rays  of  the  stomach,  duodenum,  and  ileum  dis- 
closed no  abnormality.  The  chest  by  x-ray  was 
negative.  The  RBC  on  admission  was  5,000,000 
and  hemoglobin  17  gms.  The  WBC  was  5,350  and 
the  differential  pattern  was  normal.  Blood  protein 
and  plasma  chlorides  were  not  appreciably  depleted. 
Urinalysis  revealed  no  urinary  abnormality.  No 
parasites  were  found  in  the  stools  but  heavy  occult 
blood  was  reported  in  every  specimen.  The  Kahn 
test  was  negative.  A liver  test  showed  adequate 
hepatic  function. 

From  the  description  of  the  proctoscopic  examin- 
ation and  the  pathologist’s  report  of  the  biopsy,  one 
can  readily  understand  that  a rectum-saving  opera- 
tion would  be  hazardous.  Extirpation  of  the  entire 
colon  was  definitely  indicated.  A two-stage  opera- 
tive program  of  treatment  was  planned. 

A diet  high  in  calories,  protein  content  and  vita- 
mins was  provided.  Supplementary  vitamins  were 
administered.  The  preoperative  preparation  of  the 
bowel  consisted  of  the  ingestion  of  three  grams  of 
sulfasuxidine  each  four  hours  for  eight  days,  and 
five  mgs.  of  vitamin  “K”  daily  for  the  same  period 
before  surgery.  Three  days  before  the  first  oper- 
ation, one-half  gram  of  aureomycin  every  six  hours 
was  added  to  the  oral  medications. 

After  preparation  of  the  bowel  with  sulfasuxidine 
and  aureomycin,  a partial  colectomy  was  performed 
on  9-27-50,  under  gas-oxygen-ether  anesthesia. 
Through  an  upper  transverse  abdominal  incision,  the 
distal  5 cms.  of  the  ileum,  the  cecum  with  the  appen- 
dix, the  ascending,  the  transverse  and  the  descend- 
ing colon  were  excised.  The  terminal  ileum  was 
brought  out  through  a McBurney  incision  in  the 


I’ight  lower  quadrant  forming  a permanent  ileac 
stoma.  The  distal  end  of  the  sigmoid  colon  was 
closed.  His  postoperative  course  was  uneventful. 
At  first,  the  bowel  movements  through  the  ileostomy 
were  frequent  and  watery,  but  gradually  they  be- 
came semi-formed  and  less  frequent. 

He  was  sent  home  on  a two  weeks’  furlough  from 
10-15-50  to  10-29-50,  during  which  time  he  gained 
7 pounds. 

On  10-30-50,  a second  proctoscopic  examination 
was  done.  The  rectosigmoid  and  the  anal  canal  were 
again  noted  to  be  extensively  covered  with  small 
polypi  ranging  in  size  from  a few  mms.  to  2 cms. 
in  diameter.  On  11-3-50,  a combined  abdomino- 
perineal resection  was  done.  His  postoperative 
course  from  the  second  procedure  w'as  completely 
uneventful  until  11-25-50,  twenty-two  days  post- 
operatively.  At  that  time,  following  sexual  excita- 
tion, the  patient  suddenly  began  to  bleed  excessively 
from  his  perineal  wound.  Although  the  wound  was 
packed  immediately,  the  patient  required  a trans- 
fusion. Thereafter,  his  wound  healed  satisfactorily 
and  at  the  time  of  his  discharge  on  1-9-51,  his 
perineal  wound  had  healed  completely. 

Macroscopic  examination  of  the  specimen  of  ter- 
minal ileum,  appendix,  cecum,  and  entire  colon  down 
to  and  including  the  rectum,  show'ed  diffuse  poly- 
posis of  the  entire  mucosa  (Fig.  1).  The  largest 
polyp  measured  1%  by  1 by  .6  cms.  The  majority 
of  polyps  were  between  0.3  and  0.2  cm.  in  size. 

Microscopic  examination  of  the  largest  polyp 
showed  pre-invasive  malignant  changes.  Other 
polyps  at  various  levels  showed  multi-centric  areas 
of  early  malignant  changes.  Numerous  mitotic  fig- 
ures were  noted.  Examination  of  the  associated 
lymph  nodes  showed  no  evidence  of  metastases. 

This  patient  obtained  a well-fitting  ileostomy  bag 
which  he  learned  to  use  without  much  difficulty.  He 
took  an  “on  the  job”  training  course  in  carpentry. 
Despite  the  heavy  work  demanded  in  this  course, 
he  gained  weight  so  that  in  three  months’  time  he 
had  regained  the  lost  23  pounds.  No  one  work- 
ing with  him  knew  of  his  surgery.  A careful  follow- 
up examination  by  us  nine  months  after  his  second 
operation  revealed  gratifying  results.  He  was  work- 
ing moderately  hard  as  a carpenter  and  was  main- 
taining his  weight.  The  ileostomy  bag  fit  snugly 
about  the  ideal  stoma  which  was  a “rosebud”  one 
inch  in  diameter.  A hemoglobin  value  of  15.1  gms., 
an  erythrocyte  count  of  4,950,000  per  cu.  mm.,  and 
a plasma  protein  level  of  7.2  gms.  per  cent  were 
reported.  A barium  study  of  the  gastrointestinal 
tract  showed  no  pathology. 

The  patient  is  living  as  normal  an  existence  as 
one  can  expect.  Early  death  (due  to  carcinoma  of 
colon)  has  been  obviated. 

SUMMARY 

The  general  principles  of  etiology,  diag- 
nosis, pathological  process  and  treatment  of 
familial  polyposis  of  the  colon  are  discussed. 

(a)  The  familial  tendency  of  the  disease 
is  well  established. 

(b)  The  certain  eventual  malignant  de- 
generation of  the  polyps  is  considered. 

(c)  The  age  when  malignant  changes  will 
occur  in  the  individual  with  familial  poly- 


76 


XEONATAL  DEATHS  AXD  STILLBIRTHS:  THIERSTEIN 


Nebr.  S.  M.  Jour, 
March.  1952 


posis  of  the  colon  in  a given  family  can  be 
predicted  with  reasonable  accuracy  in  some 
family  groups. 

(d)  Diarrhea  and  melena  are  the  most 
frequent  symptoms.  There  may  be  an  ab- 
sence of  symptoms  until  very  late. 

(e)  The  pathology  of  the  disease  is  brief- 
ly discussed. 

(f)  The  palpating  finger,  the  proctoscope, 
and  the  double  contrast  barium  enema  x-ray 
study  afford  the  means  and  facilities  essen- 
tial for  diagnosis. 

(g)  Surgical  extirpation  of  the  polyps  is 
essential  to  effect  a cure.  The  accepted  cur- 
rent surgical  approach  for  effective  treat- 
ment is  briefly  discussed. 

2.  A typical  case  report  of  familial  poly- 
posis of  the  colon  is  presented. 
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Neonatal  Deaths  and  Stillbirths 

SAMUEL  T.  THIERSTEIN,  M.D. 

Lincoln,  Nebraska 

Medicine,  in  all  of  its  branches,  continues 
to  set  higher  standards  for  itself.  There  has 
been  a vast  improvement  in  the  infant  sur- 
vival rate  the  last  half  century,  but  the  re- 
sults are  not  yet  at  their  highest  level.  This 
presentation  is  a five  year  analysis  of  the  vi- 
able fetuses  lost  in  a general  hospital  where 
many  patients  are  delivered  by  physicians  in 
general  practice.  A total  of  6,803  infants 
were  delivered  in  the  five-year  period.  The 
study  is  made,  in  part,  to  determine  whether 
the  trend  is  toward  gradual  improvement. 
However,  the  most  important  reason  for  the 
study  is  to  observe  where  we  have  failed. 
We  are  able  to  correct  our  weaknesses  only 
if  we  recognize  where  they  lie. 

Table  I gives  the  births  in  the  State  of 
Nebraska  and  those  in  St.  Elizabeth  Hospital 
over  a ten-year  period.  The  ten-year  period 
is  used  in  this  table  to  include  the  period  of 
World  War  II  and  the  post  war  years.  The 
birth  rate  would  normally  be  expected  to  de- 
cline soon  after  the  close  of  the  war,  but  one 
notes  that  throughout  the  state,  and  locally 
as  well,  there  is  no  significant  decrease  in 
the  number  of  births. 

TABLE  I — BIRTHS  PER  YEAR 

St.  Elizabeth 
Nebraska  Hospital 


1941  22,186  578 

1942  23,950  678 

1943  25,091  858 

1944  24,696  864 

1945  24,292  936 

1946  27,753  1,152 

1947  32,018  1,337 

1948  31,066  1,399 

1949  31,482  1,439 

1950  31.748  1,476 


The  Bureau  of  Vital  Statistics  defines  in- 
fant mortality  rate  as  the  number  of  deaths 
under  age  one  year  per  thousand  live  births. 
Stillbirths  are  not  included  in  the  mortality 
rate.  Table  II  shows  the  births,  deaths,  still- 
births and  rate  of  fetal  loss  at  St.  Elizabeth 
Hospital  for  the  five-year  period.  Contained 
in  this  analysis,  are  all  deliveries  where  the 
length  of  gestation  has  reached  twenty-two 
weeks.  The  fetal  loss  rate  in  this  table  is 
not  to  be  compared  with  infant  mortality 
rate  because  it  is  modified  in  two  respects. 
The  deaths  reported  in  this  paper  are  neo- 
natal deaths  under  the  age  one  month  and 
not  deaths,  up  to  one  year.  The  other  de- 
parture from  the  accepted  standard  moral- 
ity rate  is  that  stillbirths  are  included  to  give 
a picture  of  the  overall  fetal  loss.  It  is  im- 
portant to  consider  stillbirths  in  a discus- 
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TABLE  II  — BIRTHS,  NEONATAL  DEATHS, 
STILLBIRTHS  AND  RATE  OF  LOSS 


1946  1947  1948  1949  1950  Total 

Births  1,152  1,337  1,399  1,439  1,476  6,803 

Deaths  23  21  24  20  22  110 

Stillbirths  17  18  21  14  15  85 

Rate  of 

Fetal  Loss  — 34.7  30.1  32.2  23.6  25.0  28.7 


sion  of  this  type  because  some  are  avoidable 
losses.  Nothing  can  be  done  about  a macer- 
ated fetus  but  our  attention  should  be  di- 
rected to  the  case  where  the  mother  is  ad- 
mitted to  the  hospital  with  good  fetal  heart 
tones,  but  finally  the  infant  is  delivered  as 
a stillborn  because  of  birth  trauma. 

The  diagnosis  of  all  infants  dying  in  the 
neonatal  period  may  be  grouped  in  five  cate- 
gories which  are  listed  in  Table  III.  Pre- 

TABLE  III  — CASE  OF  NEONATAL  DEATHS 

1946  1947  1948  1949  1950  Total 


Prematurity 13  9 10  9 9 50 

Injuries  4 7 4 4 3 22 

Infection  2 2 6 2 4 16 

Malformation 3 3 4 4 2 16 

Ervthoblastosis  10  0 14  6 

Total  23  21  24  20  22  110 

Mortality 

Rate  20.0  15.7  17.1  13.9  14.9  16.2 


maturity  has  taken  the  heaviest  toll  of  infant 
life  with  injuries  ranking  second  and  infec- 
tion third.  The  premature  infant  is  placed 
at  the  doorstep  of  the  pediatrician  and  either 
credit  or  discredit  is  given  him  according  to 
the  end  results.  These  infants  with  their 
high  rate  of  loss  are  a challenge  to  the  pedia- 
trician but  the  premature  infant  is  as  much 
or  more  a problem  of  the  obstetrician.  Gen- 
tleness in  the  delivery  and  in  stimulation,  im- 
mediate warmth  and  oxygen  are  usually  the 
responsibility  of  the  obstetrician  before  a 
pediatrician  appears  on  the  scene.  Basically 
prematurity  is  a great  challenge  to  the  ob- 
stetrician. The  wise  management  of  the  ob- 
stetrical patient  may  avoid  an  early  abortion 
and  the  same  wise  management  may  avoid 
a premature  labor.  Important  features  to 
be  kept  especially  in  mind  are  a patient  in 
good  physical  condition,  an  evaluation  of 
any  hormonal  requirement  and  advice  against 
any  indiscretion  which  may  disturb  the  preg- 
nancy. 

Injuries  due  to  delivery  are  preventable 
even  though  it  may  in  some  instances  require 
a cesarean  section  to  prevent  them.  At 
times  an  obstetrician  feels  certain  that  no 
cephalopelvic  disproportion  exists  but  the 
second  stage  of  labor  may  prove  to  be  more 
difficult  and  more  injuries  to  the  baby  than 
anticipated.  Such  procedure  is  not  always 
to  be  condemned  otherwise  this  may  lead  to 
unnecessary  cesarean  sections,  but  in  retro- 
spect one  must  admit  that  the  death  was  pre- 


ventable. In  the  five-year  period  there  were 
22  neonatal  deaths  due  to  injuries;  of  these 
there  were  fourteen  presenting  as  occiput 
and  eight  were  breech  presentations. 

Deaths  due  to  infection  are  closely  related 
to  nursing  care.  Mothers  with  ruptured 
membranes  should  receive  antibiotics  to  pre- 
vent infection  in  both  mother  and  baby. 
Early  detection  of  any  infection  in  the  new- 
born and  prompt  treatment  will  continue  to 
help  reduce  deaths  due  to  this  cause. 


Many  stillbirths  are  difficult  to  explain 
in  an  analysis  of  the  hospital  record.  The 
primary  causes  are  given  in  Table  IV.  The 


TABLE 

IV 

— CAUSE  OF 

STILLBIRTHS 

1946 

1947 

1948 

1949 

1950 

Total 

Premature  

8 

7 

9 

8 

6 

38 

Injuries 

6 

6 

5 

4 

1 

22 

Macerated 

Cord 

2 

4 

2 

5 

4 

17 

Anomalies 

Placental 

0 

2 

1 

2 

3 

8 

Bleeding  

1 

1 

2 

2 

1 

7 

MalfoiTnation  _ 

2 

2 

2 

1 

0 

7 

Erythroblastosis 

1 

1 

2 

0 

2 

6 

premature  infants  are  listed  separately  from 
macerated  fetuses  and  many  of  these  thirty- 
eight  deaths  have  no  good  explanation.  Cer- 
tainly many  of  the  twenty-two  injuries 
might  have  been  avoided  by  some  means. 
The  cord  anomalies  included  tight  knots  in 
the  cord,  prolapsed  cord  and  cord  with  multi- 
ple coils  about  the  neck  all  of  which  are  ac- 
cidents on  which  one  may  easily  pass  judg- 
ment, but  they  are  frequently  beyond  the 
control  of  the  attending  obstetrician.  With 
earlier  intervention  by  cesarean  section  the 
stillbirths  caused  by  placental  bleeding 
should  be  reduced  to  a minimum. 

We  have  been  warned  in  our  obstetrical 
teaching  of  the  additional  risk  associated 
with  multiple  pregnancy  and  abnormal  pres- 
entation. This  series  of  6,803  deliveries  is 
sufficiently  large  to  include  enough  twins 
and  breech  presentations  to  give  a fair  pic- 
ture of  the  danger  of  these  complications. 
Table  V shows  the  fetal  loss  including  both 

TABLE  V — FETAL  LOSS  RELATED  TO  PRESENTATION 
AND  TO  TWINS 

Total  Loss  Rate 


Occiput  6.514  157  24.1 

Twins  180  17  94.4 

Breech 283  35  134.3 


neonatal  deaths  and  stillbirths.  In  this  table 
twins  are  a duplication  in  so  far  as  presenta- 
tion is  concerned;  some  of  the  twins  pre- 
sented as  occiput  and  some  as  breech.  The 
loss  in  twin  pregnancy  is  over  three  times  as 
great  as  in  single  pregnancy  and  the  loss  in 
breech  presentation  is  over  five  times  as 
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high  as  in  occiput  presentation.  The  added 
risk  of  these  complications  is  greater  in  our 
series  than  we  had  realized  until  faced  with 
actual  figures. 

There  has  been  some  improvement  in  fetal 
survival  at  our  hospital  during  the  last  two 
years.  The  five-year  period  may  be  broken 
down  into  the  three  years  including  1946  to 
1948  and  the  two  years  of  1949  and  1950.  In 
Table  VI  one  notes  that  there  has  been  a 

TABLE  VI  — COMPARISON  IN  FETAL  LOSS, 

1946  - 1950 


1946  to  1948 

1949  and  1950 

Total 

Loss 

Rate 

Total 

Loss  Rate 

Occiput 

3,721 

97 

26.0 

2,793 

60  21.4 

Twins 

114 

12 

101.4 

66 

5 75.7 

Breech 

164 

26 

158.5 

119 

9 75.6 

slight  improvement  in  the  results  of  deliv- 
eries with  occiput  presentations.  There  has 
been  a decided  improvement  in  the  number 
of  twins  that  have  survived.  The  greatest 
improvement  has  been  in  the  management  of 
breech  presentations  where  the  fetal  loss 
has  been  cut  in  half.  The  improvement  in 
fetal  survival  in  the  last  two  years  has  been 
mainly  in  the  category  of  birth  injuries. 
There  has  been  a slight  improvement  in  the 
survival  of  prematures  in  this  hospital.  This 
statement  also  holds  true  for  the  infants  dy- 
ing of  infection.  It  is  gi’atifying  to  see  the 
decrease  in  injuries  but  this  figure  can  be 
further  improved  upon.  Major  obstetrical 
procedures  must  be  supervised  and  must  be 
in  experienced  hands  to  protect  mother  and 
baby.  Good  obstetrics  and  good  pediatrics 
will  continue  to  reduce  the  losses  due  to  pre- 
maturity and  infection. 

SUMMARY 

1.  The  birth  rate  in  this  area  has  been 
gradually  increasing  from  1941  to  1947  and 
has  maintained  that  high  level  the  past  three 
years. 

2.  This  study  is  a five  year  analysis  of 
the  neonatal  deaths  and  stillbirths  among 
6,803  deliveries  including  all  pregnancies 
with  gestation  over  twenty-two  weeks. 

3.  The  rate  of  fetal  loss  for  the  five-year 
period  is  28.3  per  1,000  deliveries. 

4.  Prematurity  caused  the  greatest  num- 
ber of  neonatal  deaths  in  this  study  with  in- 
juries ranking  second  and  infection  third. 

5.  A considerable  number  of  infant  deaths 
are  preventable  by  avoiding  premature  la- 
bor, by  better  premature  care,  avoiding  birth 
trauma  and  improved  nursing. 


6.  Some  stillbirths  are  unavoidable.  In 
our  series  quite  a number  are  attributed  to 
injury  but  many  are  unexplained  premature 
stillbirths.  Our  stillbirth  rate  is  high  and 
a challenge  for  better  results. 

7.  The  death  rate  in  this  series  is  over 
three  times  greater  in  twins  than  in  single 
births  and  over  five  times  greater  in  breech 
than  in  occiput. 

8.  The  infant  mortality  rate  is  less  at  St. 
Elizabeth  Hospital  in  the  last  two  years  than 
in  previous  years.  The  greatest  improve- 
ment has  been  in  the  decrease  of  fetal  loss 
due  to  birth  injuries. 

9.  There  are  many  possibilities  for  de- 
creasing deaths  due  to  prematurity,  injuries 
and  infections  even  though  great  strides 
have  been  taken  in  the  past  half  century. 

BCG  Vaccination 

WILLIAM  J.  DICKERSON,  M.D. 

From  the  Department  of  Medicine 
University  of  Nebraska 
College  of  Medicine 

Omaha,  Nebraska 

Bacille  Calmette  Guerin  vaccine  is  com- 
posed of  avirulent  viable  bovine  tubercle  bac- 
illi. The  original  strain  was  used  by  Cal- 
mette and  Guerin  of  the  Pasteur  Institute  in 
1908,  and  since  that  time  has  been  admin- 
istered to  several  million  people,  principally 
in  Europe,  South  America  and  the  Orient. 
Vaccination  with  this  organism  has  been 
shown  to  be  absolutely  harmless  and  it  pro- 
duces a significant  degree  of  immunity 
against  tuberculosis  when  properly  admin- 
istered. The  vaccine  should  be  given  only  to 
individuals  who  do  not  react  to  the  tuberculin 
test.  It  should  not  be  used  to  treat  indi- 
viduals who  are  infected  with  tuberculosis. 

Several  scientifically  controlled  studies 
have  shown  that  relative  protection  against 
tuberculosis  can  be  afforded  by  BCG  vac- 
cination. The  Aronson-Palmei’U)  study  on 
the  use  of  BCG  in  the  American  Indian  re- 
vealed a tuberculosis  rate  of  4.7  per  1,000 
person  years  in  the  vaccinated  as  compared 
to  24.3  in  the  controls.  RosenthaP^^  made  a 
study  of  BCG  vaccination  in  newborn  infants. 
He  noted  that  the  tuberculosis  rate  was  1.95 
per  1,000  person  years  in  the  vaccinated  as 
compared  to  6.46  in  the  control  group.  The 
Profit  Tuberculosis  Survey  of  Great  Bri- 
tain (U  carried  on  BCG  vaccination  on  all 
student  nurses.  In  this  study  2%  of  the 
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positive  reactors  developed  tuberculosis  while 
6%  of  the  negative  reactors  developed  the 
disease.  In  the  first  7 years  of  BCG  vac- 
cination at  the  Cook  County  Hospital  Nurs- 
ing School there  were  six  cases  of  primary 
tuberculosis  in  199  controls  and  2 cases  in 
142  vaccinated  nurses. 

BCG  vaccination  has  been  so  effective  and 
so  encouraging  that  a conference  on  BCG 
vaccination  was  held  in  the  offices  of  the 
United  States  Public  Health  Service  on  Sep- 
tember 7,  1946 The  outstanding  leaders 
in  tuberculosis  at  that  conference  recom- 
mended that  investigations  be  conducted  to 
determine  the  effectiveness  of  BCG  vaccine 
in  the  control  of  tuberculosis.  As  an  out- 
come of  this  conference  a long  range  study 
of  the  effectiveness  of  BCG  vaccination  is  be- 
ing undertaken  in  Georgia,  New  York  City, 
and  Columbus,  Ohio.  The  United  States 
Public  Health  Service  Conference  also  con- 
cluded that  the  medical  literature  fails  to  re- 
veal any  proven  cases  of  progressive  disease 
as  a result  of  BCG  vaccination. 

The  World  Health  Organization  in  Geneva, 
Switzerland  decided  in  1949  that  BCG  should 
be  used  on  a world-wide  scale.  It  is  now  be- 
ing used  extensively  in  Europe  and  Japan. 
In  Denmark BCG  vaccination  of  man  has 
been  employed  since  1927  on  an  experimental 
basis,  but  it  was  not  until  1940  that  vaccina- 
tion was  used  extensively  as  an  essential 
weapon  in  the  fight  against  tuberculosis.  As 
a result  of  this  program  the  case  rate  in  the 
15-35  year  age  group  has  been  cut  in  half 
in  Denmark. 

Recently  the  Reseai’ch  Foundation dedi- 
cated to  preventive  medicine  was  established 
in  Chicago  with  a Board  of  Directors  and  a 
Medical  Advisory  Committee  composed  of 
prominent  medical  men  from  all  over  the 
United  States.  Its  primary  interest  at  the 
present  time  is  to  further  develop  and  expand 
the  use  of  BCG  vaccine  in  the  control  of  tu- 
berculosis. 

Except  for  carefully  controlled  investiga- 
tive programs,  vaccination  of  the  general 
population  is  not  recommended  by  the  Amer- 
ican Trudeau  Society;  however,  vaccination 
of  the  following  more  vulnerable  groups  of 
individuals  is  recommended: 

1.  Doctors,  medical  students  and  nurses 
who  are  exposed  to  infectious  tuberculosis. 

2.  All  hospital  and  laboratory  personnel 


whose  work  exposes  them  to  contact  with 
the  bacillus  of  tuberculosis. 

3.  Individuals  who  are  unavoidably  ex- 
posed to  infectious  tuberculosis  in  the  home. 

4.  Patients  and  employees  of  mental  hos- 
pitals, prisons,  and  other  custodial  institu- 
tions in  which  the  incidence  of  tuberculosis  is 
known  to  be  high. 

5.  Children  and  certain  adults  considered 
to  have  inferior  resistance  and  living  in  com- 
munities in  which  tuberculosis  mortality  rate 
is  high. 

The  vaccine  was  originally  prepared  by 
successive  passage  of  bovine  tubercle  bacilli 
on  bile  potato  media.  Thirteen  years  of  such 
passages  attenuated  the  strain  until  its 
power  for  causing  diseases  were  lost.  At  the 
present  time  the  bacilli  are  grown  in  a simi- 
lar fashion  with  only  slight  variation. 

The  inoculum  is  given  by  a single  dose 
and  has  been  administered  orally,  subcu- 
taneously, intracutaneously  and  transcu- 
taneously.  The  recommended  technique  is 
the  transcutaneous  method,  either  by  needle 
or  multiple  puncture  disc. 

The  general  procedure  for  the  vaccinating 
program  consists  first  of  educating  the  group 
to  be  vaccinated  so  that  everyone  under- 
stands the  nature  of  the  vaccination  and  its 
purpose.  All  people  must  be  tuberculin  test- 
ed. For  practical  purposes  a single  test  is 
sufficient,  using  preferably  0.1  mg.  of  O.T, 
(0.1  ml.  of  1:1000  dilution)  or  0.0002  mg.  of 
P.P.D.  Readings  are  to  be  made  in  48  hours. 
A positive  reaction  is  one  in  which  there  is 
at  least  6 mm.  diameter  of  induration  re- 
gardless of  the  redness.  In  groups  where 
there  has  been  contact  with  tuberculosis,  two 
test  doses  of  tuberculin  are  recommended. 
The  first  should  consist  of  0.01  mg.  of  O.T. 
(0.1  ml.  of  1:10,000  dilution)  or  0.00002  of 
P.P.D.  If  this  test  is  negative,  use  1 mg. 
of  O.T.  (0.1  ml.  of  1:100  dilution)  or  0.002 
of  P.P.D.  BCG  is  to  be  given  only  to  non- 
reactors and  should  be  performed  immedi- 
ately after  the  last  tuberculin  reading  and 
never  later  than  2 weeks  after  the  tuberculin 
test. 

Six  to  eight  weeks  after  the  vaccination 
the  people  are  to  be  retested  with  tuberculin 
in  the  same  manner  as  was  done  originally. 
Those  who  fail  to  react  to  tuberculin  after 
vaccination  should  be  revaccinated.  Wher- 
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ever  possible  the  individuals  vaccinated 
should  be  retested  at  yearly  intervals  with 
tuberculin  and  x-rays  of  their  chests  made. 
Revaccination  of  the  nonreactors  should  be 
done  routinely. 

Techniques  of  the  vaccination  are  as  fol- 
lows: The  outer  aspect  of  the  left  arm  or 
thigh  are  preferred  sites.  Preparation  of  the 
skin  is  done  with  acteone  or  70%  alcohol. 
A drop  of  vaccine  is  placed  on  the  arm  and 
spread  with  one  edge  of  the  disc.  The  points 
are  then  pressed  through  the  vaccine  until 
they  penetrate  the  skin.  The  multiple  punc- 
ture disc  is  a thin  wafer-like  stainless  steel 
metal  plate  7/8"  x 11/8",  from  which  36 
points  protrude.  The  scarification  method 
can  also  be  used  which  consists  of  making 
linear  scars  with  a needle  1 cm.  apart  in 
vertical  and  horizontal  axes  in  hatchlike 
formation  through  a drop  of  vaccine.  From 
1 to  4 such  hatches  (4-16  scars)  are  neces- 
sary (one  hatch  in  infants  and  four  in 
adults).  Moist  dressing  with  vaccine  is 
placed  over  the  hatched  area  and  allowed  to 
remain  for  24  hours. 

Complications  following  the  multiple  punc- 
ture method  are  negligible,  however  the  in- 
tracutaneous  method  causes  local  ulcers  in 
a high  percentage  of  cases,  as  well  as  ab- 
scesses and  supporating  lymph  nodes  in  cer- 
tain cases. 

BCG  vaccination  is  contraindicated  when 
there  is  a positive  tuberculin  reaction  and  in 
acute  infectious  diseases.  There  is  no  contra- 
indication to  doing  other  vaccinations  at  the 
same  time  provided  different  sites  are  em- 
ployed. 

It  must  be  pointed  out  that  BCG  vaccina- 
tion should  not  be  interpreted  as  a sole  meth- 
od for  prevention  of  tuberculosis,  but  as  a 
potent  adjunct  to  the  known  and  tried  meth- 
ods of  seeking,  finding,  and  isolating  infec- 
tious cases  at  large  in  the  community. 
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Public  Health  Education  in  Nebraska 

NINA  LAMKIN,  B.S.,  M.A.* 

Director  of  Bureau  of  Health  Education 
Nebraska  State  Department  of  Health 

Lincoln,  Nebraska 

In  order  to  discuss  the  status  of  public 
health  education  in  Nebraska,  we  shall  need 
to  speak  briefly  of  its  beginnings  and  of  the 
public  health  goals  toward  which  the  people 
of  Nebraska  are  working  in  their  community 
living. 

Public  health  education  was  officially  born 
in  the  State  Department  of  Health  in  Ne- 
braska in  the  fall  of  1941.  For  many  years 
prior  to  that  time  professional  and  com- 
munity groups,  business  and  industry,  pri- 
vate and  voluntary  agencies,  schools,  col- 
leges and  universities  were  engaged  in  vary- 
ing degrees  of  health  education  in  attempts 
to  solve  personal,  family,  school,  and  com- 
munity health  problems  which  were  revealed 
as  they  worked  in  different  situations. 

The  Extension  Service  of  the  College  of 
Agriculture  had,  previous  to  1941,  helped 
communities  begin  to  think  through  their 
health  problems  and  plan  to  do  something 
about  them.  Later,  with  Kellogg  funds  al- 
lotted to  the  Department  of  Public  Instruc- 
tion, the  school-community  health  program 
strengthened  the  development  of  the  state- 
wide health  education  program. 

Public  health  education  has  been  essential 
to  progress  since  the  beginning  of  the  public 
health  movement  approximately  100  years 
ago.  Though  it  was  labeled  as  such  only 
about  30  years  ago,  that  was  approximately 
the  time  when  the  first  courses  were  pre- 
sented in  eastern  colleges  as  different  from 
the  old  type  hygiene  book  courses.  It  was 
many  years  before  this  phase  of  education 
began  to  be  recognized  in  the  general  pattern 
of  education. 

Perhaps  the  time  has  come,  as  is  apt  to  be 
the  case  periodically  in  most  fields,  for  a 
fresh  orientation  as  to  what  we,  in  general, 
mean  by  health  education.  It  is  one  part  of 
the  broad  field  of  education.  It  is  the  pro- 
cess of  providing  learning  experiences  which 
will  constructively  influence  peoples’  under- 
standings, attitudes,  and  conduct  as  these 
relate  to  individual,  family,  community,  and 
world  health. 

Health  education  is  something  that  each 

♦Miss  Lamkin  is  the  author  of  several  textbooks  on  Health 
Education.  The  most  recent  one  is  Health  Education  in  Rural 
Schools  and  Communities.  (Editor). 
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individual  develops  for  himself,  according  to 
the  measure  of  his  understanding  of  health- 
ful living,  and  of  what  he  wants  for  himself, 
his  family,  and  his  community,  in  physical, 
social,  and  emotional  well-being,  in  the  right 
environment. 

Health  education  has  different  meanings 
to  different  people.  To  the  public  health  ad- 
ministrator it  is  a tool;  and  his  concept  of 
its  proper  use  influences  sharply  his  methods 
of  public  health  administration.  To  the  va- 
rious divisions  of  a health  department,  and 
of  allied  agencies,  official  and  voluntary,  and 
community  organizations,  it  is  a service.  To 
the  individual,  as  we  have  stated  previously, 
it  is  a means  toward  more  effective  living, 
and  includes  all  of  the  experiences  which 
favorably  influence  practices,  attitudes,  and 
knowledges  which  enable  him  to  live  har- 
moniously in  a changing  total  environment. 
To  educational  institutions  it  is  one  avenue 
of  preparation  for  living  with,  and  guiding 
others,  as  well  as  an  avenue  of  living  in  to- 
day’s confusion,  using  the  environment,  the 
curriculum  situations,  and  home,  school  and 
community  relationships  through  which,  co- 
operatively, our  goals  are  achieved.  To  the 
community  it  means  evolving  an  organized 
approach  to  the  study  and  solution  of  health 
problems  pertinent  to  the  needs,  facilities,  re- 
sources and  interests  of  the  people  in  the 
area.  To  the  peoples  of  the  world,  through 
the  World  Health  Organization,  it  is  an  op- 
portunity for  cooperation  and  service  in  the 
promotion  of  total  human  welfare.  Public 
health  education  then  has  come  to  mean  help- 
ing people  toward  understandings  and  activi- 
ties which  relate  to  optimum  physical  and 
mental  health  in  any  community. 

There  are  two  important  phases  of  the 
public  health  education  program.  There  is 
the  initial  work  of  securing  public  support 
for  the  concept  that  the  protection  and  im- 
provement of  the  health  of  the  people  is  a so- 
cial and  a community  responsibility.  Every- 
one is  not  needed  for  participation  at  this  be- 
ginning stage  of  activity,  but  leaders  are 
needed  who  can  definitely  lead,  and  who  can 
gather  followers  — who  can  “sell”  public 
health  to  the  people.  These  leaders  need 
technical  guidance  from  those  who  know  the 
field  of  public  health  and  public  health  edu- 
cation, including  public  relations. 

The  second  phase  of  the  program  is  to  so 
plan  that  what  is  achieved  will  acceptably 
help  change  individual  behaviors  with  the 


result  of  improved  family,  school,  and  com- 
munity living. 

The  very  essence  of  public  health  education 
is  people’s  active  participation  in  community 
study,  planning,  and  action.  People  volun- 
tarily change  their  behavior  only  when  they 
understand  and  have  a part  in  planning  the 
change.  Public  health  education  requires 
skill  in  working  with  people  to  help  them 
help  themselves.  Remember  the  rhyme : 
“Pm  just  like  any  other  man;  I like  the 
things  I help  to  plan.  Those  folks  who  tell 
me  what  to  do.  Make  me  as  mad  as  they 
do  you.” 

Before  the  division  of  health  education 
was  established  in  Nebraska  as  a division  of 
the  State  Department  of  Health,  different 
people  said  that  “Nebraska  was  such  a very 
healthy  state  that  it  would  not  be  interested 
in  health  education.”  And  after  a talk  to 
one  of  the  school  groups  in  one  of  our  cities 
(teachers  and  parents)  where  the  modern 
school  health  program  was  discussed,  as  in- 
cluding the  environment  — physical,  social 
and  emotional;  the  health  services  available 
and  their  use;  and  the  instruction  program, 
the  principal  came  up  to  the  speaker  after 
the  meeting  and  commented,  “We  are  doing 
everything  you  talked  about  today,  every- 
thing.” Carlyle,  it  was,  said  “The  greatest  of 
faults  is  to  be  conscious  of  none.” 

That  was  the  school  where:  (1)  The  light- 
ing and  seating  were  extremely  poor;  (2) 
Children  were  kept  in  at  recess  and  nervous- 
ly annoyed  one  another;  (3)  No  child  could 
leave  the  room  except  at  recess  or  when 
school  was  dismissed,  regardless  of  the  need ; 
(4)  Discovered  later  were  several  children 
who  could  not  hear  the  teacher’s  voice,  but 
who  were  seated  in  the  rear  of  the  room  and 
were  punished  for  misbehavior  and  inatten- 
tion. 

You  may  remember  the  boy  who  said, 
“Pop,  will  you  help  me  find  the  least  com- 
mon denominator  in  this  problem?”  and  Pop 
answered:  “Good  heavens,  son,  don’t  tell  me 
that  hasn’t  been  found.  They  were  looking 
for  it  when  I was  a kid.”  The  least  common 
denominator  in  the  public  health  problem  is 
— Need.  The  numerator  is  cooperation  in 
meeting  the  need. 

Cooperation  has  truly  been  the  big  factor 
in  meeting  health  needs  in  Nebraska.  Other- 
wise, what  gains  have  been  made  would  not 
be  worth  recording. 
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The  first  problem  to  work  on  was,  how 
we  can  mobilize  the  potential  resources  of  a 
community  for  maximum  contribution  to  the 
health  of  the  people? 

Joint  planning  on  common  pi'oblems  has 
brought  definite  progress.  There  is  still 
much  to  be  done.  Let’s  look  at  this  joint 
planning.  Inasmuch  as  information  is  a basic 
necessity  if  a local  health  problem  is  to  be 
understood,  materials  on  many  phases  of  pub- 
lic health  were  made  available  to  individuals, 
school  and  community  groups  on  request. 
From  a few  requests  a week,  this  activity 
has  grown  to  several  thousand  pieces  of  ma- 
terial each  month  being  sent  on  request,  or 
used  in  class  and  group  discussions.  A tan- 
gible record  of  one  kind  of  program  which 
partly  answers  the  question,  “Where  shall 
I find  information?” 

The  Healthmobile  which  traveled  the  high- 
ways and  byways  the  first  year  of  our  health 
education  activities,  portrayed  the  services 
of  the  several  divisions  of  the  State  Depart- 
ment of  Health,  and  suggested  ways  in  which 
communities  might  use  the  services.  Re- 
quests for  materials,  and  for  speakers  and 
consultants,  grew  rapidly.  “Better  Health” 
and  the  “Almanac”  were  born  the  first  year 
of  our  activities. 

Excellent  public  relations  were  developed 
from  the  beginning  with  the  Medical  and 
Dental  professions ; the  State  Department  of 
Public  Instruction;  State  Department  of  As- 
sistance; and  the  Voluntary  Agencies:  the 
Nebraska  Tuberculosis  Association,  the  Na- 
tional Foundation  for  Infantile  Paralysis, 
American  Red  Cross,  and  other  public  and 
private  agencies  interested  in  some  form  of 
health  education  and  service. 

The  use  of  visual  aids  by  educational  and 
community  groups  has  grown  from  an  audi- 
ence of  a few  hundred  to  over  one-fourth  of  a 
million  during  the  past  year. 

The  second  Tuberculosis  Survey,  now  in 
progress,  was  preceded  by  an  educational 
program  through  which  we  hope  the  per- 
centage of  people  in  the  area  who  avail  them- 
selves of  the  opportunity  for  a free  chest 
x-ray  will  mount  higher  and  higher.  It  has 
risen  from  an  average  of  28%  to  35%  of  the 
eligible  population  in  1944  to  the  highest 
number  45%  to  62.8%  of  the  eligible  popula- 
tion in  1951. 

The  health  education  division  has  found 


opportunities  to  work  with  each  division  of 
the  State  Health  Department  through  news 
releases,  exhibits,  articles,  seminars,  work- 
ships,  and  publishing  materials. 

As  official  agencies,  the  Departments  of 
Education  and  Health  have  legal  obligations 
which  must  be  met  in  the  organization  and 
administration  of  the  school  health  program, 
especially  in  screening  tests  and  corrections, 
and  the  control  of  communicable  diseases. 
For  this  reason,  joint  planning  between  the 
two  departments  is  important  in  determin- 
ing procedures  and  practices  to  follow. 

We  think  of  the  total  school  health  pro- 
gram as  it  relates  to  the  environment,  health 
services  and  instruction.  Through  institutes 
and  workshops  first  begun  in  1942,  methods 
and  materials  have  been  developed  with 
many  teacher  groups.  Many  high  schools  are 
presenting  courses  in  health  education. 

What  is  achieved  in  the  school  health  pro- 
gram depends  upon  several  factors  such  as: 
the  curriculum  pattern  of  the  school,  the 
health  services  available,  the  environment, 
the  background  of  the  teacher,  the  attitude 
and  interest  of  the  school  administrator,  and 
the  home-school  cooperation,  as  well  as  the 
willingness  of  the  community  to  pool  its  re- 
sources. 

Community  groups:  Women’s  Clubs, 

P.T.A.  groups,  service  clubs,  and  other  civic 
groups  have  shown  real  interest  in  the  film 
service  and  in  control  of  communicable  dis- 
ease, understanding  children’s  problems, 
chronic  disease,  and  problems  of  aging.  There 
has  been  a rapidly  growing  interest  in  mental 
health  and  the  facilities  and  resources  avail- 
able in  the  state. 

All  the  universities  and  colleges  in  the 
state  present  at  least  one  course  in  health 
education  preceded,  of  course,  by  one  or  more 
science  courses. 

Public  Health  Education  in  our  local  health 
departments  has  brought  certain  specific 
activities  within  the  area  of  the  local  depart- 
ment, and  has  been  a great  strength  in  unify- 
ing and  interpreting  public  health  to  the  pub- 
lic. The  community  health  council  or  the  ad- 
visory health  council  has  been  another  worth- 
while factor  in  the  community-wide  health 
program,  as  has  the  school  health  council. 
These  are  representative  groups  in  commun- 
ity and  school  which  find  needs  and  plan  to 
meet  them. 
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The  press  and  the  state  publications  have 
been  most  generous  and  cooperative. 

Let  us  summarize  the  strengths  and  weak- 
nesses of  the  present  public  health  education 
program  in  Nebraska  as  nearly  as  we  can  do 
so  without  a detailed  survey  and  evaluation. 

STRENGTHS 

1.  Excellent  cooperation  of  professional  groups 
strengthens  the  total  program. 

2.  Very  fine  cooperation  of  all  state,  voluntaiy, 
and  private  agencies  gives  great  hope  for  future 
growth. 

3.  Local  responsibility  is  growing  at  a rate  to 
make  one  feel  that  Nebraska  believes  in  public 
health  education. 

4.  Civic  groups  are  building  up  through  their 
health  committees  definite  projects  in  the  field  of 
public  health  through  using  the  tool  of  health  edu- 
cation. 

5.  Twelve  community  health  councils  symbolize 
organized  community  cooperation  on  local  public 
health  problems. 

6.  Fifty  high  schools  report  school  health  coun- 
cils. 

7.  One  hundred  and  three  high  schools,  according 
to  Department  of  Public  Instruction,  present  courses 
in  health  education. 

8.  A real  interest  among  rural  and  elementary 
teachers  in  using  daily  opportunities  for  health  in- 
struction; a great  improvement  in  reports  on  screen- 
ing tests  and  corrections. 

9.  Increased  evidence  of  a recognition  by  teacher 
and  superintendent,  as  well  as  parents,  of  children 
with  special  problems,  instead  of  punishment  of  a 
symptom  which  tells  a child’s  needs. 

10.  A respected  place  in  the  community  for  health 
education  activities.  Physicians  and  hospitals  re- 
quest generous  amounts  of  material  to  give  to  pa- 
tients; the  rank  and  file  of  citizens  request  speak- 
ers on  specific  phases  of  public  health. 

11.  All  school  and  civic  groups  are  taking  a def- 
inite interest  in  safety.  Inasmuch  as  most  accidents 
happen  in  the  home,  home  safety  has  the  beginning 
emphasis. 

12.  An  economic  and  very  enriched  program 
because  of  greater  knowledge  and  increased  use  of 
community  resources  by  citizens  as  well  as  strength- 
ened unity  among  state,  local,  and  voluntary  agen- 
cies in  working  together  on  a state-wide  program. 
Health  education  has  been  a factor  in  this  program. 

OUR  PRESENT  NEEDS 

1.  A community  health  council  in  every  county 
to  study  needs  of  the  area  and  to  support  necessary 
public  health  improvements. 

2.  Enough  local  health  departments  to  adequate- 
ly cover  the  state  with  local  health  services.  Pub- 
lic health  education  must  “sell”  public  health  bet- 
ter than  ever  before.  We  believe  that  the  commun- 
ity health  council  is  a first  step  toward  a local 
health  department. 

3.  A course  in  health  education  in  every  high 
school  and  participated  in  by  every  student  before 
leaving  school.  Prefei-ably  a course  in  junior  high 


school  followed  by  another  in  the  junior  or  senior 
year. 

4.  A greater  appreciation  on  the  part  of  school 

administrators  of  a school  health  program  more 
closely  coordinated  with  the  home  and  with  all  com- 
munity health  efforts.  * 

5.  More  P.T.A.  groups  interested  in  the  growth 
and  development  of  the  child  and  in  a good  environ- 
ment at  every  school. 

6.  Greater  cooperation  of  schools  on  screening 
tests  and  greater  responsibility  of  parents  in  hav- 
ing remediable  defects  corrected. 

7.  Strengthened  courses  in  methods  and  materials 
in  colleges  and  universities  in  order  that  teachers 
may  be  more  adequately  prepared  to  teach  health- 
ful living. 

8.  Increased  facilities  for  medical  seiwice  and 
increased  use  of  favorable  facilities.  Health  edu- 
cation must  help  “sell”  this  phase  of  the  program. 

9.  Increased  seiwices  for  helping  children  with 
problems  in  social  and  emotional  adjustment. 

The  over-all  picture  of  health  education  in- 
terest and  activity  through  intelligent  under- 
standing and  cooperation  shows  much  prog- 
ress in  some  areas,  slower  progress  in  others. 
There  are  many  bright  spots,  and  we  should 
be  very  much  encouraged  as  we  plan  ahead 
with  individual  groups  and  communities. 

Each  community  will  have  to  consider  the 
status  of  public  health  education  in  its  own 
area,  visualize  the  needs,  and  decide  how  to 
increase  the  use  of  available  resources.  In 
doing  this,  use  imagination,  which  is  given 
us  to  compensate  for  what  we  are  not,  and  a 
sense  of  humor  to  console  us  for  what  we  are. 


MEDICAL  EDUCATION  TOPIC  OF 
NATIONAL  CONFERENCE 

All  phases  of  medical  education  were  discussed 
at  the  thi'ee-day  48th  annual  Congress’  on  Medical 
Education  and  Licensure  at  the  Palmer  House,  Chi- 
cago, Febr.  10-12.  The  conference  was  under  the 
sponsorship  of  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Association. 

“With  regional  plans  for  medical  education  receiv- 
ing increasing  attention  in  many  parts  of  the  coun- 
try, a report  of  the  experiences  of  the  southeim  re- 
gional program  initiated  four  years  ago  was  par- 
ticularly helpful,”  said  Dr.  Donald  G.  Anderson  of 
Chicago,  secretary  of  the  council. 

“Graduate  medical  education  was  discussed  by 
two  panels.  Medical  education  in  other  countries  was 
considered  in  a paper  outlining  plans  for  an  in- 
ternational conference.  The  newly  organized  Na- 
tional Science  Foundation  reported  on  its  plans. 

“The  distribution  of  physicians  was  analyzed 
in  a report  of  a study  of  graduates  of  all  American 
medical  schools  over  the  last  25  years.” 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  .medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 


Organization  Section 

SENIOR  MEDICAL  DAY 

Another  “new  kind”  of  program  is  being 
sponsored  by  your  Rural  Medical  Service 
Committee  in  late  March,  marking  another 
event  which  the  association  hopes  to  make 
an  annual  affair. 

On  March  27,  the  committee  is  holding 
Senior  Medical  Day  at  the  Paxton  Hotel  in 
Omaha.  The  purpose  of  the  program  is  to 
honor  the  senior  medical  students  at  the  Uni- 
versity of  Nebraska  College  of  Medicine  and 
the  Creighton  School  of  Medicine.  Officers 
of  the  state  medical  association  and  Ameri- 
can Medical  Association  feel  such  meetings, 
held  annually,  can  accomplish  a great  deal  in 
strengthening  future  medical  organization. 

Although  that  is  one  of  the  meeting’s  ob- 
jectives, it  is  not  the  cardinal  one.  The  prime 
object  is  to  demonstrate  to  the  senior  stu- 
dents the  opportunities  and  satisfaction  to 
be  found  in  rural  practice — IN  NEBRASKA. 
Frankly,  your  committee  feels  that  this  type 
of  program  may  influence  a good  many  stu- 
dents to  return  to  Nebraska  after  their  in- 
ternships and  residencies. 

It  should  be  pointed  out,  however,  that  the 
program  will  not  be  of  the  “heavy”  educa- 
tional variety.  Rather,  it  will  be  informa- 
tive, perhaps  at  times  solemn.  In  brief,  the 
program  will  be  a short  course  in  the  every- 
day aspects  of  medical  practice.  It  will  be- 
gin in  the  afternoon  and  end  with  a paper  by 
the  dinner  speaker  who  will  be  a representa- 
tive of  the  A.M.A. 

Dr.  D.  B.  Steenburg,  President,  will  pre- 
side and  give  the  keynote  address.  Papers 
to  be  heard  in  the  afternoon  include  “Selec- 
tion of  a Location  and  the  Advantages  of 
Rural  Practice,”  “Medicine  Ethics,”  “The 
Business  Side  of  Medical  Practice,”  and  “Pub- 
lic Relations  and  Personal  Relations.” 

Any  member  of  the  association  is  cordial- 
ly invited  to  attend  to  serve  as  a host  to  the 
students.  Please  watch  the  bulletins  for  ad- 
ditional information. 


PR  DOCTOR 

The  Public  Relations  Department  of  the 
American  Medical  Association  publishes  a 
brochure  periodically  entitled  “The  PR  Doc- 
tor,” in  which  various  public  relations  sug- 
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gestions  and  ideas  are  found.  In  it  are  also 
found  resumes  of  the  activities  of  other  state 
associations. 

The  January  issue  carried  six  public  rela- 
tions goals  that  should  be  attained  in  1952 
by  physicians  and  state  and  county  medical 
societies.  Your  Public  Relations  Committee 
heartily  endorses  these  goals  and  suggests 
they  be  implemented  in  those  societies  where 
they  are  not  yet  in  existence.  They  are: 

1.  Defeat  the  increasing  socialistic  trend  in 
America  today. 

2.  Encourage  state  and  local  medical  societies 
to  police  their  own  ranks  and  take  disciplinary  ac- 
tion against  members  guilty  of  unprofessional  and 
unethical  conduct. 

3.  Tackle  the  PR  problems  involved  in  the  cost 
of  sickness. 

4.  Urge  physicians  to  actively  enter  into  com- 
munity activities. 

5.  Unify  efforts  of  individual  physicians,  county 
and  state  medical  societies  and  the  A.M.A.  to  achieve 
common  public  relations  goals. 

6.  Promote  the  development  of  Student  American 
Medical  Association  chapters. 

PR  Doctor  says  that  further  efforts  still  need 
to  be  made  to: 

“Make  sure  every  community  has  an  adequate 
night  and  emergency  call  system.” 

“Establish  a state  grievance  committee  to  hear 
and  settle  patient  complaints.” 

“Consciously  develop  better  relations  with  the 
press  and  radio.” 

“Encourage  doctors  to  take  a properly  active  role 
in  various  health  campaigns.” 

“Encourage  and  help  your  Woman’s  Auxiliary  in 
developing  a strong  organization  and  a constructive 
public  relations  program.” 

It  is  hoped  every  county  society  will  adopt 
these  goals  in  1952. 


COMPARISON 

Every  member  of  the  association  recently 
received  a letter  from  Dr.  Steenburg,  Presi- 
dent, asking  that  he  contribute  to  the  Ameri- 
can Medical  Education  Foundation  whose  sole 
purpose  is  to  help  needy  medical  schools.  The 
A.M.A.  undertook  this  campaign  in  an  ef- 
fort to  forestall  the  subsidization  of  the  na- 
tion’s medical  schools  by  the  federal  gov- 
ernment. Needless  to  say,  such  a subsidy 
would  bring  federal  control  and  regulation. 

Until  Dr.  Steenburg’s  letter  was  mailed, 
only  a very  few  Nebraska  doctors  had  con- 
tributed to  the  Foundation.  In  this  connec- 
tion, an  excerpt  from  a recent  issue  of  Med- 
ical Economics”  may  be  interesting: 


“The  nation’s  osteopaths  are  about  to  kick 
off  a big  new  drive  for  public  support.  To 
assist  their  six  struggling  schools,  they’ve  al- 
ready raised  $4.5  million  within  their  own 
ranks.  Now  they’re  shooting  for  $15  million 
more  from  business  and  the  general  public, 
plus  another  $3  million  from  within  the  pro- 
fession. 

“In  both  funds  raised  and  goals  set,  the 
D.O.’s  seem  somewhat  ahead  of  the  M.D.’s. 
The  latter  have  yet  to  rustle  up  their  first 
million  within  their  own  ranks,  but  hope  for 
$5  million  total  contributions  this  year 
(1951).” 

Note:  The  total  for  1951  was  far  short  of 
of  the  $5  million  mark. 


CRIPPLED  CHILDREN’S  CLINIC 

March  15  — McCook,  St.  Catherine’s  Hospital; 
Howard  Mitchell,  M.D.,  or  Fritz  Teal,  M.D.,  and 
G.  E.  Stafford,  M.D. 

March  29 — Broken  Bow,  High  School;  W.  W.  Bar- 
tels, M.D.,  or  C.  Fred  Perciot,  M.D.,  and  J.  A. 
Henske,  M.D. 


NEW  SULFONE  DRUG  USED  IN 
SKIN  DISEASE 

Diasone,  one  of  the  newer  sulfone  compounds,  has 
been  used  successfully  in  the  treatment  of  deimiatitis 
hei-petiformis,  it  was  reported  in  the  Archives  of 
Dermatology  and  Syphilology,  published  by  the 
American  Medical  Association. 

Thirteen  patients  with  the  affliction  improved  de- 
cidedly or  had  complete  remissions  while  taking  the 
drug,  according  to  Dr.  Theodore  Cornbleet,  profes- 
sor of  dennatology  at  the  University  of  Illinois  Col- 
lege of  Medicine.  Dr.  Cornbleet  stressed,  however, 
that  the  drug  was  not  a cure. 

Until  the  advent  of  sulfa  compounds  and  anti- 
biotics, dermatitis  herpetiformis  was  considered 
relatively  uncontrollable.  The  cause  of  the  disease 
is  unknown,  but  because  of  the  effectiveness  of  these 
drugs,  it  is  believed  that  the  disease  is  the  result 
of  an  infection  somewhere  in  the  body,  he  said. 

The  treatment  of  those  suffering  from  the  afflic- 
tion was  begun  with  small  doses  of  the  drag  to  pre- 
vent toxic  side  effects.  If  no  symptoms  of  intoler- 
ance appeared,  the  dosage  was  increased  gradually 
to  three  or  four  tablets  of  0.3  grams  a day.  Dosage 
of  at  least  two  tablets  a day  was  found  necessary 
for  improvement. 

The  period  of  time  the  patients  remained  on  dia- 
sone ranged  from  three  months  to  two  and  one-half 
years.  The  report  pointed  out  that  relief  was  re- 
ceived only  so  long  as  the  drag  was  used. 

Dr.  Cornbleet  stressed  the  fact  that  the  drag 
should  not  be  used  unless  the  physician  has  the  op- 
portunity to  keep  the  patient  under  obseiwation  in 
event  of  toxicity. 
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News  and  Views 

An  editorial  in  the  January  14  issue  of  The 
Hastings  Tribune  stated: 

“The  Associated  Press  recently  reported  the  story 
of  a 48-year-old  Englishman  who  tried  to  get  a 
good  diagnosis  of  his  case  from  the  socialized  medi- 
cos of  Great  Britain.  Looking  him  over  hurriedly, 
the  harassed  and  distracted  British  doctors  de- 
cided he  was  a gone  goose:  His  legs  appeared  to 

be  suffering  from  an  incurable  disease  of  the  blood 
vessels  and  they  would  soon  have  to  be  amputated. 
Death  would  follow  in  fairly  short  order.  Far  from 
resigning  himself  to  death,  however,  the  English- 
man, who  was  an  employe  of  a shipping  firm,  wan- 
gled himself  a trip  to  America.  Doctors  in  this 
country  gave  him  a diagnosis  that  took  20  days 
for  its  completion.  It  was  finally  deteimined  that 
his  trouble  would  be  relieved  by  \vearing  a brace. 
The  man  will  live  and  he  will  keep  his  legs,  the 
news  item  said.” 

The  Tribune  added:  “We  don’t  want  to  force  a 

moral  from  this  stoiy  as  this  one  incident  does  not 
establish  a pattern.  But  it  is  the  sort  of  thing  that 
can  be  expected  under  socialized  medicine,  or  gov- 
ernment dominated  medicine.” 

Dr.  F.  W.  Niehaus  of  Omaha,  President  of 
the  Nebraska  Heart  Association,  announced 
that  the  national  goal  of  the  1952  Heart  Fund 
will  be  $8,000,000,  and  Nebraskans  will  be 
asked  to  raise  $60,000  of  that  amount. 

Drives  will  be  held  in  most  towns  and  coun- 
ties. Residents  of  communities  where  no 
Heart  drive  is  held  are  invited  to  mail  their 
contributions  to  “Heart”  in  care  of  their 
local  postoffice,  or  to  the  Nebraska  Heart 
Association,  42nd  and  Dewey  Avenue,  Oma- 
ha. 

The  Nebraska  Heart  Association  will  ap- 
preciate any  assistance  physicians  over  the 
state  can  render  during  the  campaign. 


The  National  Foundation  for  Infantile  Paralysis 
has  presented  a check  for  $14,040  to  the  University 
of  Nebraska  College  of  Medicine  for  continuance 
of  its  work  on  polio  treatment  research.  It  is  the 
fifth  year  the  college  has  received  a grant  from 
the  foundation,  supported  by  the  March  of  Dimes. 

Di’.  S.  L.  Wolters,  Lincoln,  announces  that  the 
fifth  American  Congress  of  Obstetrics  and  Gyne- 
cology will  be  held  in  Cincinnati,  Ohio,  March  31 
through  Api’il  4,  1952.  For  additional  information 
about  the  program  and  registi-ation,  please  write  the 
American  Committee  on  Maternal  Welfare,  116 
South  Michigan  Avenue,  Chicago  3,  Illinois. 

A news  item  in  The  Lincoln  Journal  quoted 
Chancellor  R.  G.  Gustavson  regarding  the 


new  psychiatric  unit  to  be  built  at  the  Uni- 
versity of  Nebraska  College  of  Medicine 
campus  in  Omaha. 

The  Chancellor  said  the  new  $1,250,000 
unit  being  developed  by  the  university  and 
the  state  Board  of  Control  will  differ  from 
other  mental  institutions  in  the  state  by 
emphasizing  research  into  and  early  diag- 
nosis of  mental  illness.  He  said  the  unit  will 
be  especially  concerned  with  psychiatric 
treatment  of  children,  which  is  now  a new 
field. 

Another  project  of  the  unit  will  be  to  study 
and  treat  mental  diseases  of  the  aging  gener- 
ation. The  Chancellor  pointed  out  that  it  is 
no  longer  held  that  “queerness”  often  de- 
veloped in  old  people  is  hopeless  of  cure. 


The  Chicago  Tribune  Press  Seiwice  released  the 
following  story  in  mid- January: 

“Dr.  Warren  H.  Cole,  head  of  the  Surgery  De- 
partment of  the  University  of  Illinois  College  of 
Medicine  has  been  appointed  chairman  of  a ‘research 
validation  committee’  to  decide  on  the  merits  of  Kre- 
biozen,  the  controversial  cancer  diaig. 

“Dr.  Cole,  a past  president  of  the  Chicago  Medi- 
cal Society,  was  named  by  Dr.  George  D.  Stoddard, 
University  President.  Committee  members  are: 
Drs.  N.  C.  Gilbert,  nationally  known  diagnostician 
and  medical  educator  of  Chicago;  Fred  Hodges,  Uni- 
versity of  Michigan  radiologist;  Robert  W.  Keeton, 
Chicago,  and  Paul  E.  Steiner,  University  of  Chicago 
pathologist.” 

Dr.  Andrew  C.  Ivy  was  suspended  for  three  months 
by  the  Chicago  Medical  Society  for  the  part  he 
played  in  promoting  Krebiozen.  He  has  now  been 
reinstated. 

The  University  of  Nebraska  College  of 
Medicine  has  a larger  number  of  freshmen 
students  per  state  population  than  any  other 
four-year  medical  school  in  the  country,  ac- 
cording to  Dean  Harold  Lueth  who  spoke  re- 
cently to  members  of  the  Omaha  Exchange 
Club. 

He  said  the  ratio  will  increase  as  the  col- 
lege keeps  supplying  the  state  with  more  doc- 
tors. In  answer  to  a statement  that  the  col- 
lege is  a doctor’s  son  institution,  Dean  Lueth 
said  the  largest  number  of  freshmen  came 
from  farm  families.  Other  occupations  are 
represented  in  ratio  to  their  population. 

Thirty-nine  colleges  and  universities  are 
represented  in  this  year’s  freshman  class. 
The  largest  number  came  from  the  Univer- 
sity of  Nebraska,  with  Omaha  University 
contributing  the  second  largest  number. 
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ARMY  MEDICAL  SERVICE  REPORTS  500 
CERTIFIED  SPECIALISTS  ON  DUTY 

Five  hundred  officers  now  on  active  duty  with  the 
Army  Medical  Sei-vice  have  been  certified  as  pro- 
fessional specialists,  Major  General  George  E.  Arm- 
strong, Army  Surgeon  General,  announced  recently. 

General  Armstrong  pointed  out  that  the  current 
situation  contrasts  shai*ply  with  that  in  1945  when 
there  were  only  75  medical  board  specialists  on  duty 
with  the  army.  He  attributed  the  increase  to  in- 
auguration of  the  Amiy  Medical  Service’s  Graduate 
Professional  Training  Program  in  1947  and  to  the 
recall  of  Reserve  medical  officers  to  active  duty 
since  the  outbreak  of  the  Korean  conflict. 

Of  the  total  number  of  medical  specialists,  311 
are  Regular  Army  Medical  Corps  officers,  148  are 
Reserve  or  National  Guard  physicians  on  extended 
active  duty  and  seven  are  retired  Regular  Army  of- 
ficers remaining  on  active  duty.  When  the  Army 
began  its  residency  training  program  five  years  ago 
there  were  only  99  Regular  Army  and  44  non- 
Regular  physicians  with  board  certification  on  ac- 
tive duty. 

ACADEMY  OF  GENERAL  PRACTICE 

The  Board  of  Directors  of  the  State  chap- 
ter met  in  Omaha  February  14th  and  ap- 
proved plans  for  a one  day  clinical  meeting 
on  April  16,  1952.  Sessions  will  be  held  at 
the  Fontenelle  Hotel  in  Omaha. 

The  program  will  include  several  guest 
speakers  of  national  importance  and  a noon 
business  meeting.  A banquet  will  be  held  in 
the  evening. 

The  nominating  committee  for  officers  to 
be  elected  at  this  meeting  is  Drs.  Mat  Sever- 
in,  Harry  Hepperlin  and  Forrest  Rose. 

J.  Milton  Margolin,  M.D.,  of  Omaha,  was 
elected  to  membership. 


The  Eighteenth  Annual  Meeting  of  the  American 
College  of  Chest  Physicians  will  be  held  at  the 
Congress  Hotel,  Chicago,  Illinois,  June  5 through 
8,  1952.  A scientific  program  covering  all  recent 
developments  in  the  treatment  of  heart  and  lung  dis- 
ease is  being  arranged. 

The  Board  of  Examiners  of  the  American  College 
of  Chest  Physicians  announces  that  the  next  oral 
and  written  examinations  for  Fellowship  will  be  held 
in  Chicago  on  June  5,  1952.  Candidates  for  Fellow- 
ship in  the  College  who  wish  to  take  examina- 
tions should  contact  the  Executive  Secretary,  Ameri- 
can College  of  Chest  Physicians,  112  East  Chestnut 
Street,  Chicago  11,  Illinois. 

Dr.  Max  Fleishman  of  Omaha  seiwes  as  Governor 
of  the  College  for  Nebraska. 


Dr.  F.  A.  Alcorn,  Supt.  of  the  Orthopedic  Hos- 
pital, Lincoln,  Nebraska,  was  the  guest  speaker  at 


the  January  meeting  of  the  Nebraska  Physical 
Therapy  Association.  In  Dr.  Alcorn’s  speech,  he 
gave  a very  thorough  and  enlightening  description 
of  the  State  Hospitals,  their  facilities  and  insti- 
tutions available  for  treatment  and  rehabilitation  of 
the  crippled  children  in  the  state. 


THE  NURSE  IN  NEBRASKA 

There  is  a continuing  call  for  nurses  in  Ne- 
braska. There  is  a new  and  emphatic  call  for  the 
trained  practical  nurse. 

Today,  the  best  of  the  practical  nurses  are  taken 
by  hospitals.  “What  is  left  on  the  market,’’  says 
Dorothy  Doming,  registered  nui’se,  in  her  Common- 
wealth Fund  Study,  “is  likely  to  be  least  skilled, 
elderly,  least  desirable  would-be  nurses,  ready  to 
charge  exorbitant  fees  for  poor  work.’’ 

Training  of  the  practical  nurse  varies  from  con- 
siderable to  none.  At  the  top  of  the  scale  is  the  in- 
telligent, conscientious  woman  who  has  had  at  least 
a year’s  training  in  an  approved  School  of  Prac- 
tical Nursing.  At  the  bottom  is  the  incompetent, 
untrained,  bungling  person  who  often  does  great 
harm  in  the  sick  room. 

What  we  are  working  for  in  Nebraska  is  the 
trained  practical  nurse. 

What  is  a practical  nurse  ? 

A practical  nurse  is  a person  trained  to  care  for 
selected  convalescent,  subacutely  and  chronically  ill 
patients,  and  to  assist  the  professional  nurse  in  a 
team  relationship,  especially  in  the  care  of  those 
more  acutely  ill.  She  provides  nursing  service  in 
institutions  and  in  private  homes  where  she  is  pre- 
pared to  give  household  assistance  when  neces- 
sary. She  may  be  employed  by  a private  individual, 
a hospital,  or  a health  agency.  A practical  nurse 
works  only  under  the  direct  orders  of  a licensed 
physician,  or  the  supeiwision  of  a registered  pro- 
fessional nurse. 

The  present  Nurse  Practice  Act  for  professional 
nurses  was  passed  in  the  State  in  Januaiy,  1935. 
It  is  permissive,  in  that  it  is  a protection  of  title 
only.  It  gives  the  power  or  authority  to  refuse  a 
license  for  cause,  but  does  not  make  licensure  man- 
datory. The  law  which  will  be  re-written  for  the 
1953  Legislature  will  provide  permissive  legislation 
for  the  trained  practical  nurse,  and  will  protect  the 
title  “Licensed  Practical  Nurse.’’  It  will  also  pro- 
vide mandatory  licensure  for  the  professonal  nurse. 
This  will  make  it  possible  for  those  practical  nurses 
who  wish  to  qualify  for  licensure  in  Nebraska  to  do 
so.  It  will  not  prohibit  the  employment  of  the  un- 
trained practical  nurse  who  seems  capable  of  giving 
certain  types  of  service. 

The  Boards  of  the  Nebraska  State  Nurses’  Asso- 
ciation and  the  Practical  Nurse  Association  of  Ne- 
braska have  gone  on  record  as  approving  the 
licensure  of  the  trained  practical  nurse. 

There  are  several  things  to  be  done  if  we  are  to 
adequately  meet  the  problem.  First,  we  need  licen- 
sure for  practical  nurses;  second,  more  schools 
should  be  set  up  in  institutions  conducting  voca- 
tional programs  — now,  only  one  such  school  is 
equipped  for  this  work;  third,  refresher  training 
should  be  available  to  practical  nurses  who  could 
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qualify  for  licensure  by  reciprocity  from  other 
states;  fourth,  adequate  preparations  for  instruc- 
tors of  practical  nursing;  and  fifth,  an  organized 
recruitment  drive  to  attract  more  young  men  and 
women  into  practical  nursing. 

In  order  to  prepare  and  carry  through  these  plans, 
funds  will  be  needed.  Professional  and  civic  groups 
can  definitely  help  with  the  financing  of  this  pro- 
gram. 

Time  and  energy  will  be  needed  for  recruitment  of 
the  type  of  persons  who  should  develop  into  fine 
practical  nurses. 

The  practical  nurse  works  only  under  the  direct 
orders  of  a licensed  physician  or  the  supervision 
of  a registered  professional  nurse. 

May  we  all  help  with  recruitment?  This  is  very 
important  NOW! 

INTERNATIONAL  COLLEGE  OF  SURGEONS 

Dr.  Heniy  W.  Meyerding  of  Rochester,  Minnesota, 
President  of  the  United  States  Chapter  of  the  In- 
ternational College  of  Surgeons,  announces  a 
schedule  of  regional  meetings  of  the  Chapter  to 
be  held  in  the  early  months  of  1952  as  follows: 

Pittsburgh,  Penn. — William  Penn  Hotel,  March  18 
and  14. 

Tulsa,  Okla. — Mayo  Hotel,  Mai’ch  28. 

Detroit,  Mich. — Hotel  Statler,  April  24  and  25. 

Kansas  City,  Mo. — President  Hotel,  April  27-28- 
29. 

Colorado  Springs,  Colo. — Broadmoor  Hotel,  May 
2 and  3. 

Surgical  papers  will  be  presented  and  panel  dis- 
cussions led  by  outstanding  speakers,  all  nationally 
known  in  their  respective  fields,  at  each  of  the  re- 
gional meetings. 


THE  EASTER  SEAL  APPEAL 

Between  March  13  and  April  13,  29  million  Amer- 
ican homes  will  receive  through  the  mails  a gaily 
colored  sheet  of  Easter  Seals.  Accompanying  these 
bright  symbols  of  hope  will  be  a letter  asking  sup- 
port for  one  of  our  nation’s  most  important  volun- 
taiy  health  and  welfare  organizations. 

It  is  a cause  in  which  the  doctors  of  this  nation 
have  both  a keen  interest  and  a large  stake. 

Their  interest  is  demonstrated  by  the  fact  that 
thousands  of  medical  practitioners  in  all  the  states, 
the  District  of  Columbia,  Alaska,  Hawaii  and 
Puerto  Rico  participate  in  the  work  being  done  by 
the  National  Society  for  Crippled  Children  and 
Adults  and  its  2,000  affiliates  — the  Easter  Seal 
societies.  Since  its  founding  in  1921,  literally  hun- 
dreds of  physicians  have  been  and  are  now  actively 
working  with  these  National  Society  affiliates  as 
advisors,  counselors  and  consultants. 

As  a matter  of  fact,  planning  and  development 
of  Easter  Seal  programs  for  crippled  childi’en  are 
done  at  the  national  level  in  close  cooperation  with 
and  under  the  direction  of  the  appointed  liaison  of- 
ficers of  the  American  Medical  Association,  medical 
specialty  groups  and  other  allied  professional  or- 


ganizations. Similarly,  at  the  state  and  local  lev- 
els, advisory  committees  and  councils  composed  of 
physicians,  educators  and  other  professionally 
trained  persons  guide  service  programs.  Just  one 
instance  of  this  is  apparent  in  the  fact  that  492  pe- 
diatricians— representing  only  one  specialty  field — 
are  assisting  the  program  of  state  and  local  crip- 
pled childrens’  societies. 

The  doctors’  stake  in  this  great  nationwide  net- 
work of  facilities  and  seiwices  is  two-fold.  It  is 
through  the  more  than  500  specific  facilities  main- 
tained by  Easter  Seal  societies  and  through  the 
seiwices  of  more  than  2,000  professionally  trained 
persons  such  as  therapists,  psychologists,  medical 
social  workers  and  educators  they  employ  that  doc- 
tors find  the  treatment  and  training  for  crippled 
children  which  augments  their  own  efforts. 

It  is  significant  to  American  doctors,  also,  that 
this  cause  is  a great  voluntary  effort,  representing 
the  American  people’s  way  of  providing  help  for 
those  who  are  unable  to  obtain  it  for  themselves. 
It  is  a cause  which  demonstrates  dramatically  the 
sense  of  individual  responsibility  for  one’s  neigh- 
bor. Last  year  this  help  was  extended  to  228,000 
crippled  children  and  adults. 

Because  this  is  a voluntary  effort,  the  major 
source  of  support  for  these  seiwices  is  the  Ameri- 
can people  themselves.  The  annual  Easter  Seal 
appeal  began  in  1934  and  today  has  the  support  of 
millions  of  small  donors  throughout  the  nation, 
rather  than  large  corporate  contributors.  As  we 
mentioned,  in  1952  Easter  Seal  letters  will  go  to 
29  million  homes.  That  will  be  the  only  approach, 
no  door-to-door  solicitation  or  in-plant  solicitation 
being  made. 

Today,  more  than  ever,  this  appeal  needs  the  sup- 
port of  the  medical  profession.  Funds  are  needed  to 
support  a $10  million  program.  In  a period  of 
rising  costs,  it  is  obvious  that  services  for  crippled 
children,  always  expensive,  will  cost  more  than 
ever  before.  It  cannot  fall  short  because  it  will 
mean  curtailment  of  existing  services. 

Doctors  of  this  nation  can  share  the  leadership  in 
seeing  that  this  Easter  Seal  appeal  is  successful, 
thus  once  more  showing  their  fellow  Americans  that 
where  there  is  a need,  the  doctor  will  find  a way. 


NEW  EDITION  OF  HOSPITAL  CODING 
SYSTEM  READY 

The  fourth,  revised  edition  of  the 'Standard  No- 
menclature of  Diseases  and  Operations  was  made 
available  to  hospitals  on  Jan.  2,  1952,  it  was  an- 
nounced recently  by  the  American  Medical  Associa- 
tion. 

The  Standard  Nomenclature  has  become  the  stand- 
ard and  most  acceptable  system  for  the  diagnostic 
coding  of  hospital  records  for  more  than  70  per 
cent  of  the  countty’s  hospitals. 

Included  in  the  new  edition  is  an  appendix 
cross  reference  of  the  standard  code  numbers  and 
the  code  numbers  of  the  International  Statistical 
Classification  of  Diseases,  Injuries  and  Causes  of 
Death.  This  latter  system  is  now  accepted  on  a 
world  basis  for  statistical  analyses  by  the  countries 
participating  in  the  World  Health  Organization. 
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The  main  purpose  of  this  dual  coding  is  to  sim- 
plify the  work  of  hospitals  which  participate  in  or 
contribute  toward  large-scale  state,  national  or  world 
statistical  studies  of  disease  incidence. 

The  book  was  first  published  under  the  auspices 
of  the  New  York  Academy  of  Medicine  and  the 
First  National  Conference  on  Medical  Nomen- 
clature in  1928.  The  responsibility  for  its  subse- 
quent periodic  revision  was  transfeired  to  the 
A.M.A.  in  1937. 


is  needed  to  enable  the  committee  to  make  a fair 
allowance.  In  laceration  cases,  location,  length, 
number  of  sutures,  and  the  physician’s  charge  should 
be  specifically  reported.  It  would  be  impossible  to 
include  a full  listing  of  allowances  for  this  type  of 
care  in  the  Schedule  of  Benefits,  but  if  the  physician 
will  give  details,  the  committee  will  be  able  to  al- 
low benefits  which  will  more  nearly  approximate 
the  doctor’s  charges. 


Know  Your 
Blue  Shield  Plan 

The  semi-annual  special  offering  of  Individual  En- 
rollment in  Blue  Cross-Blue  Shield  is  scheduled  for 
April.  During  the  month-long  campaign,  member- 
ship will  be  available  to  any  resident  of  Nebraska 
under  age  65,  regardless  of  employment  status. 
Newspaper  advertisements  and  radio  spot  an- 
nouncements will  be  used  to  publicize  the  enrollment 
campaign.  Physicians  will  receive  a supply  of 
pi’omotional  material  and  a poster  for  their  recep- 
tion rooms. 


Members  of  the  Blue  Shield  Liaison  Committees 
of  the  County  Medical  Societies  will  be  guests  of 
the  Blue  Shield  Plan  at  a one-day  conference  at 
Hotel  Comhusker,  Lincoln,  on  Thursday,  March  20. 
The  meeting  will  give  physicians  an  opportunity  to 
discuss  Blue  Shield  questions  of  mutual  interest  with 
members  of  the  Plan’s  administrative  and  policy- 
making personnel. 


Two  District  Blue  Cross-Blue  Shield  meetings 
were  held  during  February.  Members  of  the  ad- 
ministrative staff  of  the  hospital  and  medical  care 
Plans  met  in  Scottsbluff  on  February  27  with  hos- 
pital personnel  and  physicians  from  Box  Butte, 
Deuel,  Cheyenne,  Morrill  and  Scotts  Bluff  counties. 
A similar  meeting,  held  in  Chadron  the  following 
day,  was  attended  by  hospital  representatives  and 
physicians  of  Dawes  and  Sheridan  counties. 


The  annual  election  of  the  Blue  Shield  Board  of 
Directors  was  held  January  23.  Dr.  Arthur  J.  Of- 
ferman,  Omaha,  was  re-elected  President.  Also  re- 
elected were:  Dr.  Donald  B.  Steenburg,  Aurora,  Vice 
President;  E.  K.  McDermott,  Omaha,  Secretary  and 
associate  counsel;  and  Arthur  L.  Coad,  Omaha, 
Treasurer.  Joseph  O.  Burger,  Omaha,  was  named 
Executive  Director  and  attorney.  Others  elected  to 
serve  on  the  Blue  Shield  Board  of  Directors  are: 
William  F.  Fitzgerald,  Drs.  E.  W.  Bantin,  N.  J. 
Everitt,  Howard  B.  Hunt,  J.  Jay  Keegan,  Bernard 
Kenney,  Paul  S.  Read,  J.  P.  Redgwlck,  Edmond  M 
Walsh,  all  of  Omaha;  Dr.  W.  W.  Carveth,  Lincoln, 
and  Dr.  Glen  E.  Peters,  of  Randolph. 


Reminder:  Cases  of  burns  and  lacerations  are 

handled  by  individual  consideration,  on  the  basis  of 
precedents  established  by  the  Blue  Shield  Medical 
Committee.  In  the  cases  of  burns,  full  information 
as  to  the  area,  degree,  number  of  dressings,  etc., 


NEBRASKA  MEDICAL  SERVICE 

BALANCE  SHEET 
December  31,  1951 

Assets : 

Cash  in  banks $227,967.76 

Premiums  in  Process  of  Collection 26, 400. .3:3 

U.  S.  Bonds 51.3!997..38 

Accrued  Interest  on  U.S.  Bonds 3,056.05 


Total  Assets  $771,421.52 

Liabilities,  Reserves  and  Surplus: 

Accounts  Payable,  Blue  Cross $ 1.3.225.05 

Accounts  Payable.  Monthly  Invoices 2u!95 

Accrued  Payroll  Taxes 205.60 

Claims  Reported  but  Unpaid  (Pending)  3.875.50 
Unearned  Premiums  141,877.43 


$166.7.36.73 

204,473.70 

2.775.00 

1.500.00 
7,421.96 


Total  Reserves  $382,907.39 

Unassigned  Surplus  $229,115.60 

iotal  Liiabilities,  Reserves,  Surplus $771,421,52 


Total  Liabilities  

Rpsrrves  for: 

Unreported  Claims 

Maternity  Care  

Bonuses  

Collection  Losses 

Premium  Tax  Liability 


STATEMENT  OF  INCOME  AND  EXPENSE" 


December.  1951 

Income : 

Dues  $164,213.99 

Enrollment  fees  1.566.00 


12  Months 
to  Date 
$1,847,089.06 
18,242.00 


Total  Earned  Income  $165,779.99 

Claim  Expense : 

Claims  paid  $123, 308. 25 

Less  : 

Unreoorted.  11-30-51 1.35.635.22 

Pending.  11-30-51  8!422!o() 

Plus : 

Unreoorted.  12-31-51  166  7.36.73 

Pending,  12-31-51  3.875!50 


$1,865,331.06 


$1,480,921.25 

128.517.12 

1,944.00 

166.7.36.73 

3.875.50 


Total  Claims  Incurred $149,863.26 


$1,521,072.36 


Administrative  Expense : 

Collection  expense $ 429.36 

Professional.  Medical  250.00 

Auditing  expen-^e 

Advertising — B.S.  only  __I 

Printing  7,9  Q5 

Office  supplies  

Postage  50,00 

Dues  167  92 

Taxes  and  licenses 689.95 

Payroll  taxes  

Payment  to  B.C. : 

Regular  12,206.05 

Advertising  494.00 

Bonus  expense  300.00 

Conferences  and  meetings — .38.58 

Salary.  Secretary  416.66 

Professional,  Actuarial  100.00 

Miscellaneous  i.oo 


720.39 

3.006.00 
840.00 
472.13 

6,230.55 

23.25 

2.31.52 

1.920.. 5.3 
9,008.88 

.54.00 

148.389.16 

8.. 593.25 

3.600.00 
.3.039.84 

5.000. 00 
412.07 
227.22 


Total  Admini  trative  Expense.- 

-$ 

15.144.41 

$ 

191.768.79 

Gain  or  T,^oss  from  Underwriting 
Miscellaneous  Gain  or  Loss  Items; 

-$ 

772.32 

$ 

1.52,489.91 

Plus— 

Miscellaneous  income  

466.25 

.3.214.67 

Interest  on  U.S.  BonH« 
Increase  or  decrease  in 

68.3.40 

Maternity  Reserve 

- 

4.617.00 

50.382.00 

Net  Transfer  to  Surplus- 

-$ 

6.072.72 

$ 

105,788.83 

Surplus.  12-31-51  and  12-31-50 $223.042.8,8  $ 123.326.77 

Surplus.  12-31-51  $229,115.60  $ 229.115.60 

(•This  report  subject  to  change  by  Pinal  Audit  Adjustments). 
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CASE  REPORT  — DECEMBER,  1951 

Number  of  services  rendered 4,410 

Females  2,668 

Males  1.742 

Subscribers  1,577 

Dependents  2.833 

MEMBERSHIP  SUMMARY  — DECEMBER,  1951 

Groups  enrolled  during  December 52 

Groups  cancelled  during  December 16 

Number  of  active  groups.  January  1,  1952 3,267 

Sub-  De-  Partici- 

scribers  pendents  pants 

Membership.  December  1,  1951 69.081  96.023  165.104 

Additions  2.518 

Lesj  terminations  951 

Plus  reinstatements  31 

Net  Gain  1.598 

Membership.  January  1,  1951 70.679  98.244  168.923 


Human  Interest  Tales 

Communications  bearing  human  appeal  are  solicited. 

They  should  be  addressed  to  The  Editor,  Nebraska  State 

Medical  Journal,  1315  Sharp  Bldg.,  Lincoln. 

Condolances  go  to  Dr.  James  E.  Ramsay  of  Stu- 
art on  the  death  of  his  father. 

Dr.  Homer  R.  Palmateer,  Madison,  has  retired 
from  practice  because  of  ill  health. 

Dr.  Roy  S.  Cram,  Bunvell,  plans  to  have  a new 
office  building  completed  by  spring. 

Dr.  and  Mrs.  L.  D.  Meese,  Sutton,  went  to  Los 
Angeles  for  a short  visit  in  Febniary. 

Dr.  K.  M.  Reighter,  former  Offutt  Field  medical 
officer,  has  opened  an  office  in  Bellevue. 

Dr.  Dean  McGee,  Lexington,  was  re-elected  Presi- 
dent of  the  Dawson  County  Medical  Society. 

Dr.  C.  B.  Dorwart,  Sidney,  attended  a two-week 
post-graduate  course  in  Chicago  during  Febi-uary. 

Dr.  Herman  Jahr  is  the  newly-elected  President 
of  the  Childrens  Memorial  Hospital  Staff  in  Omaha. 

Dr.  James  F.  Kelly,  Omaha,  spoke  before  the 
Buffalo  County  Cancer  Society  in  Keai-ney  on  Janu- 
ary 29. 

Dr.  R.  H.  Tibbels,  Oakland,  attended  the  sessions 
of  the  American  College  of  Orthopedic  Surgeons 
in  Chicago. 

Dr.  G.  M.  Lynch,  Oakland,  California,  formerly  of 
Fairbury,  is  now  a diplomate  of  the  American  Board 
of  Surgery. 

Dr.  L.  S.  McGoogan,  Omaha,  addressed  Dawson 
County  Medical  Society  members  Januaiy  14  in 
Gothenburg. 

Dr.  George  Lytton,  Ingleside,  adressed  the  Su- 
perior Business  and  Professional  Women’s  Club 
Febiaiary  11. 

Dr.  R.  D.  Bi-yson  has  returned  to  his  home  in 
Callaway  after  consultation  in  Omaha  regarding  a 
spine  ailment. 

Dr.  Donald  J.  Wilson,  Omaha,  spoke  to  members 
of  the  Madison-Six  County  Medical  Society  Febni- 
ary 7 in  Norfolk. 

Dr.  and  Mrs.  W.  1.  Devers,  Pierce,  were  called 
to  Twin  Falls,  Idaho,  in  early  Febniary  by  the 
illness  of  their  son. 


Drs.  L.  D.  Cherry  and  Maurice  Frazer,  Lincoln, 
spoke  to  members  of  the  Custer  County  Medical 
Society  January  18. 

Dr.  John  Meier,  Broken  Bow,  was  elected  Presi- 
dent of  the  Custer  County  Medical  Society.  He  suc- 
ceeds Dr.  Carrie  Bowman. 

Dr.  Alfred  Shamberg,  Kimball,  recently  attended 
the  Cook  County  Graduate  School  of  Medicine  post- 
graduate course  in  Chicago. 

Drs.  H.  Winnett  Orr  and  Fritz  Teal,  Lincoln,  have 
announced  plans  to  construct  a new  office  build- 
ing at  2100  South  13th  Street. 

Dr.  Harold  Lueth,  Dean  of  the  University  of  Ne- 
braska College  of  Medicine,  addressed  the  Omaha 
Exchange  Club  on  January  29. 

Dr.  and  Mrs.  H.  E.  Core,  Kimball,  were  hosts  to 
members  of  the  Tri-County  Medical  Society,  January 
16,  at  the  Kimball  Country  Club. 

Dr.  J.  T.  Stanard,  Seward,  has  been  elected  Presi- 
dent of  the  Seward  County  Medical  Society  and 
Chief  of  Staff  of  Memorial  Hospital. 

Drs.  H.  E.  Eggers  and  Harry  W.  McFadden  of 
Omaha  were  guest  speakers  at  a meeting  of  the 
Plattsmouth  Junior  Women’s  Club  January  21. 

Dr.  William  Graham,  Elgin,  and  Dr.  Andrew 
Harvey,  Fremont,  were  guest  speakers,  January  28, 
at  the  Tri-County  Medical  Society  meeting  in  Fre- 
mont. 

Dr.  Alfred  Brown  has  resigned  as  director  of  the 
medical  division  of  the  Omaha  Civil  Defense  Agency. 
He  has  been  succeeded  by  Dr.  George  Johnson,  also 
of  Omaha. 

Dr.  Frank  D.  Ryder,  Grand  Island,  chief  medical 
officer  of  the  Comhusker  Ordnance  Plant,  attended 
a meeting  at  the  Ordnance  Ammunition  center  in 
Joliet,  Illinois. 

Dr.  J.  Dewey  Bisgard,  Omaha,  read  a paper, 
“Surgery  in  the  Elderly  Patient,’’  at  the  meeting 
of  the  American  College  of  Surgeons  in  Dallas, 
Texas,  Febmary  4-6. 

Dr.  Edwin  D.  Lyman,  Director  of  the  Omaha  City- 
County  Health  Department,  spoke  to  members  of 
the  Omaha  Professional  Men’s  Club  on  “The  Com- 
munity and  Public  Health.” 

Dr.  F.  A.  Alcorn,  Superintendent  of  the  State  Or- 
thopedic Hospital  in  Lincoln,  spoke  to  members  of 
the  American  Physical  Therapy  Association,  Ne- 
braska chapter,  January  25. 

Dr.  Wendell  Hamlin,  fonnerly  of  Henderson,  is 
now  practicing  in  Mineral  Point,  Wisconsin.  Dr. 
Jack  T.  Peterson,  University  of  Kansas  graduate, 
is  the  new  Hamlin  physician. 

Dr.  Janet  Palmer,  Lincoln,  spoke  before  members 
of  the  Scottsbluff  Business  and  Professional  Women 
of  Scottsbluff.  Her  topic  was  “The  Community’s 
Responsibility  for  Mental  Health.” 

Dr.  J.  P.  Redgwick,  Omaha,  is  the  new  President 
of  the  Clarkson  Memorial  Hospital  staff.  Other  of- 
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ficers  are  Dr.  J.  J.  Keegan,  Vice  President,  and  Dr. 
W.  D.  Wright,  Secretaiy-Treasurer. 

The  engagement  of  Dr.  Abram  Dansky,  Univer- 
sity of  Nebraska  College  of  Medicine  graduate,  has 
been  announced.  Dr.  Dansky  is  now  a staff  psychia- 
trist at  the  Illinois  Institute  of  Juvenile  Research, 
Chicago. 

Dr.  Stanley  S.  Peterson,  a 1948  graduate  of  the 
University  of  Nebraska  College  of  Medicine,  has 
been  selected  as  Springfield,  Missouri’s,  “Young 
Man  of  the  Year.’’  He  lived  at  Fremont  until  en- 
tering the  university. 

Dr.  C.  J.  Miller,  Ord,  is  the  new  Chief  of  Staff  of 
the  Ord  Cooperative  Hospital.  Other  officers  are 
Dr.  C.  W.  Weekes,  Vice-Chief  of  Staff,  Ord;  Dr. 
M.  E.  Markley,  Secretary,  Loup  City;  and  Dr.  R. 
J.  Lynn,  legal  medical  adviser,  Ord. 

Dr.  Herbert  John  Kwapiszeski,  Omaha,  has  asked 
the  district  court  for  permission  to  change  his  name. 
His  sister,  a senior  at  Creighton  University  School 
of  Medicine,  has  made  a similar  request.  They 
asked  that  their  last  name  be  changed  to  “Herbert.” 

Dr.  G.  L.  Pinney  of  Hastings  has  been  asked  to 
seiwe  on  a sub-committee  of  the  commission  Presi- 
dent Tiaiman  appointed  to  study  the  nation’s  health 
needs.  Dr.  Pinney  studied  under  Dr.  Paul  Mag- 
nuson,  commission  head,  at  Northwestern  University 
Medical  School. 

Four  of  the  Creighton  University  School  of  Medi- 
cine faculty  members.  Dean  Frederick  G.  Gillick, 
Dr.  Maurice  E.  Grier,  Dr.  Harold  Neu  and  Dr.  Har- 
ry McCarthy,  attended  a confei’ence  on  medical  edu- 
cation at  A.M.A.  headquarters  during  the  middle 
part  of  Febmaiy. 

Two  foiTner  Seward  County  doctors.  Dr.  Richard 
Smith,  Seward,  and  Dr.  Julian  Jacobs,  Staplehurst, 
met  recently  in  Charlotte,  North  Carolina.  Dr. 
Smith  is  taking  a residency  in  orthopedic  surgeiy  at 
the  Charlotte  Memorial  Hospital.  Dr.  Jacobs  is  a 
member  of  the  hospital  staff. 

Dr.  J.  E.  M.  Thomson,  Lincoln,  is  convalescing  at 
home  after  a stomach  operation.  Dr.  Thomson’s 
new  method  of  treating  hip  fractures  and  disease,  as 
reported  to  the  American  Academy  of  Orthopaedic 
Surgeons,  was  described  in  an  Associated  Press  story 
from  Chicago  on  Januaiy  30. 

Dr.  Earl  Wiedman,  Lincoln,  is  the  new  President 
of  the  Lancaster  County  Chapter  of  the  American 
Academy  of  General  Practice.  Other  officers  are 
Dr.  N.  Richard  Miller,  Vice  President,  and  Dr.  For- 
rest Rose,  Secretary-Treasurer.  The  latter  two 
physicians  are  also  of  Lincoln.  Nebraska  now  has 
207  members  in  the  American  Academy  of  General 
Practice. 

Dr.  A.  H.  Fechner,  former  psychiatrist  with  sev- 
eral Nebraska  state  hospitals,  has  been  appointed 
by  the  Veterans  Administration  to  head  the  new 
546-bed  neuro-psychiatric  hospital  in  Salt  Lake  City. 
It  will  be  opened  in  April.  Dr.  Fechner  was  super- 
intendent of  the  state  hospital  in  Lincoln  when  he 
was  called  into  the  seiwice  in  1942.  He  joined  the 
VA  service  in  1947. 


Tuberculosis  Abstracts 

MASS  ROENTGENOGRAPHIC  SURVEYS  IN 
SMALL  HOSPITALS 

When  mass  roentgenographic  procedures  were  ap- 
plied to  the  tuberculosis  case-finding  program  a few 
years  ago,  it  was  soon  realized  that  the  patients 
admitted  to  general  hospitals  constituted  a large 
and  readily  accessible  group  in  which  the  yield  of 
positive  cases  was  considerably  greater  than  that 
occurring  in  mass  suiweys  of  other  groups.  Hodges 
demonstrated  that  the  incidence  of  tuberculosis 
among  the  patients  admitted  to  the  University  of 
Michigan  Hospital  was  2.3  per  cent.  Moreover,  the 
detection  of  other  pathology  brought  the  total  yield 
of  significant  lesions  to  almost  10  per  cent. 

There  has  been  a rather  slow  acceptance  of  mass 
roentgenographic  procedures  among  hospitals  hav- 
ing capacities  of  50  to  250  beds.  This  has  been  due, 
in  part,  to  the  understandable  reluctance  of  attend- 
ing radiologists  to  undertake  a burden  of  some 
magnitude  without  a reasonable  return.  In  the 
larger  teaching  hospitals  many  of  the  radiologists 
have  provided  routine  small-film  examinations  at 
no  cost  to  the  patient — a policy  which  has  caused 
some  health  authorities  to  advocate  free  routine 
chest  examinations  in  all  hospitals.  This  thinking, 
however,  is  not  necessarily  sound  when  applied  to 
small  hospitals. 

In  many  small  hospitals,  funds  are  not  available 
to  furnish  a mass  photofluorographic  installation 
from  operating  revenues  and  the  radiologist  may 
provide  the  necessary  equipment.  If  this  is  the  case, 
free  routine  admission  chest  films  can  hardly  be 
insisted  upon.  Ten  to  twelve  thousand  dollars  will 
be  required  for  the  installation  and  a charge  of 
about  $1.50  per  chest  film  will  be  necessary.  This 
charge  for  a miniature  chest  film  is  a reasonable 
levy.  The  frequent  detection  of  unsuspected  path- 
ology makes  them  worth  many  times  their  cost 
to  the  pei'sons  with  pulmonai’y  lesions.  Thus,  where 
public  funds  are  not  available  to  install  a routine 
chest  unit  in  a small  hospital,  each  patient  should  be 
charged  a nominal  sum  for  the  unit’s  support.  In- 
deed every  local  tuberculosis  association  should  ex- 
amine its  budget  to  determine  whether  money  is 
available  to  demonstrate  the  value  of  the  proce- 
dure. Many  times  a little  added  support  will  make 
successful  mass  chest  suiwey  programs  in  small 
hospitals  possible. 

Another  reason  for  the  slow  acceptance  of  routine 
photofluorographic  examinations  in  small  general 
hospitals  has  been  the  erroneous  belief  that  these 
procedures  become  inefficient  and  costly  when  num- 
bers less  than  fifty  to  one  hundred  are  to  be  ex- 
amined each  day.  To  illustrate  this  point  let  us 
examine  the  situation  in  a large  general  hospital  and 
then  adapt  it  to  a hospital  having  a capacity  of  100 
beds. 

The  technical  cost  of  perfoi-ming  a photofluoro- 
graphic examination  may  be  divided  into  the  follow- 
ing categories: 

a.  Amortization  on  capital  equipment. 

b.  Service  to  capital  ciiuipment. 
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c.  Photofluorographic  supplies  such  as  film  and 
developer. 

d.  Personnel,  including  technician,  secretary,  and 
such  other  persons  as  are  necessary. 

e.  Rental  of  floor  space. 

f.  Utilities,  including  light,  heat,  telephone,  and 
laundi'y. 

In  a large  hospital  about  15,000  examinations  are 
performed  each  year.  The  service  charges  usually 
average  five  cents  per  exposure  or  $750  for  15,000 
examinations.  These  charges  will  be  incurred  when 
x-ray  tubes,  valve  tubes,  or  other  components  re- 
quire replacement.  The  cost  of  photofluorographic 
film  and  other  supplies  for  units  using  70  mm.  film 
also  amounts  to  approximately  seven  cents  per  ex- 
posure or  $1,050  for  15,000  examinations. 

The  personnel  needs  of  a photofluorographic  in- 
stallation will  vary.  However,  where  the  yearly 
number  of  examinations  approaches  15,000  one 
x-ray  technician  and  one  clerk-typist  are  needed. 
These  individuals  register  the  patients,  make  and 
process  the  films,  record  I’eports  from  the  radiolo- 
gists w'ho  read  the  films,  and  file  the  films  and  re- 
ports. The  floor  space  needed  usually  approaches 
500  square  feet.  At  a nominal  rental  such  space 
represents  an  expense  to  the  procedure  of  $1,500. 
Electric  power  and  telephone  seiwice  may  approach 
$300. 

The  technical  cost  of  operating  a photofluoro- 


graphic unit  in  a large  general  hospital  may  be; 

1.  Amortization  of  capital  equipment $ 1,500.00 

2.  Seiwice  charges  750.00 

3.  Film  and  developing  chemicals 1,050.00 

4.  Personnel 5,100.00 

5.  Floor  space 1,500.00 

6.  Utilities  and  miscellaneous  expense 300.00 

Total  $10,200.00 

The  technical  cost  per  routine  chest  film  in  a 
large  hospital  approaches  seventy  cents. 

Let  us  now  examine  a hospital  with  a capacity 


of  100  beds  and  2,000  or  more  admissions  per 
year  or  8 admissions  per  day.  In  such  a hospital  an 
economical  arrangement  can  be  achieved  usually 
by  placing  a photofluorographic  hood  and  cut-film 
camera  within  a room  of  the  department  of  radi- 
ology. The  capital  equipment,  in  a department  of 
radiology  today  costs  approximately  $7,500.  The 
regular  case-load  in  a hospital  of  this  size  ap- 
proaches 16  patients  per  day.  Since  the  photofluor- 
ographic portion  of  this  load  constitutes  one-third 
of  the  total,  one-third  of  the  cost  of  capital  equip- 
ment (or  $2,500)  should  be  amortized  against 
the  routine  chest  procedures.  To  perform  the  pho- 
tofluorographic examinations  a hood  and  cut-film 
camera  will  be  needed.  Even  in  a small  hospital, 
photofluorographic  procedures  are  more  economical. 
If  all  the  equipment  is  amortized  on  a ten-year 
basis  and  2,000  examinations  were  done  each  year 
the  total  equipment  costs  would  be  about  25  cent^ 
per  film.  The  costs  of  service,  film  and  developing 
chemicals,  and  personnel  will  approach  $100,  $140, 
and  $700,  respectively. 

The  technical  budget  for  a small  100-bed  hospital 
performing  routine  chest  examinations  might  in- 
clude: 


Amortization  of  capital  equipment 

at  hand $ 250.00 

Amortization  of  photofluorographic 

apparatus  250.00 

Service 100.00 

Rilms  and  developing  chemicals 140.00 

Personnel  700.00 

Floor  space 500.00 

Utilities  and  extras 50.00 


$1,990.00 

If  2,000  examinations  are  performed  within  this 
budget,  the  technical  cost  per  examination  would 
be  just  under  one  dollar,  which  is  only  50  per  cent 
greater  than  that  encountered  in  a large  general 
hospital.  This  difference,  clearly  indicates  that 
fi’om  an  economical  standpoint  mass  chest  suiweys 
are  feasible  in  small  hospitals. 

Nothing  has  been  said  regarding  the  professional 
fees  of  the  radiologist  who  reads  the  routine  chest 
films  of  a small  hospital.  It  seems  unreasonable 
that  a physician  who  makes  his  living  from  radio- 
logical methods  should  forego  revenue  from  so 
time-consuming  a procedure.  These  charges,  which 
usually  approximate  fifty  cents  per  film,  bring  the 
total  cost  of  the  photofluorographic  examination  in 
a small  hospital  to  approximately  $1.50. 

Most  small  hospitals  should  have  mass  radio- 
graphic  equipment  which  could  be  used  to  seiwe  the 
community  as  well  as  the  hospitals. 

-Russell  H.  Morgan.  M.D.,  The  American  Review  of  Tuber- 
culosis. September,  1951. 

(In  this  abstract  the  author  has  changed  some  of  the  figures 
used  in  the  original  article  in  order  to  bring  them  more  in  line 
with  the  current  situation). 


RELIEF  FOR  NINE  MILLION  HEART 
SUFFERERS 

Pains  of  angina  pectoris  and  other  recurring  vas- 
cular spasms  may  be  successfully  prevented  by  the 
use  of  a new  synthetic  antispasmodic,  “Paveril  Phos- 
phate” (Dioxyline  Phosphate,  Lilly).  After  more 
than  two  years  of  extensive  chemical,  pharmacologic 
and  clinical  investigation  and  comparison  with  sev- 
eral hundred  other  promising  smooth  -muscle  relax- 
ants  in  the  Lilly  Laboratories,  “Paveril  Phosphate” 
was  found  to  be  outstanding.  Compared  with  papa- 
verine, which  it  most  nearly  resembles,  “Paveril 
Phosphate”  may  be  given  in  larger,  more  fully  effec- 
tive doses.  This  is  because  of  its  wider  margin  of 
safety  and  greater  freedom  from  side-effects.  Al- 
though the  average  oral  dose  is  3 grains  (0.2  gm.) 
three  to  four  times  daily,  as  much  as  30  grains  has 
been  given  in  twenty-four  hours  without  untoward 
effects.  Furthei-more,  since  this  synthetic  does  not 
cause  addiction  and,  unlike  papaverine,  it  is  not 
obtainable  from  opium,  it  is  conveniently  prescribed 
without  the  bother  or  stigma  of  narcotic  forms  and 
regulations. 


BUY  U.  S.  DEFENSE 
☆ ☆ ☆ BONDS  ☆ ☆ ☆ 


Volumes?  TJic  Xcbrusho  Stiite  Medical  Journal 

Number 


xxiii 


No.  1700 
FLOORSTAND 

$64.50  I 

with  ISO  W.  Bulb  ■ 


No.  1710 
"SHORTIE" 
FLOORSTAND 
$64.50 

with  ISO  W.  Bulb 


A BIG  HOSPITALTyPE\ 
LIGHT. . .AT  A LOW  PRICE! 


FOR  THE  DOCTOR’S  OFFICE 

1500  footcandles  of  color  correct,  white,  heat -filtered, 
surgery-type  light  for  office  surgery  and  examination 
use.  Rotates,  tilts,  angles;  up,  down,  around  or  over  . 
the  table  or  arm  of  chair  Beautiful  hard  baited  ^ 
1 enamel  finish.  Guaranteed  "big-light ' perform- 
\ ance  . yet  the  price  is  amazingly  low.  0 
Ask  your  dealer  for  a demonstration  in  0 
your  own  office. 


No.  1720  Ml 
STANDARD 
WALL  MODEL 
$57.50 

with  ISO  W.  Bulb 


EXTENDED 
WALL  MODEL 
$64.50 

with  ISO  W.  Bulb 


BURT 


PROFESSIONAL  LIGHTING 


SCIENTIFIC  DEVICES 


ASK  YOUK  DtAltK  OK  WKITl  US 
ANUFACTURING  COMPAN 

11201  W.  PICO  BLVO.,  LOS  ANGELES  64,  CALIF. 


mm 

rHTING 


for  tho  DO  CTO 

• tABO.R  ATOR 

• HOSPITAL 


Donley-Stahl  Company,  Ltd. 

''The  Hospital  and  Physicians  Supply  House 

1331  "N"  Street  — Lincoln,  Nebraska 


You  can  enhance  the  value  of  your  own  .Journal  hy  jial ronizinsr  its  advertisers 


XXIV 


The  Nebraska  State  Medical  Journal 


Nebr.  S.  M.  Jour. 
March.  1952 


THE; 

Fed  icax^Prp^eg'ot;^ 

Fo  RT  Wayne,  lNPiAJfA\ 

PROFESSIONAL  PROTECTION 
EXCLUSIVELY 
SINCE  1899 


iREPRINTS: 

of  Your 

Technical  Article 

Will  Be  A Valuable 
Supplement  to  Any 
Doctor's  Library 

It  costs  very  little  to 
run  reprints— write 
us  for  prices. 

The  Huse  Publishing  Co. 

Letlerheadt  • Statements 
Envelopes  • Office  Forms  • Quality 
Printing  at  the  Right  Price 

Norfolk,  Nebraska 


SHOULD  A CANCER  PATIENT  BE  TOLD? 

Whether  or  not  it  is  advisable  to  tell  a patient 
that  he  has  cancer  depends  upon  the  way  he  man- 
ages other  life  situations. 

A person  who  has  a realistic  approach  to  life  in 
general  should  be  told,  in  the  opinion  of  Drs.  Nathan 
S.  Kline,  director  of  research  at  the  Worcester  State 
Hospital,  Worcester,  Mass.,  and  Julius  Sobin,  of  the 
Veterans  Administration,  Newark. 

The  problems  involved  in  such  a disclosure  were 
discussed  in  the  August  25th  Journal  of  the  Ameri- 
can Medical  Association. 

In  the  past  10  years,  according  to  the  article,  the 
attitudes  of  cancer  patients  have  altered  signifi- 
cantly, and  one  of  the  greatest  problems  is  the 
psychological  management  of  these  cases. 

“Improved  methods  of  cancer  detection  and  public 
education  on  the  subject  means  that  physicians  are 
seeing  and  treating  many  more  malignant  lesions 
than  ever  before,”  the  report  stated.  “More  wide- 
spread lay  knowledge  about  cancer  has  almost  re- 
sulted in  a situation  in  which  ‘eveiy  man  is  his  own 
diagnostician’.” 


RUPTURE  OF  INFANT’S  STOMACH 

Two  cases  of  a rarity  in  medical  history — the  rup- 
ture of  the  stomach  of  a newborn — were  reported  in 
the  August  4 Journal  of  the  American  Medical  As- 
sociation. 

With  only  20  instances  to  be  found  in  medical 
literature,  two  cases  were  treated  in  the  Ti-ull  Hos- 
pital, Biddeford,  Me.,  within  a space  of  less  than 
three  months.  Surgery  saved  the  life  of  one  baby, 
but  the  other  died. 

The  cases  were  announced  by  Drs.  Maurice  Ross, 
Paul  Stanley  Hill,  Jr.,  and  Carl  M.  Haas  of  Saco, 
Me. 

The  fii’st  was  a boy,  born  Febi-uaiy  17,  1950,  after 
a normal  pregnancy  and  uncomplicated  delivery. 
Four  days  later,  the  child’s  abdomen  became  dis- 
tended so  that  it  was  “as  tight  as  a drum.”  An 
x-ray  revealed  a large  amount  of  gas  in  the  peri- 
toneal cavity.  Puncture  with  a 20-gauge  needle 
released  large  amounts  of  gas  under  increased  pres- 
sure. Respiration  improved  but  despite  further 
treatment,  the  infant  died  that  day.  An  autopsy 
disclosed  a stomach  perforation. 

On  May  6,  1950,  twins — a boy  and  a girl — were 
born  in  the  hospital.  The  boy  was  sluggish  imme- 
diately after  delivery,  but  soon  appeared  to  be  well. 
Normal  findings  were  reported  two  days  later.  On 
the  third  day,  a distended  abdomen  developed.  An 
x-ray  presented  a picture  similar  to  that  seen  in 
the  earlier  case.  Surgei-y  resulted  in  the  release 
of  air  under  pressure  and  revealed  a rupture  of 
the  stomach  wall.  The  child  withstood  the  opera- 
tion well  and  was  released  from  the  hospital  on  June 
5.  When  examined  on  March  3,  1951,  “he  was  in 
excellent  health,”  the  report  said. 

“The  second  case  is  of  special  interest  because 
the  patient  had  a congenital  defect  in  the  muscula- 
ture of  his  stomach  and,  as  a careful  search  of  the 
literatui-e  has  not  revealed  any  reports  of  suiwival 
from  this  condition,  is  believed  to  be  the  first  one 
reported  to  have  suiwived  rupture  of  the  stomach  in 
the  neonatal  period,”  the  doctors  said. 
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HAZARD  OF  DIESEL  LOCOMOTIVE 
RADIATOR  FLITD 

The  increasing  use  of  diesel  locomotives  has  cre- 
ated a new  industrial  health  hazard,  according  to 
Drs.  John  R.  Winston  and  Edmund  N.  Walsh  of 
Temple,  Texas. 

To  prevent  serious,  crippling  skin  inflammations 
caused  by  chromate  salt  compounds  used  in  diesel 
locomotive  radiator  fluid,  extreme  precautions  must 
be  taken  in  the  handling  of  it,  the  doctors  stated 
in  the  November  17  Journal  of  the  American  Medical 
Association. 

There  is  a high  rate  of  sensitivity  to  such  com- 
pounds, thereby  creating  a hazard  of  growing  im- 
portance in  the  railroad  industry,  the  doctors  stated. 
Sensitivity  develops  after  a comparatively  long 
period  of  exposui’e,  and,  once  developed,  tends  to 
increase  rather  than  decrease  in  severity.  Persons 
engaged  in  cleaning  or  repairing  the  locomotive  mo- 
tors or  in  the  shop  areas,  as  well  as  those  handling 
the  solution,  are  exposed  to  it. 

The  doctors  suggested  the  following  measures  to 
aid  in  the  reduction  of  the  hazard  of  contact  with 
the  fluid: 

1.  Mechanical  protective  devices  such  as  imbber 
gloves  and  boots,  waterproof  aprons  and  sleeves,  and 
protective  creams  should  be  used  by  those  handling 
the  solution  or  the  compound  in  the  dry  state. 

2.  Those  found  sensitive  to  chromate  should  be 
immediately  transferred  to  other  work  so  that  con- 
tact with  it  is  entirely  eliminated. 

3.  Leaks  in  the  radiator  systems  of  the  locomo- 
tives should  be  repaired  immediately  by  those  prop- 
erly protected  and  the  contaminated  area  thoroughly 
washed. 

4.  Some  substance  without  such  sensitizing 
pi'operties  should  be  substituted.  If  this  is  not  pos- 
sible, the  equipment  should  be  redesigned  to  effect 
a minimal  amount  of  spilling  of  the  solution  both  in 
filling  and  draining  the  locomotive  radiators. 


PHYSICIAN’S  HELP  ASKED  IN  HALTING 
USE  OF  NOSTRUM 

U.  S.  Food  and  Drug  Administration  is  asking- 
help  of  physicians  in  warning  diabetics  against  a 
remedy  being  mailed  into  this  country  from  Mexi- 
co, which  FDA  describes  as  “worthless  and  ex- 
tremely dangerous  if  employed  as  a substitute  for 
insulin.”  If  doctors  know  of  diabetics  who  have 
the  preparation,  they  may  communicate  the  infor- 
mation to  FDA,  which  will  contact  the  patients 
immediately.  It  is  advertised  as  Cacalla  Composita, 
Mexican  Indian  Root,  and  is  being  offered  by 
“Mexican  Indian  Root  Co.,  Mexico  City”,  under  the 
name  of  Dr.  Miguel  C.  Martinez,  general  manager. 
One-inch  advertisements  have  appeared  in  newspa- 
pers and  magazines  in  about  a dozen  cities,  and  di- 
rect mail  advertising  also  is  being  used.  It  is  priced 
at  $15  and  $25,  cash  in  advance.  Among  20  indivi- 
dual packages  intercepted  were  shipments  destined 
for  all  parts  of  the  country.  AMA’s  Bureau  of  In- 
vestigation first  called  the  situation  to  the  attention 
of  FDA. 


Therapy  for  Vascular 
Headache  to  Reverse  the 
Physiologic  Disturbance 

Headache,  a problem  encountered  in  all  kinds  of  medical 
practice,  may  occur  in  association  with  any  of  a variety  of  dis‘ 
orders,  some  organic,  other  purely  functional. 

Among  the  several  types,  functional  headaches  present  the 
greatest  problem  because  of  their  obscure  etiology  and  re- 
current nature. 

Among  these  are: 

Migraine  (both  classical  and  variant  forms) 
Tension  headache 
Psychogenic  headache 
Histaminic  cephalgia 

Wolff  and  his  co-workers  established  that* the  pain  of  these 
headches  is  due  to  disturbance  of  the  tonus  of  cranial  blood 
vessels  — hence  the  term  vascular  headaches. 

The  craniovascular  changes  associated  with  the  several 
phases  of  the  typical  migraine  attack  are: 

Vasoconstriction  — to  which  the  visual  prodro- 
mata  are  attributable.  It  is  possible  to  abort  the 
attack  during  this  phase  in  all  but  a few  cases. 

(See  treatment  below.) 

Vasodilatation  — as  the  vessels  lose  their  tone, 
exaggerated  pulsations  set  in,  resulting  in  the 
throbbing  pain  which  characterizes  vascular 
headache.  Treatment  for  the  attack  is  still  effec- 
tive during  this  phase.  (See  below.) 

Vessel  Edema  — if  the  vasodilation  continues 
for  too  long,  vessel  walls  become  edematous; 
this  changes  the  character  of  the  pain  to  a steady, 
intense  aching.  The  attack  can  now  no  longer  be 
checked,  even  with  maximum  dosage  of  specific 
drugs.  Moreover,  sustained  headache  often  in- 
duces reflex  neck  muscle  tension,  a source  of 
residual  pain. 

Therapy:  1.  Reduce  the  frequency  of  attacks  — psycho- 
therapy and  regulation  of  living  habits  to  avoid  fatigue  and 
nervous  tension. 

2.  Relieve  the  acute  attack  — of  the  numerous 
drugs  which  have  been  tried,  ergotamine  and  its  derivative 
preparations  have  proved  most  effective.  The  newest  product 
is  oral  tablets  of  Cafergot®,  N.  N.  R.  (ergotamine  with  caffe- 
ine 'Sandoz’).  When  dosage  is  adjusted  to  the  needs  of  the 
individual,  Cafergot  will  give  good  relief  in  85%  of  cases.  It 
enables  a greater  number  of  patients  to  benefit  from  early  ad- 
ministration since  the  oral  route  simplifies  treatment  as  com- 
pared to  parenteral  therapy. 

The  dosage  procedure  is: 

1.  Take  2 tablets  at  first  sign  of  the  attack. 

2.  If  attack  continues,  take  one  additional 
tablet  every  Vi  hour  until  attack  is 
terminated  (max.  6 tabs,  per  attack). 

Many  migraine  patients  delay  taking  medication  until  the 
attack  is  at  its  height.  Explicit  dosage  instructions  may  be 
forgotten  unless  the  patient  comes  to  realize  their  importance. 
Therefore,  to  encourage  adherence  to  correct  procedure,  we 
have  prepared  pads  outlining  detailed  dosage  instructions. 
Supplies  of  these  INSTRUCTION  SLIPS  will  gladly  be  sent 
upon  request. 

GENERAL  REFERENCES:  Dejong.  R.:  Chicago  M.  Soc. 

Bull  }4:  106,  1951.  Friedman.  A.:  Modern  Headache 
Therapy,  St.  Louis,  C.  V.  Mosby  Co.,  1951.  Wolff,  H.: 
Headache  and  Other  Head  Pain,  N.  Y.,  Oxford  Univ, 

Press,  1948. 

Sandoz  J^harmaceuticals 

DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 

68  CHARLTON  STREET,  NEW  YORK  14,  N.  Y. 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing-  its  advertisers 


The  Nebraska  State  Medical  Journal  Nebr.  s.  m.  jour. 

March,  1952 


YEARS  TREATING  ALCOHOL 

AND  DRUG  ADDICTION 

In  1897  Doctor  B.  B.  Ralph  developed  methods  of  treating  alcohol  and  narcotic 
addiction  that,  by  the  standards  of  the  time,  were  conspicuous  for  success. 

Twenty-five  years  ago  experience  had  bettered  the  methods.  Today  with  the 
advantages  of  collateral  medicine,  treatment  is  markedly  further  improved. 

The  Ralph  Sanitarium  provides  personalized  care  in  a quiet,  homelike  at- 
mosphere. Dietetics,  hydrotherapy  and  massage  speed  physical  and  emotional 
re-education.  Co-operation  with  referring  physicians.  Write  or  phone. 

R A L P H 

SANITARIUM 

Established  1897 

579  HIGHLAND  AVE.,  KANSAS  CITY  6,  MO.,  VICTOR  3634 

Ralph  Emerson  Duncan,  M.D.,  Director 


ACCIDENT  • HOSPITAL  • SICKNESS 

INSURANCE 

FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 

X rHYSICIANsX 

SURGEONS  jc  CLAIMS  < 

COME  FROM  \ DENTISTS  / GO  TO 


ALL 


PREMIUMS 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$76.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 

Cost  has  never  exceeded  amounts  shown. 

Also  Hospital  Policies  for  Members.  Wives  and  Children 
at  Small  Additional  Cost. 


85c  out  of  each  $1.00  gross  income  used 
for  members’  benefits 


$4,000,000.00 
INVESTED  ASSETS 


$18,300,000 
PAID  FOR  CLAIMS 


$200,000.00  deposited  with  State  of  Nebraska  for  protection 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

50  years  under  the  same  management 
400  FIRST  NATIONAL  BANK  BLDG.  OMAHA  2,  NEBR. 


COOK  COUNTY 

Graduate  School  of  Medicine 

Announces  Continuous  Courses 

SURGERY  — Intensive  (N)urse  in  Surgical  Teclinic,  2 Weeks, 
starting  Mar.  3.  Mar.  17.  Mar.  Itl. 

Surgical  Technic,  Surgical  Anatomy  and  Clinical  Surgery,  4 
Weeks,  starting  Mar.  8.  .fune  2. 

Surgical  Anatomy  and  Clinical  Surgery,  2 Weeks,  starting 
Mar.  17.  .lime  IG. 

Surgery  of  (’olon  & Rcetum.  1 Week,  starting  Mar.  3,  Apr.  7. 
I’ersonal  Course  in  General  Surgery,  2 Weeks,  starting  Apr.  14. 
Gallbladder  Surgery.  10  Hours,  starting  Apr.  21. 

Basic  Principles  in  General  Surgery.  2 Weeks,  starting  Mar.  31. 
Breast  & Thyroid  Surgery,  1 Week,  starting  June  23. 
Bsophageai  Surgery.  1 Week,  starting  June  23. 

Thoracic  Surgeiy.  1 Week,  starting  June  2. 

Fractures  & Traumatic  Surgery,  2 Weeks,  starting  June  10. 
GYNECOLOGY  — Intensive  Course.  2 Weeks,  starting  Mar.  17, 
Apr.  21. 

Vaginal  Approach  to  Pelvic  Surgery.  1 Week,  starting  Mar. 
31.  May  5. 

OBSTETRICS  — Intensive  Course.  2 Weeks,  starting  Mar.  31, 
Juno  2. 

PEDIATRICS  — Intensive  Course.  2 Weeks,  starting  Apr.  7. 
Informal  Clinical  Course,  every  2 weeks. 

Cerebral  I’alsy,  2 Weeks,  .starting  July  7. 

MEDICINE  — Intensive  General  ('ourse,  2 Weeks,  starting  May  5. 
Kleetrtjcardiography  & Heart  Disease,  2 Weeks,  starting  Mar.  17, 
Gastroenterology,  2 Weeks,  starting  May  10. 

Hematolog>’.  1 Week,  starting  June  16. 

Gastroscopy  & Gastroenterology,  1 Week  Advanced  Course, 
starting  June  23. 

UROLOGY  — Intensive  (’ourse,  2 Weeks,  starting  Apr.  28. 

Ten  Day  Practical  Course  in  Cystoscopy  starting  Mar.  17, 
Mar.  31,  Apr.  14. 

DERMATOLOGY — Intensive  Course.  2 Weeks,  starting  May  5. 
GENERAL.  INTENSIVE  AND  SPECIAL  COURSES  IN 
ALL  BRANCHES  OF  MEDICINE,  SURGERY 
AND  THE  SPECIALTIES 
TEACHING  FACULTY— ATTENDING  STAFF 
OF  COOK  COUNTY  HOSPITAL 
Address : 

Registrar,  707  South  Wood  Street,  Chicago  12,  Illinois 
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H.  P.  S.  Sixty  is 
supplied  in  1 lb. 
and  4 lb.  tins. 


....  yet  as  delicious 
as  any  milk  beverage 

A mixture  of  milk  protein  concentrate,  soy  protein, 
whole  egg  powder,  powdered  sugar,  and  flavoring. 


H.P.S.  Sixty  provides 

Protein 60% 

Fat 1.5% 

Carbohydrate 27% 


This  high  protein  dietary  supplement  is  outstanding 
in  palatability.  Its  biologically  complete  proteins  are 
intact,  hence  it  is  not  burdened  by  objectionable  taste 
or  odor. 

H.P.S.  Sixty  provides  3.6  calories  per  gram,  102  cal- 
ories per  ounce. 

Prepared  with  water  according  to  directions  (6  oz. 
water,  Wi  oz.  H.P.S.  Sixty),  three  daily  servings  (three  6 
oz.  glasses)  provide  77  Gm.  of  protein;  prepared  with 
skim  milk,  tluee  glasses  provide  96  Gm.  of  protein;  with 
whole  milk,  95  Gm.  of  protein. 

Valuable  for  use  when  the  protein  intake  must  be  in- 
creased by  the  oral  route  and  when  whole  protein  can  be 
utilized,  as  in  undernutrition,  peptic  ulcer,  hepatitis, 
chronic  diarrheal  states,  pregnancy  and  lactation,  and 
following  burns  and  other  conditions  which  raise  the 
protein  need. 

SMITH-DORSE Y,  Lincoln,  Nebraska 

A OWHion  of  THE  WANDER  COMPANY 
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Fifth  District:  Councilor:  R.  T. 

VanMetre,  Fremont.  Counties : 
Burt.  Washington.  Dodge,  Platte. 
Colfax,  Boone,  Nance.  Merrick. 

Sixth  District:  Councilor:  Robert 

Harry,  York.  Counties : Saun- 

ders, Butler,  Seward,  Polk,  York, 
Hamilton. 

Seventh  District:  Councilor:  A.  A. 
Ashby,  Fairmont.  Counties:  Sa- 
line, Clay,  Fillmore,  Nuckolls. 
Thayer,  Jefferson. 

Eighth  District:  Councilor:  R.  R. 
Brady,  Ainsworth.  Counties : 
Cherry.  Keyapaha.  Brown.  Rock, 
Holt.  Sheridan,  Boyd. 

Ninth  District:  Councilor:  Wm.  M. 
McGrath.  Grand  Island.  Coun- 
ties: Hall,  Custer,  Valley,  Greely, 
Sherman.  Howard.  Dawson,  I3uf- 
falo.  Grant,  Hooker,  Thomas. 
Blaine,  Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  Earl 

Leininger.  McCook.  Counties : 
Gosper,  Phelps,  Adams,  Furnas, 
Harlan,  Franklin,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  F.  M. 
Bell,  Grant.  Counties:  Lincoln, 
Perkins,  Keith,  McPherson.  Gar- 
den, Arthur,  Logan,  Deuel. 

Twelfth  District:  Councilor:  Frank 
Herhahn,  Scottsbluff.  Counties : 
Scotts  Bluff,  Banner.  Box  Butte, 
Morrill,  Kimball,  Cheyenne, 
Sioux.  Dawes. 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY 


Adams  (10) D.  W.  Kingsley,  Hastings H.  J.  O’Donnell,  Ingleside 

Boone  (5) W.  J.  Reeder,  Cedar  Rapids Henry  Sydow,  Albion 

Box  Butte  (12) O.  L.  Seng,  Alliance G.  R.  Christenson,  Hemingford 

Buffalo  (9) L.  D.  Lane,  Kearney D.  A.  Nye,  Kearney 

Burt  (5) J.  W.  Redelfs,  Oakland J.  G.  Allen,  Tekamah 

Butler  (6) D.  E.  Burdick,  David  City L.  J.  Ekeler,  David  City 

Cass  (2) L.  Kunkel.  Weeping  Water Howard  Liston,  Elmwood 

Ced.-Dix.-Dak. -Th. -Wayne  (4)H.  G.  Barber,  Homer Clarence  A.  Pierson.  Pender 

Cheyenne-Kimball-Deuel  (12). H.  R.  Baker,  Chappel K.  J.  Kenney,  Kimball 

Clay  (17) H.  V.  Nuss,  Sutton 

Colfax  (5) L.  C.  Kavan.  Schuyler W.  J.  Kavan,  Clarkson 

Custer  (9) John  Meier,  Broken  Bow C.  A.  Rydberg.  Litchfield 

Dawson  (9) Dean  McGee,  Lexington P.  B.  Olsson,  Lexington 

Dodge  (5) E.  F.  Malloy,  Fremont Harry  Jakeman,  Fremont 

Filmore  (7) J.  C.  Hickman.  Geneva V.  V.  Smrha.  Milligan 

Franklin  (10) Lloyd  S.  McNeill,  Campbell W.  A.  Doering,  Franklin 

Four  County  (9) Roy  S.  Cram.  Burwell Frank  A.  Barta.  Ord 

Gage  (3) A.  R.  Bryant,  Beatrice E.  L.  Penner,  Beatrice 

Garden-Keith-Perkins  (11) F.  M.  Bell,  Grant S.  K.  Imes,  Ogallala 

Hall  (9) J.  H.  Easley,  Grand  Island Loren  Imes,  Grand  Island 

Hamilton  (6) D.  B.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

Harlan  (10) R.  H.  Kerr,  Alma W.  C.  Bartlett,  Alma 

Holt  and  Northwest  (8) James  P.  Brown,  O’Neill Harold  J.  Panzer,  Bassett 

Howard  (9) A.  H.  Holm,  Wblbach E.  C.  Hanisch.  St.  Paul 

Jefferson  (7) W.  P.  Yoachim,  Fairbury R.  P.  Luce,  Fairbury 

Johnson  (3) L.  J.  Chadek,  Tecumseh J.  A.  Lanspa,  Tecumseh 

Lancaster  (2) H.  S.  Morgan,  Lincoln J.  A .Brown,  Lincoln 

Lincoln  (11) C.  F.  Heider,  North  Platte N.  Chick,  North  Platte 

Madison  Six  (4) U.  S.  Harrison,  Neligh Val  Verges,  Norfolk 

Merrick  (5) R.  R.  Douglas,  Clarks E.  T.  Zikmund,  Central  City 

Nance  (5) Kenneth  R.  Dalton,  Genoa James  C.  Maly,  Fullerton 

Nemaha  (3) F.  M.  Tushla,  Auburn F.  L.  Krampert,  Auburn 

Northwest  Nebraska  (8) A.  J.  Courshon,  Chadron Eric  De  Flon,  Chadron 

Nuckolls  (7) A.  I.  Webman,  Superior C.  T.  Mason,  Superior 

Omaha-Douglas  (1) L.  D.  McGuire,  Omaha J.  D.  Bradley,  Omaha 

Otoe  (2) A.  H.  Bonebrake,  Nebr.  City C.  F.  Formanack,  Syracuse 

Pawnee  (3) A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Phelps  (10) Donald  W.  Jones,  Holdrege D.  E.  Brewster,  Holdrege 

Platte  (5) P.  H.  McGowan,  Columbus E.  G.  Brillhart.  Columbus 

Polk  (6) C.  L.  Anderson,  Stromsburg Richard  Delfs,  Shelby 

Richardson  (3) H.  S.  Heim,  Humboldt W.  D.  Ketter,  Falls  City 

Saline  (7) C.  Zimmer,  Friend R.  W.  Homan,  Crete 

Saunders  (6) W.  W.  Noyes.  Ceresco Lunetta  Memming,  Wahoo 

Scotts  Bluff  (12) J.  T.  Stanard,  Seward S.  P.  Wiley,  Gering 

Seward  (6) B.  E.  Morrow,  Seward R.  Herpolsheimer,  Staplehurst 

Southwest  Nebraska  (10) J.  L.  Batty.  McCook L.  E.  Dickinson,  Jr..  McCook 

Thayer  (7) Louis  G.  Bunting,  Hebron Rudolph  F.  Decker,  Byron 

Washington  (5) Rudolph  Seivers,  Blair Morris  Nielsen,  Blair 

Webster  (10) S.  H.  O’Neill,  Blue  Hill 

York  (6) J.  S.  Bell,  York B.  N.  Greenberg.  York 
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in  OMAHA,  NEBRASKA 

stay  at  Hotel 

Paxton 

In  the  heart  of  downtown 
Omaha,  Hotel  Paxton 
typifies  the  spirit  of  this 
progressive  city  . . . 
continually  improving 
service  for  discriminating 
guests,  accentuating 
charm,  individuality 

and  livability  in  all  guests  rooms,  extending  traditionally 
famous  courtesy  to  travelers  since  1882,  Hotel  Paxton 
at  14th  and  Farnam  is  your  choice  for  good  living. 


Visit  the  * PAX  ROOM  • TAVERN  GRILL 
• MURAL  LOUNGE  • COFFEE  SHOP 
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NATIONAL  HOTELS 

ALABAMA 

HOTEL  ADMIRAL  SEMMES Mobile 
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Birmingham 
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HOTEL  WASHINGTON Washington 

INDIANA 

HOTEL  ('LAYPOOL  Indianapolis 
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JUNG  HOTEL  New  Orleans 

HOTEL  DESOTO  New  Orleans 
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HOTEL  PAXTON  Omaha 

NEW  MEXICO 
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HOTEL 

WADE  HAMPTON 

Columbia 

TEXAS 

HOTEL 

STEIHIEN  F.  AUSTIN Austin 
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. Brownwood 

HOTEL 

BAKER 

Dallas 
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Dallas 

HOTETa 
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El  Paso 
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KUCX'ANEER  

Galveston 

HOTEL 

GALVEZ 

Galveston 
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Galveston 
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Galveston 
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HOTEL 
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San  Antonio 
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URGES  REQUIREMENT  OF  ADDITIONAL 
AUTOPSIES 

More  autopsies  should  be  required  by  law,  as  many 
deaths  now  attributed  to  natural  causes  are  the  re- 
sult of  injuries  not  apparent  on  the  surface  of  the 
body,  according  to  Dr.  Frank  R.  Dutra,  of  Cin- 
cinnati. 

This  failure  to  recognize  deaths  resulting  from 
injuries  predisposes  inequities  of  insurance  settle- 
ments, inability  to  prosecute  murderers,  and  in- 
accuracies in  vital  statistics.  Dr.  Dutra  stated  in 
the  February  9 Journal  of  the  American  Medical 
Association. 

“In  the  investigation  of  deaths  that  have  occurred 
unexpectedly  and  without  reliable  witnesses,  autop- 
sies not  infrequently  disclose  cases  in  which  unsus- 
pected injuries  were  the  immediate  cause  of  death, 
even  though  there  were  no  evidences  of  injury  on 
the  surface  of  the  victim’s  body,”  he  stated. 

“It  is  probable  that  each  year  many  unexpected 
or  sudden  deaths  not  due  to  natural  causes  are 
ascribed  to  such  causes  by  coroners  or  attending 
physicians.” 

Some  examples  of  fatal  injuries  which  may  be 
unaccompanied  by  external  marks  were  related  by 
Dr.  Dutra.  They  include  internal  or  head  injuries 
received  in  a fight  or  fall;  injuries  received  upon 
being  struck  by  an  automobile  or  being  in  an  auto- 
mobile accident;  stab  wounds  of  the  head  made 
by  slender  instruments,  such  as  an  ice  pick  or  knife 
with  a thin  blade;  wounds  made  by  bullets  enter- 
( Continued  on  page  xxxii) 


POSTGRADUATE 

COURSES 

in 

GERIATRICS 

3 days,  March  24-26 

ANESTHESIOLOGY 

3 days,  April  14-16 


Each  of  These  Courses  Will  Be  Presented  By  An  Out- 
standing Group  of  Guest  Instructors  in  Addition  to 
Members  of  the  University  Faculty. 

Address  requests  for  program  announcement 
and  information  to; 

Extension  Program  in  Medicine 

UNIVERSITY  OF  KANSAS 
SCHOOL  OF  MEDICINE 

Kansas  City  12,  Kansas 
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Laboratories  of 
Clinical  Pathology 

731-6  ISIedical  Arts  Bldg. 

OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.D.,  Director 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 
Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 


J 


^DISPENSERS  of  glasses  to 
meet  the  exacting  require- 
ments of  the  Medically 
Trained  Eye  Physician. 


PHYSICIANS 

OPTICAL  SERVICE 

W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 


In  very  special  cases 

A very  superior  Brandy 


THE  WORLD  S PREFERRED 


COGNAC  BRANDY 

Schieffelin  & Co  , New  York  N.Y. 


CLASSIFIED  ADS 

FROG  PREGNANCY  TEST— Rapid,  accur- 
ate, $5.00.  Research  has  shown  test  to  be  98% 
accurate.  Results  sent  day  specimen  received. 
Air  mail  special  to  out  state  doctors.  Mailing 
tubes,  additional  information  on  request.  Write 
or  send  specimen  to:  H.  J.  Phillips,  103  E 
Huskerville,  Lincoln,  Phone  50-8581,  or  P.  D. 
Anderson,  4520  Lafayette  Avenue,  Omaha, 
Phone  GLendale  6577. 


Urges  Requirement  of  Additional  Autop.sies 
(Continued  from  page  xxxi) 
ing  through  one  of  the  body’s  natural  openings,  and 
wounds  made  by  bullets  of  small  caliber. 

“It  is  impossible  to  estimate  how  many  homicides 
by  direct  violence  remain  undiscovered  in  the  United 
States  each  year,”  Dr.  Dutra  stated.  “Doubtless, 
the  number  of  such  deaths  varies  considerably  in  dif- 
ferent areas  and  is  inversely  related  to  the  pro- 
portion and  adequacy  of  the  postmortem  examina- 
tions made  on  bodies  that  come  under  the  jurisdic- 
tion of  the  coroner  or  medical  examiner. 

“The  number  of  traumatic  deaths  in  which  the 
factor  of  violence  remains  uni-ecognized  can  be 
diminished  only  by  increasing  the  frequency  of 
medicolegal  autopsies  throughout  the  countiy. 

Dr.  Dutra  is  associated  with  the  coroner’s  office 
of  Hamilton  County,  Ohio,  and  the  Kettering  Lab- 
oratory in  the  department  of  preventive  medicine 
and  industrial  health.  College  of  Medicine,  Univer- 
sity of  Cincinnati. 


SURGICAL 

COMPANY,  Inc. 


For  rent  or  sale:  Folding  Wheel 
Chairs,  Invalid  Walkers. 

On  display:  the  new  direct 

writing  Cardiographs  and  Radar 
Diathermy  (Microtherm). 

Write  for  Information 
Medical  Arts  Building,  Omaha,  Nebr. 
Phone  ATIantic  5825 


The  Neurological  Hospital 

2625  West  Paseo, 

KANSAS  CITY,  MISSOURI 

★ ★ ★ 

A voluntary  hospital  ‘providing  the  care 
and  treatment  of  nervous  and  mental  pa- 
tients and  associate  conditions. 
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EDITORIAL 

THE  NEBRASKA  MEDICAL 
FOUNDATION,  INC. 

Our  Nebraska  Medical  Foundation  is  still 
in  its  infancy,  but  g-etting  out  of  its  swad- 
dling clothes.  It  is  still  in  the  period  when  it 
needs  the  loving  care  of  those  who  have  been 
so  active  in  its  birth  and  rearing,  but  also,  of 
its  godfathers,  the  rest  of  the  medical  pro- 
fession of  our  state. 

A quick  appraisal  of  this  institution,  based 
on  the  “President’s  Message”  to  the  Board  of 
Trustees  on  February  24,  1952,  is  somewhat 
disheartening.  The  first  item  one  notes  is, 
that  after  three  years  the  total  assets  on 
hand  amount  to  somewhat  less  than  $14,- 
000.00.  On  the  other  hand,  as  pointed  out  in 
the  Prolog  to  the  detailed  financial  report, 
this  is  a long-tenn  project.  The  knowledge  of 
the  mere  existance  of  this  Foundation  will 
spread  slowly  amongst  prospective  donors. 
Its  objectives  will  need  to  be  explained  to  a 
great  many  people.  The  facts  that  this  is  an 
institution  set  up  by  men  with  unselfish 
aims,  to  increase  the  knowledge  of  funda- 
mental things  in  medical  science,  and  ulti- 
mately to  benefit  our  citizens  from  the  view- 
point of  better  health  and  greater  longevity, 
must  be  made  known  to  all  those  who  might 
be  inclined  to  make  donations  for  these  wor- 
thy purposes. 

The  donations  received  by  the  Foundation 
during  the  past  year  are  interesting.  One  of 
them,  the  one  thousand  dollar  bequest  from 
the  estate  of  Charles  Skalla,  dedicated  to  re- 
search in  the  field  of  cause,  control  and 
treatment  of  cancer  in  the  State  of  Nebras- 
ka, illustrates  a sphere  in  which  the  physi- 
cian can  be  of  considerable  service.  When  a 
patient  is  seeking  a place  to  leave  some  of 
his  estate,  that  it  may  benefit  mankind,  he 


often  thinks  of  the  medical  domain  and  as 
often  asks  his  physician  for  advice  in  the 
matter.  The  legal  profession  probably  is 
faced  with  this  question  even  more  frequent- 
ly than  the  medical.  Lawyers  should  be  in- 
formed that  Nebraska  has  its  own  Medical 
Foundation  where  such  funds  may  be  placed 
with  confidence  that  they  will  be  preserved 
and  used  as  specified  by  the  donor. 

It  is  regrettable  that  the  Smith-Dorsey 
Company  of  Lincoln  withdrew  its  pledge  of 
$1,000.00  a year  for  ten  years.  This  year  this 
loss  off-set,  in  a way,  the  Charles  Skalla  be- 
quest. 

During  1951,  other  sources  of  income  have 
developed  or  increased.  The  Wright-Denni- 
son  Prescription  Pharmacy  of  Lincoln  has 
been  making  a substantial  donation  at 
Christmas  time,  in  lieu  of  individual  gifts  in 
greeting  to  their  doctor  customers.  This  year 
they  increased  their  gift  to  $200.00. 

During  the  past  year,  $538.00  was  given  to 
the  Foundation  by  various  people,  in  memory 
of  sixteen  individuals  who  died  during  this 
time.  This  money  was  given  in  place  of  send- 
ing flowers.  The  Foundation  memorializes 
the  bereaved  in  the  name  of  the  donor  and 
the  matter  remains  as  a permanent  memorial 
in  the  archives  of  the  Foundation. 

These  sources  of  income  can  be  definitely 
increased  through  the  efforts  of  the  practic- 
ing doctor.  Often  times  he  needs  only  to  men- 
tion to  his  pharmacist,  his  lawyer,  his  pa- 
tients, or  to  his  friends  that  there  is  such  an 
institution  as  the  Nebraska  Medical  Founda- 
tion, devoted  to  the  altruistic  use  of  funds, 
managed  by  capable,  honest  people,  and  that 
even  small  donations  will  add  up  to  great  pos- 
sibilities for  doing  good  in  the  field  of  health 
and  its  preservation. 
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THE  NEBRASKA  BASIC  SCIENCE  LAW 

Nebraska  was  the  third  state  in  the  Union 
to  create  a basic  science  law.  It  was  in  1927, 
a quarter  of  a century  ago,  that  the  legisla- 
ture enacted  this  law ; so,  we  now  have  a long 
experience  under  its  provisions.  Since  1927 
other  states  have  passed  basic  science  laws. 
The  total  number  is  now  twenty. 

The  theory  behind  this  law  is  quite  logical. 
It  is  a fact  that  not  all  of  our  citizens  are  con- 
vinced that  medicine,  as  practiced  by  the  reg- 
ular profession,  offers  all  that  may  be  avail- 
able in  the  care  of  the  sick.  Many  still  believe 
that  other  schools  of  thought  which  are  em- 
braced under  the  term  “The  Healing  Arts,” 
such  as  osteopathy  and  chiropractic,  have 
something  additional  to  offer  them.  It  is  felt, 
however,  that  anyone  who  essays  to  treat  the 
ills  of  the  human  body  should  be  entirely  fa- 
miliar with  its  structure,  functions  and 
chemistry  and  should  be  cognizant  of  nox- 
ious outside  influences.  It  is  believed  that  one 
who  can  pass  a formidable  examination  in 
the  basic  sciences  is  certain  to  have  this  in- 
formation. 

Our  basic  science  law  is,  without  doubt, 
one  of  the  best  in  the  nation.  It  has  been  im- 
partially but  firmly  enforced.  The  results 
speak  for  themselves,  as  we  shall  see.  Let  us 
examine  some  of  the  provisions  of  the  law. 
Anyone  who  wishes  to  be  licensed  in  medi- 
cine, osteopathy  or  chiropractic  must  present 
to  the  examiners  a certificate  of  proficiency 
in  the  basic  sciences,  granted  by  the  basic 
science  board.  On  the  other  hand,  the  law 
permits  this  board  to  waive  examination  in 
cases  of  individuals  who  have  had  their  licen- 
sure examinations  in  states  which  have  no 
basic  science  law,  or  which  had  none  at  the 
time  they  took  their  licensure  examinations. 
They  also  may  grant  a waiver  to  those  who 
have  taken  their  basic  science  examinations 
in  other  states.  The  granting  of  waivers  is 
done  on  an  individual  basis  except  that  this 
board  may  not  waive  examination  in  cases  of 
individuals  who  come  from  states  which  will 
not  reciprocate  with  Nebraska. 

During  the  twenty-five  years’  experience 
under  this  basic  science  law,  reciprocity  or 
endorsement  has  been  granted  to  421  physi- 
cians who  came  from  thirty-seven  states.  Of 
this  number,  only  61  or  14.5  percent  were  re- 
quired to  take  examinations  in  one  or  more 
basic  science  subjects. 

Osteopaths  and  chiropractors  who  desire 
reciprocity  or  who  are  asking  the  privilege  of 
taking  licensure  examinations  before  their 


boards,  must  also  present  certificates  of  pro- 
ficiency in  the  basic  sciences.  Since  the  en- 
actment of  this  law,  25  osteopaths  have  been 
licensed  by  examination  and  7 by  reciprocity, 
32  in  all,  or  slightly  more  than  one  per  year. 
The  chiropractors  have  not  fared  so  well. 
Five  were  licensed  by  examination  and  none 
by  reciprocity,  or  an  average  of  one  each  five 
years. 

The  physician  who  may  feel  annoyed  by 
the  provisions  of  this  law  should  remember 
that  the  basic  sciences  are  not  fixed,  un- 
changing fields  of  knowledge.  Probably  there 
are  no  factors  in  medical  science  which  alter 
our  concepts  of  diagnosis  and  therapy  more 
often  or  more  radically  than  these  subjects. 
It  is  logical  that  any  practitioner  of  a healing 
art  should  be  able  to  show  that  he  is  profi- 
cient in  the  basic  sciences  when  he  asks  to  be 
licensed.  The  above  figures  indicate  that 
these  examinations  and  requirements  for  li- 
censure have  not  constituted  a great  obstacle 
to  those  who  are  proficient  and  have  pretty 
thoroughly  weeded  out  those  whose  educa- 
tion and  skill  are  not  built  upon  a firm  foun- 
ation. 


HOUSE  COMMITTEE  BOOSTS  EMERGENCY 
HOUSING-SCHOOL-HOSPITAL  FUND 

House  Banking  and  Currency  Committee  has  re- 
ported out  the  emergency  housing-school-hospital 
bill  (S.  349)  in  much  the  same  form  it  passed  the 
Senate.  However,  the  House  Committee  voted  $100 
million  rather  than  $60  million  for  direct  grants  to 
community  facilities,  including  hospitals.  The  fed- 
eral government  also  would  be  authorized  to  oper- 
ate hospitals  if  the  communities  are  unable  to  do  so. 

If  the  House  passes  the  bill  as  reported,  it  is 
almost  certain  that  the  hospital  progi’am  will  be 
handled  by  the  Division  of  Hospital  Facilities  (PHS), 
the  Hill-Burton  national  organization.  The  Senate 
specified  that  the  President  should  be  delegated 
this  responsibility.  The  understanding  was  that  he 
would  pass  responsibility  on  to  the  Hill-Burton 
group,  through  FSA  and  PHS.  The  House  went 
even  farther  to  insure  H-B,  control.  Although  the 
committee  report  is  not  available  at  this  writing, 
committee  sources  infoi-m  us  that  the  hospital  con- 
struction-operating program  will  be  delegated  di- 
rectly to  Public  Health  Service,  which  automatically 
would  assign  it  to  its  Division  of  Hospital  Facilities. 

The  House  Committee  agreed  with  the  Senate: 

(1)  before  a hospital  is  eligible  for  community  fa- 
cility funds  it  must  first  exhaust  every  possibility 
of  help  through  the  permanent  Hill-Burton  system, 

(2)  a region  must  be  certified  as  a “defense  area” 
before  it  becomes  eligible  for  assistance,  (3)  no  fi- 
nancial assistance  will  be  given  unless  the  com- 
munity demonstrates  its  inability  or  unwillingness 
to  handle  hospital  problems  on  its  own.  The  House 
Committee  scheduled  $85  million  for  emergency 
housing  programs,  in  contrast  to  the  Senate  bill’s 
$60  million. — (Capitol  Clinic). 
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ORIGINAL  SECTION 

Leukemia  Cases  at  the  University 
of  Nebraska  Hospital 

Statistical  Analysis  and  Review  of  All  Records  of 
Leukemic  Cases  Treated  at  the  University  Hospital 
from  Jan.  1933  to  Jan.  1951* 

A.  S.  RUBNITZ,  M.D, 

Omaha,  Nebraska 

From  a statistical  standpoint,  the  title  of 
this  paper  could  be  “Leukemia  in  Nebraska,” 
because  the  University  hospital  by  the  nature 
of  its  function  represents  the  entire  State  of 
Nebraska.  Patients  are  admitted  here  from 
every  county  in  the  State,  generally  on  an  ap- 
portioned basis.  The  more  seriously  ill  and 
those  patients  who  are  considered  (by  their 
home  physicians)  to  be  “diagnostic  prob- 
lems” gravitate  to  this  institution.  Hence, 
an  analysis  of  the  leukemic  cases  treated 
here,  for  a sizeable  period,  expresses  the  in- 
cidence and  the  character  of  this  disease  in 
Nebraska. 

A total  of  100  leukemic  patients  were 
treated  during  these  18  years.  Since  some 
of  the  patients  were  readmitted  more  than 
once,  actually,  148  records  were  analyzed. 

Of  the  100  patients  treated,  61  were  male 
(3  colored)  and  39  female.  38  of  the  patients 
belonged  to  the  group  of  acute  leukemias  and 
62  were  of  the  chronic  variety  (37  myeloid 
and  25  lymphatic) . 

The  average  percentage  of  the  leukemic 
cases  to  all  the  medical  cases,  for  the  18  year 
period,  was  1.45,  and  in  relation  to  all  the 
hospital  admissions  for  the  same  period,  0.24. 

Nearly  one-half  of  all  the  acute  leukemias 
were  in  children  under  10  years  (the  young- 
est — 6 months  old)  and  about  two-thirds 
were  under  20  years  of  age.  The  chronic 
myeloid  leukemias  were  principally  in  the 
4th,  5th  and  6th  decades,  while  the  chronic 
lymphatic  were  predominantly  in  the  6th,  7th. 
and  8th  decades.  (See  graphic  record). 

A.  Acute  Leukemia: 

Only  about  20%  of  the  acute  leukemias 
were  diagnosed  as  such  by  their  home  physi- 
cians, and  nearly  as  many  were  referred  to 
the  hospital  without  any  diagnosis.  The  re- 
maining cases  were  diagnosed  chiefly  as 
blood  dyscrasias  (severe  anemia,  hemor- 

*From  the  Dept,  of  Path.,  Uni.  of  Neb.  Col.  of  Med.  Read 
in  part  at  the  19th  Annual  Meeting  of  the  Omaha  Mid-West 
Clinical  Society. 


rhagic  purpura,  agranulocytosis)  or  infec- 
tions (septicemia,  ulcerative  stomatitis, 
trench  mouth,  acute  rheumatic  fever). 

The  high  proportion  of  undiagnosed  or 
misdiagnosed  acute  leukemias  should  not  be 
interpreted  as  a lack  of  diagnostic  acumen 
on  the  part  of  the  referring  physicians.  In 
some  of  the  patients  the  correct  diagnosis 
was  not  established  for  days  or  even  weeks 
after  their  entry  to  the  hospital,  and  then 
only  after  exhaustive  studies  of  the  per- 
ipheral blood  and  bone  marrow.  Moreover, 
the  time  element  is  often  an  important  factor 
in  such  cases.  The  evolutionary  character  of 
the  disease  process  will  often  clarify  the 
diagnosis  as  time  goes  on,  whereas,  in  the 
earlier  stages  of  the  disease  the  picture  may 
be  indistinct  or  misleading.  This  is  particu- 
larly true  in  the  cases  where  the  leucocyte 
counts  are  not  in  the  leukemic  range.  About 
one-half  of  the  cases  in  this  group  were 
either  subleukemic  or  frankly  leucopenic:  9 
of  the  cases  had  counts  between  15  and 
25,000;  5 had  counts  below  8,000  and  5,  be- 
low 5,000. 

B.  Chronic  Myeloid  Leukemia: 

In  this  group  of  37  cases,  21  were  diag- 
nosed as  leukemia  by  their  home  physicians, 
2 were  referred  for  non-leukemic  complaints. 
Of  the  remaining  14  cases,  4 were  diagnosed 
as  splenomegalies,  3 as  carcinoma  of  the 
stomach  or  colon,  and  1 each  as  duodenal  ul- 
cer, lympho-sarcoma,  floating  kidney,  ane- 
mia, Hodgkin’s  disease,  undulant  fever  and 
“undetermined.” 

C.  Chronic  Lymphatic  Leukemia: 

In  this  group  of  25,  17  were  diagnosed  by 
their  home  physicians  as  leukemia,  6 were 
referred  for  non-leukemic  complaints,  need- 
ing surgical  treatment  (cataract,  prostatic 
hypertrophy,  epithelioma  of  face,  etc.)  and, 
of  the  remaining  two,  one  was  diagnosed  as 
axillary  tumor  and  the  other  as  malignancy 
of  the  stomach  or  liver. 

The  following  deductions  can  be  made  from 
the  admission  diagnoses: 

1.  In  the  acute  leukemias,  the  diagnosis 
may  be  easily  missed  during  the  earlier 
stages,  particularly  in  view  of  the  high  inci- 
dence of  subleukemic  and  leucopenic  states, 
often  encountered.  Bone  marrow  studies,  in 
addition  to  painstaking  studies  of  the  con- 
ventional blood  smears,  are  frequently  i-e- 
quired  to  establish  a correct  diagnosis. 
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2.  Both  chronic  forms  can  be  diagnosed 
with  little  difficulty  if  a blood  count  is  done 
and  the  findings  correlated  with  the  com- 
plaints and  physical  findings.  There  is  but  a 
small  percentage  of  chronic  myeloid  leukemia 
cases  that  requires  special  investigation. 

Tabulation  of  the  patient’s  complaints  in 
order  of  frequency,  as  they  appeared  on  the 
charts : 

ACUTE  LEUKEMIAS 

a.  Weakness,  listlessness,  fatigability. 

b.  Septic  temperature. 

c.  Glandular  swelling  and  masses. 

d.  Pallor. 

e.  Hemorrhagic  syndrome  (epistaxis,  purpuric 
skin  ei-uptions,  bleeding  from  gums,  hematemesis). 

f.  I’ain  in  legs,  pain  in  back,  sore  mouth,  sore 
throat. 

g.  Drowsiness,  visual  disturbances. 

h.  Edema  of  face. 

CHRONIC  MYELOID  LEUKEMIA 

a.  Tumor  mass  in  upper  left  abdomen;  dragging 
feeling  in  abdomen;  pain  in  upper  abdomen. 

b.  Dyspnea,  weakness,  fatigability. 

c.  Nausea,  anorexia,  loss  of  weight. 

d.  Epistaxis,  menorrhagia,  pallor. 

e.  Loss  of  sense  of  taste  and  smell;  signs  of  cen- 
ti'al  nervous  system  involvement. 

CHRONIC  LYMPHATIC  LEUKEMIA 

a.  Glandular  swelling  and  tumor  masses. 

b.  Weakness,  fatigability,  weight  loss. 

c.  Cramps  in  legs,  backache. 

d.  Epistaxis;  vaginal  bleeding. 

e.  Dizziness. 

f.  Itching  of  skin;  impainnent  of  hearing. 

LEUKEMIA  UNEXPECTEDLY  DISCOVERED 
AS  A COINCIDENTAL  FINDING 

Eight  of  the  patients  were  referred  to  the 
hospital  for  various  complaints  not  related 
to  leukemia  and  upon  routine  examination 
were  found  to  be  leukemic.  The  referring 
physicians  were  seemingly  not  aware  of  any 
abnormality  in  the  patients’  blood.  Two  of 
these  patients  were  found  to  have  chronic 
myeloid  leukemia  and  six,  chronic  lymphatic 
leukemia. 

The  two  patients  diagnosed  as  having 
chronic  myeloid  leukemia  were  both  female, 
aged  66  and  60.  The  first  patient  had  been 
treated  previously,  at  the  University  hos- 
pital, for  carcinoma  of  the  cervix.  She  was 
given  radiation  therap}^  on  3 different  occa- 
sions and  dismissed  as  symptom-free  about 
2 years  previously.  Her  blood  count  was 
within  the  normal  range.  She  entered  the 
hospital  this  time  because  of  hematuria,  di- 
agnosed as  hemorrhagic  cystitis.  Leukemia 
was  discovered  on  routine  blood  count.  The 
other  patient  was  referred  to  the  hospital  be- 


cause of  thyroid  enlargement.  The  preoper- 
ative routine  blood  count  revealed  leukemia. 

In  the  chronic  lymphatic  group,  2 were 
female,  aged  65  and  66,  and  4 male,  ranging 
in  age  from  71  to  88.  Of  the  female  patients, 
one  was  referred  for  operation  for  bilateral 
ovarian  cysts,  and  the  other  because  of  frac- 
ture of  the  humerus.  All  the  4 male  patients 
were  referred  for  surgery:  2 for  prostatec- 
tomy, 1 for  cataract  and  1 for  epithelioma  of 
the  face. 

TRAUMATIC  LEUKEMIA 

The  subject  of  traumatic  leukemia  is  a de- 
batable one.  Four  of  our  cases  merit  their 
inclusion  in  the  category  of  traumatic  leu- 
kemia, according  to  Olovson’s  criteria  (cit. 
by  RubnitzU)). 

1.  A young  man  of  18,  previously  in  good  health, 
suffered  fracture  of  the  hip-joint  about  3 months 
previously,  when  he  fell  off  a wagon  and  sti-uck  the 
hip  against  the  wheel.  He  was  treated  at  a hos- 
pital in  his  home  town  and  dismissed  after  6 weeks. 
He  noted  swelling  in  the  upper  thigh  a few  weeks 
later.  Bloody  fluid  was  aspirated  from  the  swollen 
area.  A blood  count  taken  at  this  time  disclosed 
leukemia,  diagnosed  at  the  University  hospital  as 
subacute  myeloid  leukemia.  This  patient  died  of 
leukemia  in  less  than  two  years. 

2.  Male  child,  4 years  of  age,  in  apparent  good 
health,  fell  down  some  steps,  about  3 months  pre- 
viously, and  fractured  a clavicle.  This  was  immo- 
bilized. While  the  child  was  being  treated,  the  par- 
ents noted  progressive  pallor  and  crops  of  purpuric 
spots  and  ecchymoses.  A blood  count  was  taken 
prior  to  the  patient’s  enti-y  to  the  hospital  and  leu- 
kemia was  discovered.  Proved  to  be  a case  of  acute 
leukemia. 

3.  A boy,  8 years  old,  seemingly  in  good  health, 
suffered  dislocation  of  the  hip  joint,  about  8 weeks 
previously,  when  a friend  of  his  jumped  on  his  back. 
About  4-5  wrecks  later  parents  noticed  pallor  and 
extreme  weakness.  Referred  to  the  hospital  with 
diagnosis  of  blood  dysci’asia.  Proved  to  be  acute 
leukemia  (leukopenic). 

4.  A male  child,  aged  3,  in  apparent  good  health, 
fell  backward  from  a chair,  about  4 weeks  previously. 
A few  days  later  he  had  a severe  nose-bleed  which 
was  difficult  to  control.  From  here  on  the  child 
became  veiy  pale  and  weak;  nose-bleeds  continued, 
off  and  on.  Ecchymoses  appeared  all  over  the  body. 
Diagnosed  by  the  home  physician  as  hemorrhagic 
purpura.  Proved  to  be  acute  leukemia. 

LEUKEMIA  UNEXPECTEDLY  DISCOVERED 
AS  THE  CAUSE  OF  UNCONTROLLABLE 
HEMORRHAGES  FOLLOWING  OPER- 
ATIVE PROCEDURES 

All  the  patients  in  this  group  suffered 
severe  hemorrhages  following  surgical  pro- 
cedures. The  severity  of  the  hemorrhages 
and  the  difficulty  in  controlling  them  stimu- 
lated a more  thorough  search  for  the  possible 
underlying  cause,  and  leukemia  was  discov- 
ei’ed. 
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Two  of  the  cases  proved  to  be  of  the 
chronic  myeloid  variety : One,  following  ton- 
sillectomy and  the  other,  following  extraction 
of  teeth.  The  other  four  cases  proved  to  be 
of  the  acute  variety:  One,  following  uterine 
curettage  and  three,  following  extraction  of 
teeth. 

LEUKEMIA  IN  PREGNANCY 

Pregnancy,  like  any  other  metabolic  dis- 
turbance, probably  intensifies  the  leukemic 
process. 

Slentz<2)  recently  reported  4 cases  and  col- 
lected 6 more  cases  from  the  literature. 
These  he  added  to  the  100  cases  reported  by 
Erf,  making  a total  of  110  cases.  This  case, 
therefore,  is  reported  in  greater  detail  be- 
cause of  the  interest  it  might  have  to  any 
future  author  gathering  statistical  data  on 
this  combination. 

Case:  A 20-year-old  woman,  in  her  eighth  month 

of  pi-egnancy,  was  admitted  to  the  University  hos- 
pital on  April  6,  1946,  wdth  a diagnosis  by  the  re- 
ferring physician  as  “possible  Hodgkin’s  and  preg- 
nancy.” Chief  complaints:  Gradually  increasing 


Patient  reentered  the  hospital  on  Aug.  6,  1946. 
While  at  home,  she  gradually  became  weaker  and 
paler.  She  had  been  nauseated  and  vomited  of  late. 
During  the  last  week  she  became  deaf  and  had  visual 
disturbances  because  of  subconjunctival  hemor- 
rhages. 

Physical  Findings:  Marked  pallor,  subconjunctival 
hemorrhages,  ulceration  of  the  oi’al  mucosa.  Liver 
enlarged  to  below  the  level  of  the  umbilicus.  Spleen, 
enlarged  nearly  to  the  crest  of  the  ilium.  Blood 
count:  Hg.,  2 grams;  RBC,  725,000;  WBC,  595,000, 
of  which  58%  were  blasts  and  42%  immature  lym- 
phocytes. Her  temperature  ranged  from  99°  to  103°. 
She  had  many  transfusions.  Expired  on  Aug.  20, 
1946. 

ACUTE  INFECTIOUS  DISEASES  AND 
LEUKEMIA 

In  a surprisingly  high  number  of  the  re- 
corded histories  the  onset  of  the  illness  dated 
back  to  a bad  cold,  attack  of  the  “flu”  or 
pneumonia.  In  one  case  of  acute  leukemia, 
in  a 3-year-old  boy,  the  parents  dated  the  be- 
ginning of  the  illness  to  measles  and  scarlet 
fever  which  followed  in  succession,  4 months 
and  3 months,  respectively,  preceding  the 
onset  of  the  leukemic  manifestations.  In  an- 


AGES  IN  DECADES 


weakness,  nodular  swellings  in  neck,  axillae  and 
groins,  moderate  aching  in  left  side  of  neck.  Physi- 
cal findings:  Large  anterior  ceiwical,  submental 

and  supra-clavicular  nodes;  palpable  axillary  and 
inguinal  glands.  No  abdominal  masses  other  than 
8 months  pregnancy. 

Blood  count:  Hg.  12.1  grams;  RBC  4.1  million; 
WBC  42,400. 

Differential:  Seg.,  12%;  Staff,  2%;  Lymphs. 

45%;  Immature  Lymphocytes,  40%;  Basophils,  1%. 

Patient  delivered  spontaneously  on  April  10  of  a 
live  baby  girl.  On  April  19  the  leukocyte  count  was 
recorded  as  55,000,  with  the  following  differential 
count:  Seg.,  20%;  Staff,  12%;  Blasts,  17%;  Lymphs, 
20%;  Monocytes,  3%;  Immature  Lymphocytes,  28%. 

Patient  was  dismissed  on  April  19.  Diagnosis: 
Acute  lymphatic  leukemia. 


other  case  of  acute  leukemia,  in  a 19-year- 
old  male,  the  onset  of  the  leukemic  symp- 
toms followed  a severe  case  of  mumps  which 
was  complicated  by  bilateral  orchitis. 

While  the  question  about  the  etiologic  re- 
lationship between  infection  and  leukemia 
is  highly  debatable,  one  cannot  disregard 
acute  infections  as  being  the  cause  of  exacer- 
bation of  the  illness  in  chronic  leukemias. 
Very  frequent  statements  were  observed  in 
the  records  of  the  chronic  leukemic  patients, 
who  were  readmitted  to  the  hospital,  that 
they  have  been  doing  quite  well,  following 
the  prescribed  treatment,  until  they  came 
down  with  an  upper  respiratory  infection; 
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since  then  the  leukemic  manifestations  blos- 
somed out  anew  or  became  worse  than  ever. 

HEMATOLOGIC  FINDINGS 

A.  Acute  Leukemias:  The  anemia  here 

was  nearly  a constant  finding  and  generally 
of  a high  degree.  Some  of  the  patients  had 
red  counts  below  1 million  and  about  one- 
half  of  all  the  cases  had  counts  between  1 
and  2 million.  The  leucocyte  counts  were 
not  frankly  leukemic  in  the  majority  of  the 
cases : About  one-half  of  the  cases  were  sub- 
leukemic, having  counts  below  25,000  and 
about  one-fourth  of  all  the  cases  were  leuko- 
penic. Only  about  15%  of  all  the  cases  had 
white  counts  over  100,000. 

B.  Chronic  Leukemias:  The  majority  of 
the  patients  in  the  myeloid  subdivision  of 
this  group  had  a moderate  anemia.  More 
than  one-half  had  erythrocyte  counts  be- 
tween 3 and  4 million  and  over  one-third  of 
the  patients  had  counts  between  2 and  3 mil- 
lion; only  3 patients  (about  8%)  had  counts 
over  4 million.  Contrasted  with  these,  8 
cases  (33%)  of  the  lymphatic  subdivision  had 
erythrocyte  counts  over  4 million  and  the  ma- 
jority of  them  had  counts  over  3 million.  As 
to  the  leucocyte  counts,  the  fluctuation  was 
much  greater  in  the  myeloid  group,  as  com- 
pared with  the  lymphatic.  There  was  one 
subleukemic  case  in  the  lymphatic  group, 
while  there  were  5 such  cases  in  the  myeloid 
group.  Again,  the  highest  total  white 
counts  were  seen  in  the  myeloid  group : 
Counts  over  400,000  were  quite  frequent, 
with  one  case  having  a count  over  700,000; 
while  in  the  lymphatic  group  the  highest 
counts  were  between  300,000  and  400,000. 

C.  Bone-Marrow  Studies:  These  were 

frequently  done  where  the  findings  in  the 
peripheral  blood  alone  were  inconclusive. 
This  was  especially  of  value  in  the  acute  leu- 
kemias, particularly  in  the  leukopenic  cases. 

X-RAY  AND  CHEMOTHERAPY 

Radiation  therapy  was  extensively  used  in 
many  of  the  cases  and,  excepting  transfu- 
sions, was  nearly  the  only  form  of  treatment 
offered,  up  to  the  last  few  years.  X-ray 
treatment  was  beneficial  for  the  relief  of 
pressure  symptoms.  The  leucocyte  counts 
M^ere  drastically  reduced  by  radiation  in 
every  instance  (in  case  No.  20,  for  example, 
it  dropped  from  723,000  to  6,200 ; in  case  No. 
28,  from  200,000  to  1,850).  The  reduction  in 
the  leucocyte  count  did  not,  however,  prove 
to  be  a safe  criterion  in  evaluating  the 
progress  of  the  patient. 


The  newer  chemotherapeutic  agents 
(aminopterin,  nitrogen  mustard,  urethane, 
triethylene  melamine,  ACTH,  Cortisone) 
have  also  been  used  in  several  of  the  cases, 
during  the  last  few  years.  Some  of  these 
agents  are  capable  of  depressing  the  leuco- 
cyte count  more  rapidly  than  x-ray.  In  one 
case  of  chronic  myeloid  leukemia,  for  exam- 
ple, the  leucocyte  count  dropped  precipitous- 
ly, after  the  use  of  triethylene  melamine, 
from  28,500  to  400. 

HEMATOLOGIC  ITEMS  OF  INTEREST 

a.  Leukopenic  leukemias  were  frequently 
encountered  in  the  group  of  acute  leukemias. 
Some  of  the  chronic  leukemias,  following  ra- 
diation, remained  leukopenic  for  variable 
periods. 

b.  Eosinophils  and  basophils  were  nearly 
always  found  in  high  numbers  in  the  blood 
smears  of  chronic  myeloid  leukemia,  even 
when  the  leucocyte  counts  were  low  and  the 
blood  picture,  otherwise,  not  characteristic. 

c.  Basket  cells,  or  “smudges,”  were  al- 
ways numerous  in  chronic  lymphatic  leu- 
kemia. They  reached  33%  in  one  such  case. 

d.  Lack  of  agreement  between  the  hema- 
tologic findings  and  clinical  diagnosis: 

1.  Morphologic  study  of  the  peripheral 
blood,  as  well  as  of  the  bone-marrow,  in  acute 
leukemia  in  children  may  give  the  impres- 
sion that  we  are  dealing  with  cases  of 
chronic  lymphatic  leukemia.  In  3 patients 
(cases  22,  93  and  97),  whose  ages  were  3 
years,  8 years  and  6 months,  respectively, 
the  blood  smears  contained  80-90%  small 
lymphocytes  of  the  mature  variety.  Bone- 
marrow  examination,  again  disclosed  a pre- 
ponderance of  mature  lymphocytes.  Yet 
everyone  of  these  cases,  from  the  clinical 
course  and  the  autopsy  findings,  had  acute 
leukemia. 

2.  Acute  Phase  in  Chronic  Leukemia: 

As  a result  of  intercurrent  infection,  meta- 
bolic disturbance,  overzealous  treatment,  or 
as  a teiTninal  event,  there  is  at  times  a sharp 
change  in  the  hematologic  picture  and  the 
clinical  behavior  of  a known  case  of  chronic 
leukemia.  The  picture  changes  to  that  of 
acute  leukemia.  Frequent  notations  were 
seen  in  the  records  to  the  effect  that  “this  is 
a terminal  exacerbation  of  chronic  leukemia.” 

ITEMS  OF  CLINICAL  INTEREST 

A.  Pressure  Symptoms  in  Chronic  Myeloid 
Leukemia: 
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Nearly  every  case  in  this  group  complained 
of  a “dragging  feeling”  in  the  abdomen,  or 
pressure  symptoms,  due  to  the  splenic  tu- 
mor. In  this  connection  one  case  (No.  18) 
was  unusually  pathetic.  The  patient,  female, 
59,  had  been  a hunchback  since  childhood. 
The  combination  of  splenomegaly  and  kypho- 
scoliosis made  it  impossible  for  her  to  eat 
a full  meal  or  to  breathe  freely. 

With  but  few  exceptions,  nearly  all  the 
cases  that  have  been  readmitted  to  the  hos- 
pital over  and  over  again  belonged  to  this 
group.  Case  No.  37,  for  example,  was  ad- 
mitted six  times  from  Febr.  1941  to  June 
1948.  In  most  instances  the  patients  came 
back  for  radiation  therapy  — to  shrink  the 
abdominal  mass. 

B.  Central  Nervous  System  Involvement 
in  Chronic  Myeloid  Leukemia: 

Several  instances  of  central  nervous  sys- 
tem involvement  were  observed  in  chronic 
myeloid  leukemia,  seemingly  due  to  leukemic 
infiltration  of  various  parts  of  the  brain 
and  spinal  cord.  The  spinal  fluid  cell  count 
in  one  of  these  cases  was  474. 

C.  Skin  Lesions: 

There  was  one  case  of  pyodermia  with  leu- 
kemids  and  two  instances  of  severe  pruritus 
among  the  records  of  the  chronic  lymphatic 
leukemias,  and  several  instances  of  furun- 
culosis among  the  records  of  the  chronic 
myeloid  leukemias. 

ITEMS  OF  INTEREST  AND  CONCLUSIONS 

1.  To  any  future  author  interested  in 
statistical  data,  the  following  two  items 
would  be  of  interest: 

a.  Four  of  the  recorded  cases  belonged  to 
the  group  of  “traumatic  leukemia,”  since 
they  meet  all  the  criteria  set  up  by  Olovson. 

b.  One  case  of  “pregnancy  in  leukemia” 
is  added  here  to  the  recently  reported  110 
cases  from  the  literature. 

2.  Chronic  lymphatic  leukemia,  a disease 
of  the  elderly  age  group,  may  be  very  mild  in 
its  manifestations  or  altogether  symptom- 
less. One  out  of  every  four  of  the  recorded 
cases  in  this  group  was  referred  to  the  hos- 
pital for  various  surgical  procedures,  not  re- 
lated to  leukemia,  and  leukemia  was  discov- 
ered on  routine  examination  at  the  hospital 
as  a coincidental  finding. 

3.  Superimposed  infection  will  often  pre- 
cipitate an  acute  exacerbation  during  the 
course  of  chronic  leukemia,  leading  to  a ter- 
minal acute  phase  of  the  disease. 


4.  A low  erythrocyte , count  is  by  far  a 
more  constant  finding  in  acute  leukemia  than 
a high  white  count. 

5.  The  presence  of  relatively  high  num- 
bers of  eosinophilic  and  basophilic  cells  in 
chronic  myeloid  leukemia  and  of  basket-cells 
or  “smudges”  in  chronic  lymphatic  leukemia 
may  at  times  serve  as  a clue  to  the  diagnosis 
in  atypical  blood-smears,  especially  when  the 
blood  became  subleukemic  or  leukopenic 
after  radiation  therapy. 

6.  Misleading  blood-smears  are  at  times 
encountered  in  acute  leukemia  in  children. 
The  appearance  of  the  white  cells  is  sugges- 
tive of  chronic  lymphatic  leukemia  or  of  be- 
nign lymphocytosis,  such  as  seen  often  in  per- 
tussis. Examination  of  the  aspirated  bone- 
marrow  only  confirms  that  impression.  The 
overall  clinical  picture,  however,  as  well  as 
the  anemia  and  the  hemorrhagic  manifesta- 
tions unquestionably  spell  the  correct  diag- 
nosis in  such  cases. 
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The  Value  of  Peritoneoscopy  in  the 
Diagnosis  of  Obscure  Ab- 
dominal Conditions 

JOHN  C.  KENNEDY,  M.D. 

Omaha,  Nebraska 

Peritoneoscopy  is  the  examination  of  the 
abdominal  cavity  and  its  contents  by  means 
of  an  optical  instrument.  Although  this  pro- 
cedure was  first  described  fifty  years  ago, 
it  has  yet  to  attain  the  popularity  that  it  de- 
serves. It  still  is  a relatively  little  used  di- 
agnostic procedure  despite  the  fact  that  it 
is  highly  accurate,  carries  a very  low  mor- 
tality rate,  causes  little  discomfort  to  the  pa- 
tient and  does  not  require  long  and  costly 
hospitalization. 

Unfortunately,  many  of  our  procedures 
used  in  the  diagnosis  of  intra-abdominal  dis- 
ease allow  only  presumptive  conclusions  and 
at  times  lead  to  an  erronious  diagnosis  which 
might  result  in  serious  consequences  to  the 
patient.  A wrong  diagnosis  might  lead  a pa- 
tient to  make  major  alterations  in  his  plans 
for  the  future,  might  subject  him  to  a need- 
less operation  with  its  attendant  risks,  or 
might  deny  him  an  operation  which  would 
restore  him  to  health. 
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Diagnostic  laparotomy  may  lead  to  accen- 
tuation of  a neurosis  or  exacerbation  of 
symptoms,  particularly  where  an  inoperable 
condition  is  discovered.  In  the  case  of  in- 
operable intra-abdominal  malignancy,  it  is  a 
fruitless  operation  with  a relatively  high 
mortality  rate.  Peritoneoscopy  is  a far  less 
formidable  alternative.  It  does  not  and  will 
not  replace  laparotomy,  but  in  many  cases 
is  the  procedure  of  choice  and  at  times  will 
prevent  an  unnecessary  operation. 

HISTORY 

In  1901  Kelling  first  demonstrated  the  pro- 
cedure of  celioscopy  on  dogs  by  inflating  the 
abdominal  cavity  with  filtered  air  and  ex- 
amining the  contents  with  a Nitze  cysto- 
scope.  In  1910  he  published  his  first  paper 
dealing  with  human  subjects.  In  this  same 
year  (1910)  Jacobaeus  of  Stockholm,  brought 
out  his  first  report  on  the  procedure  which 
he  gave  the  name  laparoscopy.  It  is  interest- 
ing to  note  that  Kelling’s  original  technique 
of  1901  was  essentially  the  same  as  that  used 
today.  He  made  use  of  pneumoperitoneum 
and  was  the  first  to  note  the  fact  that  the 
mobility  of  the  intestine  in  the  living  sub- 
ject is  such  that  it  will  slip  aside  before  the 
thrust  of  the  trocar  and  thus  escape  injury. 

In  1901  and  again  in  1909  Ott,  a Russian, 
reported  on  a method  of  examination  he 
called  ventroscopy.  This  was  really  a modi- 
fied laparotomy  in  which  he  made  a small  ab- 
dominal or  vaginal  incision,  separated  and 
raised  its  margins  with  a small  speculum  and 
then  viewed  the  interior  of  the  cavity  by 
means  of  a strong  beam  of  light  from  a head 
mirror  or  a small  electric  bulb  attached  to 
the  speculum. 

In  1911  Bernheim,  of  Johns  Hopkins  Med- 
ical School,  described  a procedure  which  he 
named  organoscopy.  He  used  a modified 
proctoscope  of  i/2"ii^ch  bore,  and,  introducing 
it  through  a small  incision  in  the  epigas- 
trium, examined  the  upper  portion  of  the  ab- 
dominal cavity  under  a strong  beam  of  light 
reflected  from  a head  mirror. 

In  1912  Nordentoeft  of  Copenhagen  de- 
vised and  patented  an  instrument  which  he 
called  a trocarendoscope.  This  instrument 
was  designed  not  only  for  peritoneoscopy  but 
also  for  suprapubic  cystoscopy  and  “arthro- 
scopia  genu,"  or  endoscopic  examination  of 
the  knee  joint. 

In  1912  Tedesco  of  Vienna  reported  his  ex- 
periences with  laparscopy  in  cases  of  ascites, 


following  the  technique  of  Jacobaeus.  The 
discussion  following  his  paper  shows  that 
others  in  Vienna  had  been  using  the  proce- 
dure, some  feeling  it  to  have  definite  value, 
others  rejecting  it  as  too  dangerous  a proce- 
dure. 

In  1913  and  again  in  1915,  Renon  of  Paris 
pointed  out  that  it  was  very  valuable  in  the 
diagnosis  of  certain  diseases  of  the  liver  and 
peritoneum  but  of  little  value  in  the  diag- 
nosis of  intestinal  lesions.  Rosenthal,  an- 
other Frenchman,  writing  in  1913,  recog- 
nized the  potential  value  of  peritoneoscopy 
but  did  not  feel  that  it  would  ever  find  wide 
acceptance  because  it  was  forced  to  compete 
with  the  traditional  exploratory  laparotomy. 

Rocavilla,  of  Italy,  (1914  and  1920)  modi- 
fied the  method  of  designing  an  instrument 
permitting  an  outside  source  of  light,  but  al- 
so accommodating  a Nitze  cystoscope  if  the 
indirect  method  was  preferred.  His  instru- 
ment had  a magnifying  occular  placed  in  the 
axis  of  the  tube  but  placed  a short  distance 
above  it  and  used  a reflected  beam  of  light 
for  illumination. 

In  1920  Orndoff,  of  Chicago,  gave  the  pro- 
cedure the  name  of  peritoneoscopy.  He  found 
it  to  be  particularly  helpful  in  the  diagnosis 
of  hemoperitoneum,  tuberculous  peritonitis, 
extrauterine  pregnancy  and  ovarian  cysts. 

In  1923  Unverricht  of  Germany  designed 
an  instrument  of  larger  caliber  giving  a 
broader  angle  of  vision. 

In  1924  Zollikofer  of  Switzerland,  advocat- 
ed the  use  of  carbon  dioxide  for  inflation  of 
the  abdomen  because  it  is  easily  and  quickly 
absorbed.  He  felt  that  the  procedure  should 
be  limited  to  cases  of  ascites,  as  otherwise 
distension  of  the  abdomen  might  cause  reflex 
action  of  the  vagus  on  the  heart. 

In  1924  Steiner  of  Atlanta,  Georgia,  gave 
the  procedure  the  name  of  abdominoscopy. 

In  1925  Nadeau  and  Kampmeier  of  Chica- 
go, gave  a complete  review  of  the  literature 
on  the  subject  and  described  their  own  tech- 
nique and  observations  in  three  cases. 

In  1934  Ruddock  of  Los  Angeles,  described 
an  entirely  new  instrument  designed  especial- 
ly for  peritoneoscopy.  The  fore-oblique  tele- 
scope is  long  enough  to  permit  examination 
of  the  entire  abdominal  cavity  and  gives  a 
large  field  of  vision  with  very  little  magni- 
fication. There  is  also  a telescope,  carrying 
biopsy  forceps,  making  it  possible  to  obtain 
biopsy  specimens  under  direct  vision. 
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Since  the  work  of  Ruddock,  the  only 
changes  in  the  instrument  have  been  addition 
of  probes  or  retractors  introduced  through  a 
separate  cannula.  The  most  efficient  of 
these  appears  to  be  the  retractor  described 
by  Robinson  and  Fiske  (1941).  This  in- 
strument has  three  collapsible  blades  within 
a latex  sheath.  When  spread  they  form  a 
much  broader  retractor  than  could  pass 
through  the  cannula. 

CONTRAINDICATIONS  FOR  PERITONEOSCOPY 

1.  Any  acute  inflammatory  disease  of  the 
abdominal  cavity.  Although  peritoneoscopy 
could  be  of  great  value  in  the  differential 
diagnosis  in  such  cases,  this  value  is  more 
than  offset  by  the  danger  of  dissemination 
of  the  infection  by  the  procedure. 

2.  Certain  diseases  of  the  chest  in  which 
the  patient  might  not  tolerate  the  abdominal 
distension,  such  as  pneumonia,  pulmonary  ab- 
cess  in  an  advanced  stage,  diseases  of  the 
pleura,  diseases  of  the  thorax  extending  into 
or  communicating  with  the  abdomen,  and  ad- 
vanced pulmonary  tuberculosis. 

3.  Heart  failure  or  cardiac  decompensa- 
tion. 

4.  Acute  perforation  of  any  viscus. 

5.  Intestinal  obstruction  or  marked  dis- 
tention of  either  large  or  small  bowel.  In 
these  cases  there  is  great  danger  of  perfora- 
tion of  the  distended  viscus. 

6.  Extensive  operative  scars  and  adhe- 
sions thereto.  Even  though  these  cases  did 
not  involve  the  danger  of  damage  to  fixed 
bowel,  they  are  not  suitable  for  peritoneo- 
scopy because  of  the  difficulty  or  even  im- 
possibility of  conducting  a thorough  examin- 
ation. 

7.  Although  some  feel  that  stab  wounds 
or  bullet  wounds  of  the  abdomen  are  contra- 
indications because  of  the  possibility  of  an 
acute  perforation  of  a viscus,  most  feel  that 
peritoneoscopy  is  definitely  indicated  when 
there  is  any  doubt  that  the  wound  enters  the 
peritoneal  cavity. 

There  are  other  conditions  in  which  peri- 
toneoscopic  examination  is  not  contraindicat- 
ed but  neither  is  it  indicated  because  it  is  of 
very  little,  if  any,  value.  The  principle  of 
these  are  as  follows: 

1.  Lesions  in  locations  not  visualized 
through  the  peritoneoscope  such  as  the  lesser 
peritoneal  cavity,  the  posterior  surface  of 
the  liver,  the  duodenum,  the  pancreas  ex- 
cept for  possible  obstruction  of  the  common 


bile  duct,  the  adrenals,  kidneys  and  ureters, 
or  lesions  within  the  lumen  of  any  hollow 
viscus  except  the  stomach  or  sigmoid  colon. 

2.  Exploration  of  the  abdomen  in  cases  of 
fever  of  unexplained  origin. 

3.  Abscess  of  the  liver.  Here  there  is, lit- 
tle likelihood  of  visualizing  the  abscess  and 
even  if  it  is  seen,  its  nature,  the  organisms 
present  and  the  likelihood  of  penetration  into 
the  thoracic  cavity  can  not  be  determined, 
and  penetration  of  the  abscess  in  order  to  ob- 
tain some  of  its  contents  is  out  of  the  ques- 
tion. 

4.  Determination  of  the  resectability  of 
malignant  lesions  on  the  basis  of  local  exten- 
sion and  fixation  or  metastasis  to  the  retro- 
peritoneal lymph  nodes. 

Marked  obesity  may  make  the  examination 
impossible  because  the  great  thickness  of  the 
abdominal  wall  preventing  entry  or  the  fat 
within  the  omentum  and  mesentary  obscur- 
ing the  abdominal  organs. 

TECHNIC 

Although  Ruddock  states  that  no  special 
preparation  other  than  sedation  is  necessary, 
most  prepare  these  patients  as  for  laparoto- 
my. Such  preparation  reduces  the  chance  of 
infection  and,  in  case  of  accident,  the  patient 
is  always  ready  for  immediate  operation.  In 
most  adults,  the  examination  can  be  carried 
out  under  local  anesthesia,  but  children  and 
apprehensive  patients  should  be  given  a gen- 
eral anesthetic;  some  use  general  anesthesia 
in  all  cases.  The  most  commonly  used  site 
of  entry  is  in  the  midline  just  below  the  um- 
bilicus, but  some  prefer  to  go  through  the 
rectus  muscle  1 to  2 cm.  from  the  mid-line. 
In  no  case  should  entry  be  attempted  in  the 
immediate  vicinity  of  any  surgical  scar. 

A small  skin  incision,  just  large  enough  to 
admit  the  sheath,  is  made  and  the  scalpel  is 
carried  down  until  the  deep  fascia  is  nicked. 
The  pneumoperitoneum  needle  is  then  in- 
serted gently  into  the  abdominal  cavity  and 
moved  around  in  a circle  to  determine  the 
presence  of  adhesions  or  fixed  bowel  at  the 
point  of  entry.  The  abdomen  is  then  dis- 
tended with  air  until  it  is  tense  and  the  pneu- 
moperitoneum needle  is  removed.  The  sheath 
with  bistoury  tipped  obturator  is  then  in- 
serted into  the  abdominal  cavity  with  a quick 
jab  so  it  enters  with  a “pop.”  The  sheath 
should  be  held  firmly  so  that  the  depth  of 
entry  can  be  controlled,  and  it  should  be  di- 
rected away  from  the  mid-line  so  it  can  not 
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crush  the  bowel  against  the  vertebra  behind. 
Any  fluid  present  is  then  aspirated  and  the 
telescope  inserted.  The  abdomen  is  again 
distended  and  the  examination  is  carried  out. 
Ordinary  atmospheric  air  is  used  for  infla- 
tion. 

Visualization  of  some  structures  can  be 
aided  by  tilting  the  operating  table  in  such 
a way  that  the  obstructing  organs  fall  away 
by  gravity  or  by  use  of  a retractor  inserted 
through  a separate  sheath. 

Examination  of  the  female  pelvic  struc- 
tures may  be  aided  by  inserting  one  hand  in 
the  vagina  and  manipulating  the  pelvic  or- 
gans. 

Examination  of  the  stomach  and  sigmoid 
colon  is  aided  by  means  of  a special  Rehfuss 
tube  with  an  electric  light  at  the  tip.  With 
the  tube  in  place,  inflation  is  carried  out  un- 
der observation  and  then  the  examination 
completed  on  the  transilluminated  wall. 

After  visual  examination,  biopsy  speci- 
mens may  be  obtained  through  the  peritoneo- 
scope sheath.  Biopsy  specimens  should  not 
be  taken  directly  from  the  tissues  of  a hollow 
viscus,  abscesses,  or  cysts  because  of  the  pos- 
sibility of  injury  or  perforation.  The  abdo- 
men should  be  completely  distended  with  air 
and  the  point  selected  for  biopsy  should  be 
isolated  from  adjacent  tissues,  so  that  there 
is  no  possibility  of  coagulating  tissue  other 
than  at  the  point  from  which  the  specimen  is 
taken.  The  biopsy  is  taken  under  direct  vi- 
sion and  then  the  site  should  be  thoroughly 
coagulated,  using  the  tip  of  the  biopsy  for- 
ceps as  the  electrode. 

Upon  completion  of  the  examination,  the 
air  is  allowed  to  escape  before  removal  of 
the  sheath;  this  may  be  aided  by  pressure 
of  the  hand  on  the  abdomen. 

The  skin  incision  can  be  closed  by  a single 
stitch  or  skin  clip  and  a simple  dressing  ap- 
plied. 

Unless  a spinal  or  a general  anesthetic  has 
been  used,  there  is  no  need  of  limiting  the 
patient’s  diet  or  activity  following  peritone- 
oscopy. 

Occasionally  the  question  is  brought  up  as 
to  who  is  best  qualified  to  perform  this  pro- 
cedure. Some  will  say  that  the  urologist 
should  do  it  because  of  his  familiarity  with 
the  cystoscope,  while  others  say  that  it  is  a 
job  for  a surgeon  because  of  his  familiarity 
with  pathologic  conditions  encountered  with- 


in the  abdomen  and  because  he  is  best  quali- 
fied to  cope  with  any  emergency  which  might 
arise  because  of  accident.  However,  it  should 
be  pointed  out  that  Ruddock,  the  man  who 
has  done  the  most  to  develop  and  who  has 
had  the  greatest  experience  with  peritone- 
oscopy is  an  internist. 

INDICATIONS  FOR  PERITONEOSCOPY 

1.  Ascites  not  of  cardiac  origin.  Here 
the  diagnosis  is  often  difficult,  and  paracen- 
tesis does  not  solve  the  problem.  Peritone- 
oscopy will  solve  the  problem  in  about  95% 
of  the  cases  and  appears  more  rational  than 
simple  paracentesis.  At  the  time  of  exam- 
ination, the  fluid  can  be  removed  and  biop- 
sies taken  to  make  an  early  and  accurate  di- 
agnosis. Beling  feels  that  it  is  not  justifiable 
to  perform  paracentsis  before  the  diagnosis 
has  been  definitely  established  with  the  peri- 
toneoscope. 

2.  Tuberculous  Peritonitis.  Here  it  is  pos- 
sible to  make  a definite  diagnosis  by  biopsy 
without  subjecting  the  patient  to  a major 
operation,  and,  following  diagnosis,  air  un- 
der tension  can  be  introduced  into  the  peri- 
toneal cavity  as  a therapeutic  measure. 

3.  Splenomegaly  or  Hepatomegaly.  Al- 
though the  normal  spleen  is  difficult  or  im- 
possible to  visualize,  the  enlarged  spleen  may 
be  inspected  and  biopsies  taken.  The  liver  is 
easily  seen  and  changes  in  its  color,  size  and 
contours  noted.  Here  again,  biopsy  is  very 
helpful  in  establishing  a diagnosis. 

4.  Diseases  of  the  pelvic  organs,  including 
old  chronic  inflammatory  disease,  neoplasms 
or  anomalies.  In  cases  of  endometriosis  it  is 
possible  to  determine  the  -extent  of  involve- 
ment, the  sex  of  peeudo-hermaphrodites  de- 
termined, and  ectopic  pregnancy  can  be  diag- 
nosed with  accuracy.  In  Ruddocks  series  of 
58  cases  of  ectopic  or  suspected  ectopic  preg- 
nancy, the  peritoneoscopic  diagnosis  was 
100%  accurate  while  the  clinical  diagnosis 
was  only  50%  accurate. 

5.  The  determination  of  the  exact  location 
or  origin  of  intra-abdominal  masses  and  their 
peritoneal  relationships. 

6.  Pancreatic  growths  interfering  with 
the  common  bile  ducts  or  suspected  of  malig- 
nancy. 

7.  The  determination  of  resectability  of 
malignant  growths  on  the  basis  of  metastasis. 
In  cases  of  impending  compromise  of  the 
alimentary  canal  as  in  the  case  of  most  neo- 
plasms of  the  colon  and  many  of  the  distal 
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portion  of  the  stomach,  peritoneoscopy  is  not 
indicated  as  operation  must  be  undertaken 
even  though  metastases  make  a cure  impos- 
sible. 

There  have  been  instances  of  injection  of 
radio-opaque  substances  into  a hollow  vis- 
cus  under  peritoneoscopic  guidance,  but  this 
procedure  is  rarely  carried  out. 

Although  the  peritoneoscope  is  primarily 
a diagnostic  instrument,  some  surgical  pro- 
cedures have  been  carried  out  under  its  guid- 
ance, usually  through  a separate  canula. 
Among  these  are  severing  adhesive  bands, 
sterilization  by  coagulation  of  segments  of 
the  fallopian  tubes,  drainage  of  liver  ab- 
scesses and  large  ovarian  cysts  by  means  of 
a needle  or  small  trocar  inserted  under  vision, 
the  puncture  of  small  ovarian  cysts,  and  even 
the  suture  of  hernial  openings. 

COMPLICATIONS  AND  ACCIDENTS 

Puncture  of  a viscus  is  the  most  common 
accident  which  might  occur  in  peritoneos- 
copy. This  is  due  to  fixation  of  the  bowel  by 
adhesions,  and  when  it  does  occur,  demands 
immediate  repair.  As  yet,  no  deaths  have 
been  reported  from  this  complication. 

Severe  hemorrhage  may  occur  in  cases  of 
insufficient  coagulation  after  biopsy  of  the 
liver.  The  only  reported  death  in  Ruddock’s 
series  of  900  examinations  was  from  this 
cause,  giving  a mortality  rate  of  0.11%. 

Superficial  infections  of  the  abdominal  wall 
may  occur,  but  none  of  serious  nature  has 
been  reported. 

Extensive  adhesions  due  to  tuberculosis  or 
extensive  peritoneal  malignancies  may  ren- 
der it  impossible  to  enter  the  peritoneal  cav- 
ity with  the  peritoneoscope.  The  peritoneo- 
scope merely  enters  a small  pocket  walled  off 
by  adhesions  or  it  is  impossible  to  produce 
pneumoperitoneum  in  order  to  go  ahead  with 
the  procedure.  When  such  a condition  is  en- 
countered, no  further  attempt  should  be 
made  to  carry  out  the  examination. 

Deaths  due  to  peritoneoscopy  are  very 
rare,  and  even  when  one  considers  all  hos- 
pital deaths  following  the  examinations,  it 
still  can  not  be  considered  as  a dangerous 
procedure.  In  the  study  of  396  examina- 
tions at  the  Mayo  Clinic,  there  was  a hos- 
pital mortality  rate  of  8.2%,  but  most  of 
these  deaths  were  due  to  the  disease  rather 
than  the  examination.  During  the  same 
period  of  time  they  found  that  the  mortality 


rate  from  trocar  paracentesis  only,  for  as- 
cites from  cirrhosis  was  19.8%  and  for  as- 
cites from  abdominal  malignancy  was  10.7%. 
In  this  series  there  was  a single  death 
(0.25%)  from  an  accident  of  peritoneoscopy, 
that  one  from  hemorrhage  following  liver  bi- 
opsy. 

In  a statistical  study  of  780  cases.  Ruddock 
found  peritoneoscopic  accuracy  to  be  93.64% 
as  compared  to  the  clinical  accuracy  of 
61.4%.  Although  this  is  a higher  degree  of 
accuracy  than  seen  in  many  smaller  series, 
it  is  an  excellent  demonstration  of  the  poten- 
tial value  of  peritoneoscopy  as  a diagnostic 
procedure. 

SUMMARY 

Peritoneoscopy  is  a minor  procedure  with 
practically  no  discomfort  and  small  economic 
features  in  contrast  to  diagnostic  laparotomy 
which  is  a major  procedure  with  varying  dis- 
comfort and  much  greater  economic  features. 

The  procedure  can  not  take  the  place  of 
surgery,  but  by  making  a definite  and  correct 
diagnosis  can  be  of  great  aid. 

It  is  the  procedure  of  choice  in  the  diagno- 
sis of  liver  metastases,  ascites  of  non-cardiac 
origin,  tuberculous  peritonitis  and  most  dis- 
ease of  the  liver. 

It  is  a short  procedure  which  permits  com- 
plete and  accurate  examination  and  allows 
biopsy  specimens  to  be  taken  with  safety, 
thus  being  particularly  suited  to  the  explora- 
tion of  those  patients  who  would  be  classi- 
fied as  poor  surgical  risks. 

It  is  a procedure  which  should  be  carried 
out  for  a definite  purpose,  and  its  indications 
and  contraindications  kept  in  mind. 

It  is  a technical  procedure  in  which  the  op- 
erator must  train  himself  in  the  recognition 
and  differentiation  of  the  gross  appearance 
of  pathologic  processes  as  well  as  in  the  de- 
tails of  the  procedure  and  use  of  the  instru- 
ments. It  is  a procedure  which  is  limited  not 
only  by  the  availability  of  the  structures  to 
be  examined,  but  also  by  the  skill  and  knowl- 
edge of  the  operator;  this  latter  limitation 
should  decrease  as  the  operator’s  experience 
increases. 

It  is  a relatively  simple  procedure,  but 
has  a much  greater  degree  of  accuracy  than 
has  clinical  diagnosis  by  the  usual  methods. 
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NEW  CONCEPT  OF  CAUSE  OF  MIGRAIN 
HEADACHES 

A new  concept  of  the  cause  of  migraine  headaches 
— that  they  are  the  result  of  the  disi-upted  equili- 
brium between  love  and  aggressive  or  hate  instincts 
— was  expressed  by  Dr.  A.  R.  Furmanski,  of  Van 
Nuys,  Calif.,  associated  with  the  Ross-Loos  Medical 
Group,  Los  Angeles. 

The  basic  incompatibility  of  these  instincts  re- 
quires that  they  be  alternately  expressed,  or  that  one 
become  dominant  and  the  other  inhibited.  Dr.  Fur- 
manski stated  in  the  Archives  of  Neurology  and 
Psychiatry,  published  by  the  American  Medical  As- 
sociation. 

As  long  as  this  compromise  can  be  maintained, 
little  conflict  results,  he  said.  However,  when  cer- 
tain needs  are  frustrated  or  the  aggressiveness 
stimulated,  the  equilibrium  is  disi-upted  by  the  in- 
crease in  hostility,  and  a migraine  becomes  mani- 
fest. This  hostility  is  sometimes  an  unconscious 
one. 

Dr.  Fui-manski  based  his  theory  on  a study  of  100 
persons  suffering  from  migraine,  65  of  whom  were 
women,  and  35  men.  The  duration  of  the  migraine 
ranged  from  one  year  to  over  30  years,  and  ap- 
peared from  before  puberty  to  after  the  age  of 
40  years. 


Surgical  Treatment  of  Duodenal  Ulcer 

A Comparison  of  the  Results  of  Treatment  with 
and  without  Vagotomy* 

GEORGE  CRILE,  JR.,  M.D. 

Cleveland,  Ohio 

Ever  since  Dr.  Dragstedt  introduced  va- 
gotomy in  the  treatment  of  duodenal  ulcer, 
there  has  been  a bitter  controversy  between 
the  proixjnents  of  gastric  resection  and  those 
who  prefer  the  more  physiologic  approach  of 
vagotomy  and  gastroenterostomy.  Many  ex- 
perienced gastric  surgeons  who,  over  the  pre- 
vious decades  had  developed  a fine  standard- 
ized technic  for  gastric  resection,  were  loath 
to  undertake  a new  operation.  Some  of  these 
surgeons  condemned  vagotomy  before  they 
themselves  had  given  it  a fair  trial.  They 
warned  of  unknown  dangers,  physiologic  and 
otherwise,  which  might  attend  the  severing 
of  these  important  nerves.  Yet  the  mortal- 
ity rate  of  gastric  resection,  for  duodenal 
ulcer,  ran  from  2 to  3 per  cent  in  the  hands 
of  experienced  surgeons  and  many  of  the 
surviving  patients  experienced  a morbidity 
which  depended  to  a certain  extent  upon  the 
type  of  operation  performed,  but  which  was 
constant.  If  the  gastric  resections  were 
very  radical,  they  were  attended  often  by  the 
problems  of  malnutrition,  by  the  “dump” 
syndrome,  and  by  the  necessity  of  taking 
small,  divided  feedings.  If  the  operations 
were  not  so  radical,  the  gastric  resections 
were  followed  by  a high  incidence  of  recur- 
rent ulceration. 

One  of  the  reasons  why  certain  thoughtful 
surgeons  have  rejected  vagotomy  is  because 
they  have  taken  pains  to  select  from  the 
groups  of  patients  requiring  surgical  inter- 
vention a special  group  in  which  they  have 
employed  vagotomy.  With  one  of  these  sur- 
geons I spent  most  of  a long  day  discussing 
why  we  had  come  to  opposite  conclusions  re- 
garding the  efficacy  of  gastroenterostomy 
and  vagotomy  in  the  treatment  of  duodenal 
ulcer.  Finally  it  appeared  that  this  gas- 
tric surgeon  of  vast  experience  and  out- 
standing skill,  had  selected  for  vagotomy 
those  patients  who,  he  said,  had  the  “neuro- 
genic” type  of  ulcer,  in  which  the  symptoms 
were  greater  than  the  physical  findings  at 
the  time  of  operation.  He  hesitated  to  sub- 
ject to  a gastric  resection  a patient  who  had 
little  or  no  evidence  of  ulcer,  and  likewise  he 
hated  to  subject  a private  patient  who  had  a 
large  penetrating  crater  to  an  operation  such 

♦From  the  Cleveland  Clinic  and  the  Frank  E.  Bunts  Educa- 
tional Institute. 
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as  vagotomy  and  gastroenterostomy  which 
was  not  yet  tried  and  proved,  when  he  knew 
that  gastric  resection  gave  an  excellent 
chance  of  curing  the  ulcer. 

I think  everyone  would  agree  that  when 
you  cannot  demonstrate  the  characteristic 
intra-abdominal  pathology,  whether  it  be  in 
the  treatment  of  gallbladder  disease,  or 
whether  it  be  in  the  treatment  of  duodenal 
ulcer,  the  results  which  will  follow  will  be 
unsatisfactory,  mainly  because  in  these  cases 
are  included  all  of  the  patients  in  whom  the 
diagnosis  was  wrong.  Certainly  vagotomy 
is  no  treatment  for  functional  gastrointes- 
tinal symptoms.  Vagotomy  does  not  help 
chronic  gastritis.  Vagotomy  , is  a treatment 
for  duodenal  ulcer. 

Some  of  those  who  have  been  critical  of 
vagotomy  are  surgeons  who  have  done  only 
a few  of  these  operations.  It  is  possible  that 
these  surgeons  have  not  as  yet  developed  a 
technic  that  assures  a denervation  complete 
enough  to  give  good  protection  against  the 
persistence  of  ulcer.  Groups  of  50  or  100 
cases,  in  which  the  patients  have  been  oper- 
ated on  by  several  different  surgeons,  no  one 
of  whom  has  done  many  of  the  operations,  do 
not  afford  a good  evaluation  of  the  full  po- 
tentialities of  vagotomy.  The  results  may 
be  as  unsatisfactory  as  the  results  of  gastric 
resection  would  be  if  one  counted  only  the 
first  5 or  10  patients  upon  whom  any  one 
surgeon  did  this  operation. 

One  of  the  most  careful  students  of  the 
physiologic  and  pathologic  consequences  of 
vagotomy.  Dr.  Francis  D.  Moore,  of  Boston, 
and  I believe  that  a very  worthy  pui^pose  has 
been  accomplished  by  his  carefully  controlled 
studies  of  gastric  physiology.  Fundamen- 
tally, however,  these  problems  are  research 
and  not  clinical,  because  the  vast  majority  of 
the  operations  in  this  group  have  been  per- 
formed by  transthoracic  resection  of  the 
nerves,  totally  disregarding  gastric,  duodenal 
or  associated  intra-abdominal  pathology  and 
without  making  any  attempt  to  drain  the 
denervated  stomach.  I believe  the  trend  is 
well  established  throughout  the  country  that 
transthoracic  vagotomy  is  unsatisfactory, 
because  it  does  not  allow  full  evaluation  of 
the  intra-abdominal  condition  and  results  in 
a high  incidence  of  gastric  retention  with  in- 
evitable side  effects. 

Among  those  who  have  made  outstanding 
contributions  to  our  knowledge  of  gastric 
physiology  is  Dr.  Walters  who  has  studied 
intensively  and  carefully  a large  series  of 


patients  subjected  to  vagotomy.  Unfortu- 
nately, however.  Dr.  Walters  has  not  said 
what  his  indications  for  the  operation  were, 
whether  his  series  is  a consecutive  series  of 
cases,  or  whether  he  elected  to  treat  certain 
patients  by  resection  and  others  by  vago- 
tomy. In  his  reported  series,  moreover,  are 
a number  of  gastric  ulcers  unseparated  from 
the  duodenal  ulcers  in  the  tabulation  of  re- 
sults. Some  of  his  vagotomies  were  done  as 
vagotomies  alone  without  a coincidental 
drainage  operation  and  some  of  these  were 
transthoracic.  In  one  publication^  he  reports 
68  cases  in  which  the  patients  were  subjected 
to  vagotomy,  and  in  some  of  which  gastroen- 
terostomy also  was  done.  Among  these  he 
lists  11  failures,  but  upon  reading  carefully 
through  the  article  one  finds  that,  in  at  least 
8 of  these  11  failures,  the  operations  were 
done  for  gastric  ulcers,  were  done  as  vago- 
tomies alone,  without  drainage  of  the  de- 
nervated stomach,  or  were  done  on  patients 
who  had  had  previous  enteroenterostomies 
below  a gastroenterostomy,  a situation  which 
with  or  without  vagotomy  is  always  at- 
tended by  a high  incidence  of  recurrent  ul- 
ceration. 

If  one  analyzes  Dr.  Walters’  figures,  on 
the  basis  of  the  operations  which  were  per- 
formed for  duodenal  ulcer  and  in  which  gas- 
troenterostomy accompanied  the  vagotomy 
— there  appear  to  be  only  3 patients  who 
have  not  done  well. 

One  must  read  all  of  these  reports  care- 
fully to  make  certain  that  the  authors  are 
not  including  gastric  ulcers  and  other  lesions 
which  are  not  amenable  to  treatment  by  va- 
gotomy. 

In  general,  the  surgeons  who  have  done 
gastroenterostomies  along  with  vagotomies 
have  been  well  satisfied  with  the  results. 
These  surgeons  i-ealized  that  the  denervated 
stomach  did  not  drain  satisfactorily  for  the 
first  3 or  4 months,  and  that  the  morbidity  of 
the  operation  was  too  high  unless  it  was  ac- 
companied by  some  type  of  shunt.  They  also 
recognized  that  gastroenterostomy  alone  did 
something  to  con-ect  the  tendency  to  develop 
ulcer,  that  vagotomy  alone  did  something  to 
correct  the  tendency  to  develop  ulcer,  and 
that  the  combination  of  these  two  operations 
gave  a synergistic  effect  in  which  the  re- 
sults were  much  better  than  those  obtained 
with  either  method  alone.  For  these  reasons 
the  results  in  a large  number  of  patients 
treated  by  vagotomy  combined  with  gastro- 
enterostomy have  been  highly  satisfactory. 
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Perhaps  the  greatest  danger  of  the  opera- 
tion of  vagotomy  and  gastroenterostomy  is 
its  simplicity.  Prior  to  the  development  of 
this  procedure,  surgeons  who  were  not  spe- 
cially trained  in  gastric  surgery  often  hesi- 
tated to  undertake  the  risk  of  an  8 per  cent 
mortality  which  might  result  when  a gastric 
resection  for  duodenal  ulcer  was  carried  out 
by  them.  They  knew  that  gastroenteros- 
tomy alone  did  not  give  them  very  good  re- 
sults and,  consequently,  they  were  likely  to 
refer  these  patients  to  other  surgeons  for 
treatment. 

Because  the  operation  of  gastroenteros- 
tomy and  vagotomy  is  simple  and  relatively 
safe,  it  will  be  a temptation  for  surgeons  of 
limited  experience  in  gastric  surgery  to  treat 
patients  by  this  means.  If  the  indications 
for  these  operations  are  not  sound,  nothing 
but  discredit  will  reflect  upon  the  operation. 
We  believe,  therefore,  that  in  spite  of  the 
simplicity  of  the  operation,  it  should  be  re- 
served for  those  patients  who  have  compli- 
cated duodenal  ulcers.  We  should  not  extend 
the  use  of  vagotomy  and  gastroenterostomy 
to  patients  with  symptoms  of  ulcer  but  with- 
out demonstrable  ulcers ; and,  we  should  con- 
tinue to  limit  it  to  the  same  group  of  patients 
in  whom  we  fonnerly  were  willing  to  accept 
the  greater  risk  of  a gastric  resection. 

During  the  past  5 years  over  400  patients 
have  been  treated  at  the  Cleveland  Clinic  by 
vagotomy  and  gastroenterostomy  but  many 
of  these  have  not  been  followed  long  enough 
to  make  significant  analysis  of  the  results. 
These  represent  12  per  cent  of  all  patients 
with  duodenal  ulcer  observed  on  the  gastro- 
intestinal service  during  this  time. 

We  did  four  or  five  transthoracic  vago- 
tomies in  the  beginning  but  encountered  gas- 
tric retention  and  recognized  that  this  pro- 
cedure w^as  not  a sound  approach  to  the  prob- 
lem. We  observed  the  fact  that  jejunal  ul- 
cers healed  promptly  following  vagotomy,  and 
we  could  not  see  why  there  would  be  much 
risk  of  developing  marginal  ulcers  after  va- 
gotomy and  gastroenterostomy  since  a mar- 
ginal ulcer  was  cured  by  the  operation  of  va- 
gotomy; therefore,  from  the  beginning  we 
did  gastroenterostomies  along  with  the  va- 
gotomies. 

The  first  154  patients  have  now  been  fol- 
lowed for  a considerable  length  of  time,  and 
we  have  evaluated  their  progress  carefully. 
The  gastroenterologists  of  the  medical  divi- 
sion have  made  this  evaluation  under  Dr.  E. 
N.  Collins’  direction,  and  I should  like  to  re- 
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port  to  you  the  results  obtained  in  this 
group  of  cases. 

Seven  patients  could  not  be  traced.  The 
remaining  147  have  been  followed  for  from 
2 to  4 years. 

Good  results  have  been  obtained  in  90  per 
cent  of  the  followed  patients.  Another  3 per 
cent  have  had  no  recurrence  of  ulcer  symp- 
toms, are  better  than  before  operation,  but 
have  side  effects  of  operation  or  gastrointes- 
tinal symptoms  arising  from  causes  other 
than  ulcer  which  are  of  sufficient  severity 
to  require  some  form  of  dietary  or  medical 
treatment. 

In  10  patients  (7  per  cent*  of  the  total) 
the  I’esults  are  classified  as  failures.  Four 
of  these  patients  (3  per  cent)  have  required 
secondary  operations  for  marginal  ulcer,  4 
(3  per  cent)  have  minimal  symptoms  which 
are  controlled  easily  on  medical  treatment 
and  2 have  neuropsychiatric  problems  ex- 
pressed as  gastrointestinal  symptoms  with- 
out objective  evidence  of  disease. 

The  most  striking  feature  of  the  progress 
of  patients  with  complicated  duodenal  ulcer 
who  have  been  treated  by  vagotomy  and  gas- 
troenterostomy is  not  the  low  incidence  of 
recun-ent  ulceration  or  of  disabling  side  ef- 
fects, but  the  well-being  of  the  90  per  cent 
of  patients  in  whom  satisfactory  results  have 
been  obtained.  These  patients  are  following 
no  diet,  taking  no  medicine  and  are  permitted 
to  eat,  drink  and  smoke  as  they  please.  They 
have  been  informed  that  they  no  longer  have 
the  ulcer  diathesis  and  that  they  can  forget 
that  they  ever  had  an  ulcer.  The  majority 
of  these  patients  make  the  unsolicited  com- 
ment that  they  have  never  felt  better  in  their 
lives.  Even  if  the  recurrence  rate  ap- 
proaches the  5 to  10  per  cent  incidence  of 
marginal  ulcer  that  follows  the  average  gas- 
trectomy for  duodenal  ulcer,  we  would  not 
wish  to  jeopardize  the  well-being  of  the  90 
per  cent  who  obtain  perfect  results  after  va- 
gotomy and  gastroenterostomy  by  employ- 
ing a procedure  like  radical  gastrectomy  in 
which  the  morbidity  of  the  survivors  is  high. 
Radical  gastrectomy  may  cure  as  many  ul- 
cers as  vagotomy  and  gastroenterostomy  but 
it  does  not  cure  as  many  patients.  A recur- 
rence after  vagotomy  and  gastroenterostomy 
can  be  dealt  with  by  resection,  with  a mor- 
tality rate  no  higher  than  that  of  a primary 
i*esection,  but  there  is  no  known  cure  for  the 
gastric  cripple  who  does  poorly  after  a radi- 
cal gastrectomy. 

Because  the  mortality  rate  of  vagotomy 
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and  gastroenterostomy  is  less  than  0.5  per 
cent  in  over  400  cases,  because  the  morbidity 
and  incidence  of  side  effects  are  lower  than 
with  gastric  resection,  and  because  in  95  per 
cent  of  the  cases  there  is  no  evidence  of  re- 
current ulceration  for  from  2 to  4 years  after 
operation,  we  believe  vagotomy  combined 
with  gastroenterostomy  is  the  best  operation 
for  patients  with  complicated  duodenal  ulcer. 
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Primary  carcinoma  of  the  lung  is  a disease 
which  is  receiving  an  increasing  amount  of 
attention  among  surgeons.  The  steadily  ris- 
ing incidence  of  this  condition  together  with 
the  refinement  of  surgical  technique  for  the 
treatment  of  it  have  served  to  stimulate  in- 
terest among  surgeons.  The  surgical  treat- 
ment of  primary  carcinoma  of  the  lung  will, 
in  the  best  hands,  result  in  a rate  of  cure 
which  approaches  that  of  carcinoma  of  the 
stomach.  It  is  to  be  expected,  therefore, 
that  efforts  would  be  made  to  improve  diag- 
nostic methods  so  that  early  diagnosis  and 
early  treatment  will  be  possible.  This  study 
was  undertaken  to  establish  which  diagnos- 
tic measures  are  most  valuable  and  which 
clinical  symptoms  are  most  suggestive  in  the 
diagnosis  of  the  disease.  One  hundred  con- 
secutive cases  of  primary  carcinoma  of  the 
lung  were  surveyed.* 

Microscopic  confirmation  of  the  diagnosis 
was  obtained  in  77  cases ; in  the  remaining 
23  the  diagnosis  was  made  as  a result  of  clin- 
ical study  which  included  x-ray  and  bron- 
choscopy. The  method  by  which  the  final 
diagnosis  was  reached  was  by  autopsy  in  33, 
positive  bronchoscopic  biopsy  in  22,  other 
types  of  biopsy  (metastatic  nodes,  aspira- 
tion, sputum,  etc.)  9,  bronchoscopy  (visuali- 
zation of  the  tumor  but  no  histological  con- 

*The  cases  reviewed  are  from  the  thoracic  surfrical  service 
(W.y.H.)  of  the  Research  and  Educational  Hospital  of  the  Uni- 
versity of  Illinois,  Chicago. 


firmation)  11  and  clinical  diagnosis  substan- 
tiated by  x-ray  16. 

SYMPTOMATOLOGY 

The  duration  of  symptoms  was  quite  vari- 
able. The  shortest  history  obtained  was  one 
and  one-half  weeks  and  the  longest  history 
obtained  covered  a three  year  period.  These 
findings,  divided  into  arbitrary  periods,  re- 
vealed that  thirty-five  percent  of  these  cases 
had  symptoms  of  four  months  or  less,  forty 
percent  described  a duration  of  four  months 
to  one  year  and  twenty-four  percent  de- 
scribed their  symptoms  as  being  present  for 
more  than  a year.  In  one  case  it  was  impos- 
sible to  establish  a definite  time  of  onset. 
The  youngest  patient  in  this  group  was  nine- 
teen years  of  age  and  the  oldest  was  seventy- 
two.  The  average  age  of  all  patients  was 
fifty-two  and  one-half  years.  Only  thirteen 
of  these  cases  occurred  in  females. 

The  symptomology  was  rather  typical. 
Thoracic  pain,  hemoptysis  and  a productive 
cough  were  complained  of  in  more  than  one 
half  of  the  cases.  In  order  to  illustrate  the 
frequency  of  symptoms  they  are  listed  here- 
with. In  the  majority  of  cases  more  than 
one  symptom  was  complained  of,  as  will  be 
discovered  on  reviewing  the  list. 


Thoracic  pain  62 

Hemoptysis  56 

Productive  cough  51 

Dyspnea  44 

Non-productive  cough  27 

Pain  in  shoulder  and/or  arm 9 

Dysphonia  (hoarseness)  8 

Dysphagia  7 

Cervical  tumor  (adenopathy)  5 

Night  sweats  5 

Tumor  of  chest  wall  2 

Edema  of  face  2 

History  of  tuberculosis  2 

History  of  organic  heart  disease 2 

Satisfactory  history  not  obtained S 


It  is  apparent  from  this  list  of  symptoms 
that  chest  pain,  cough  and  a blood-streaked 
sputum  are  the  most  frequently  encountered 
symptoms.  Dyspnea  is  frequently  present 
and  may  produce  confusion  with  chronic  car- 
diac disease. 

PHYSICAL  EXAMINATION 
The  physical  examination  of  patients  with 
primary  carcinoma  of  the  lung  fails  to  reveal 
a typical  picture.  Frequently  the  physical 
examination  may  be  entirely  normal.  When 
pathological  findings  are  discovered,  they  are 
usually  those  suggestive  of  hydrothorax  or 
atelectasis.  Lag  of  the  affected  side  on  res- 
piration, dullness  or  flatness  on  percussion 
and  diminished  to  absent  breath  sounds  on 
ausculation  are  frequently  discovered.  The 
auscultatory  findings  in  the  chest  are  vari- 
able and  may  reveal  all  types  of  rales,  all 
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types  of  rhonchi  and  combinations  of  both. 
Occasionally,  a persistent,  solitary  rhonchus 
may  be  discovered  by  a careful  examination. 
When  present,  this  may  indicate  the  site  of 
bronchial  obstruction.  It  is,  however,  a 
rather  uncommon  finding. 

The  most  dramatic  physical  findings,  when 
present,  are  those  of  superior  mediastinal 
obstruction.  This  occurs  when  the  tumor 
has  involved  the  upper  mediastinal  lymph 
nodes  to  a degree  sufficient  to  produce  em- 
barrassment of  the  mediastinal  circulation. 
It  is  a not  uncommon  finding  and  is  of  seri- 
ous prognostic  significance.  In  such  cases 
one  discovers  a dusky  cyanosis  of  the  face 
which  may  involve  the  upper  chest  and  up- 
per extremities.  The  veins  above  the  angle 
of  Louis  are  found  to  be  engorged  and  the 
patient  is  extremely  uncomfortable  from 
dyspnea. 

Frequently  the  physical  findings  are  com- 
plicated by  the  presence  of  a chronic  illness 
which  antedates  the  onset  of  the  pulmonary 
disease.  Often  times  such  illness  has  been 
incompletely  diagnosed,  and  this  is  especially 
true  in  heart  disease  and  chronic  lung  and 
bronchial  disease.  Occasionally,  extrapul- 
monary  findings  are  so  serious  that  they 
tend  to  overshadow  and  obscure  the  lung 
pathology.  For  instance,  in  this  series  an 
abnormal  heart  (irregular  pulse,  cardiac  en- 
largement, cardiac  displacement,  etc.)  was 
found  in  twenty-five  percent  of  the  cases.  A 
palpable  enlargement  of  the  liver  was  dis- 
covered in  twenty-three,  palpable  lymph 
nodes  in  twenty  and  distention  of  the  veins 
in  the  chest  or  neck  in  eight.  Cyanosis  was 
found  in  only  seven  and  clubbing  of  the  fin- 
gers in  six.  A palpable  tumor  of  the  chest 
wall  was  found  in  four. 

LABORATORY  FINDINGS 

The  blood  count  reflects  the  nutritional 
status  of  the  individcal  case.  A slight,  sec- 
ondary anemia  was  frequently  found,  but  the 
count  was  seldom  less  than  three  million  red 
cells.  The  highest  red  cell  count  in  this 
series  was  over  5.5  million  and  was  associated 
with  cardiac  failure.  It  is  to  be  expected 
that  higher  red  cell  counts  would  be  found  in 
those  cases  which  have  organic  heart  disease 
or  who  demonstrate  upper  mediastinal  ob- 
struction. The  white  cell  count,  in  general 
reflects  the  secondary  infection  which  is 
usually  present.  The  leucocytosis  will  be 
highest  in  those  tumors  which  have  under- 
gone central  necrosis  and  these  may,  at 


times,  simulate  a pulmonary  abscess.  The 
urinalysis  was  found  to  be  unremarkable. 
Albuminuria,  casts  and  other  such  abnormal- 
ities commonly  found  in  a group  of  patients 
in  this  age  group  are,  likewise,  common  in 
patients  with  bronchogenic  carcinoma.  There 
is  nothing  consistently  significant  about  the 
urine  examination. 

ROENTGENOGRAPHY 

A teleoroentgenogram  of  the  chest  is  the 
single,  most  important,  objective  evidence  in 
carcinoma  of  the  lung.  This  procedure  is  so 
accurate  that  such  roentgenograms  are  the 
logical  “screening  test”  for  carcinoma  of  the 
lung.  The  important  point  is  that  x-ray 
study  of  the  chest  should  be  done  in  all  cases 
in  which  carcinoma  of  the  lung  is  even  a re- 
mote possibility. 

In  this  series,  a diagnosis  of  “consistent 
with  bronchogenic  carcinoma”  (or  findings 
suspicious  enough  to  warrant  further  study) 
was  made  by  the  roentgenologist  in  eighty- 
eight  cases.  In  only  eight  cases  was  the  di- 
agnosis completely  missed  after  radiographic 
examination.  Of  the  eight  cases  which  were 
missed,  one  had  upper  mediastinal  lymph 
nodes  of  such  massive  proportions  that  a 
mediastinal  lymphoma  was  suspected;  an- 
other was  called  “Unresolved  pneumonia” ; 
a peripheral  tumor  which  had  invaded  the 
ribs  was  miscalled  an  osteogenic  sarcoma; 
one  case  with  widespread  bony  metastasis 
was  confused  with  a multiple  myeloma,  and 
in  one  a previous  pneumothorax  obscured 
the  underlying  tumor.  A similar  error  was 
made  in  one  case  where  a hydrothorax  ob- 
scured an  underlying  tumor.  One  case  had 
undergone  central  necrosis  and  was  reported 
as  an  abscess.  One  of  the  cases  missed  was 
reported  with  no  impression  listed.  In  this 
series,  then,  a carcinoma  of  the  lung  was  sus- 
pected in  eighty-eight,  it  was  unsuspected  in 
eight  and  in  four  the  radiologist’s  report  had 
been  mislaid  or  lost  at  the  time  the  chart  was 
reviewed.  The  roentgen  findings  associated 
with  a carcinoma  of  the  lung  were  found  to 
be  as  follows: 


Atelectasis  29 

Hydrothorax  22 

Abscess  or  Necrosis 12 

Involvement  of  Ribs  8 


A refinement  of  x-ray  technique  which  is 
often  of  diagnostic  value  is  a contrast  oil 
bronchogram.  This  procedure  was  done  in 
twenty-three  cases  and  revealed  an  obstruc- 
tion in  fifteen.  A bronchogram  is  a simple 
procedure  and  often  times  adds  valuable  in- 
formation to  the  clinical  study  of  the  case. 


Volume  37 
Number  4 


BRONCHOGENIC  CARCINOMA:  KLEITSCH,  HAZEL 


109 


Bronchography,  of  course,  cannot  replace  di- 
rect visualization  through  the  bronchoscope, 
but  if  bronchoscopic  examination  is  not  im- 
mediately available,  it  may  act  as  a valuable 
expedient. 

BRONCHOSCOPY 

Endoscopic  examination  of  the  tracheo- 
bronchial tree  is  so  important  a procedure 
that  it  must  be  included  among  routine  diag- 
nostic procedures  in  all  cases  where  carcino- 
ma of  the  lung  is  suspected.  It  is  the  easiest 
and  safest  method  of  obtaining  a biopsy  of 
the  lesion.  The  risk  of  implantation  meta- 
statses  is  nil,  and  the  tumor  may  sometimes 
be  discovered  at  an  early  stage  in  the  pro- 
gress of  the  disease.  Sometimes  the  biopsy 
specimen  is  too  small  or  the  lesion  is  obscured 
by  inflammation  or  necrosis,  so  that  a satis- 
factory histological  diagnosis  is  not  possible. 
However,  even  in  these  cases,  visual  demon- 
tration  of  the  tumor,  together  with  clinical 
and  x-ray  findings,  is  usuaily  sufficient  to 
establish  a sound  diagnosis.  The  more  peri- 
pherally located  tumors  would,  of  course,  be 
least  susceptible  to  accurate  bronchoscopic 
observation.  This  is,  likewise,  true  of  tu- 
mors involving  the  upper  lobes  and  especial- 
ly if  they  lie  in  the  superior  sulcus.  Only 
rarely  is  it  impossible  to  do  a bronchoscopy. 
The  number  of  bronchoscopic  examinations 
which  are  described  as  technically  impossible 
will  be  found  to  diminish  directly  with  the 
skill  of  the  endoscopist.  Occasionally,  esoph- 
agoscopy  may  be  added  to  bronchoscopy 
if  dysphagia  is  present  and  extension  to  the 
esophagus  is  suspected 

In  this  series  of  patients,  bronchoscopic 
examination  was  performed  in  sixty-two,  and 
a positive  biopsy  was  obtained  in  twenty- 
eight.  In  twenty-seven  the  tumor  was  vis- 
ualized, but  histopathologic  diagnosis  was 
not  made.  In  four  cases  the  bronchoscopic 
examination  was  negative,  and  in  three  cases 
an  attempt  at  examination  was  unsuccessful. 
Paralysis  of  the  vocal  cords  was  found  in 
three  cases  and  paresis  in  one. 

ANATOMICAL  LOCATION 

The  anatomical  location  of  a carcinoma  of 
the  lung  may  or  may  not  be  of  signficance. 
In  this  series  the  tumor  was  found  on  the 
right  side  in  fifty-eight  and  on  the  left  in 
forty.  In  one  case  it  was  bilateral,  and  in 
another  its  location  was  not  specified.  Su- 
perior sulcus  tumors  were  found  in  three 
cases,  two  occurring  on  the  left  and  one  on 


the  right.  The  anatomical  location  of  the 
tumors  in  this  series  was  as  follows: 


Right  side : 

Upper  lobe  19 

Middle  lobe 9 

Lower  lobe  23 

Left  side: 

Upper  lobe  18 

Lower  lobe  16 

Right  side  (lobe  not  specified)  7 

Left  side  (lobe  not  specified)  6 


MISCELLANEOUS 

In  three  of  these  cases  histologic  examina- 
tion of  the  sediment  of  centrifuged  hydro- 
thorax fluid  revealed  tumor  cells.  In  one 
case  tumor  cells  were  found  in  the  sputum. 
There  is  little  question  that  with  the  recent 
improvement  in  cytological  methods  and 
diagnosis,  more  positive  cases  could  be  dis- 
covered on  examination  of  the  sputum  alone. 
A cytologic  examination  of  the  sputum  in 
cases  in  which  a carcinoma  of  the  lung  is 
suspected,  if  properly  prepared  and  examined 
by  a trained  pathologist,  is  a simple  and  val- 
uable diagnostic  method.  It  is  a more  sig- 
nificant finding  than  the  discovery  of  malig- 
nant cells  in  hydrothorax  fluid.  When  a 
malignant  hydrothorax  is  present,  diagnosis 
becomes  largely  a didactic  problem  since  the 
prognosis  is  necessarily  poor. 

COMMENT 

Persistent  chest  pain  associated  with  a 
cough  and  blood-streaked  sputum,  occurring 
in  an  individual  of  the  cancer  age,  is  most 
suggestive  for  bronchogenic  carcinoma. 
When  a primary  cancer  of  the  lung  is  sus- 
pected, a diagnostic  routine  should  be  em- 
ployed in  order  to  include  all  the  necessary 
factors  of  a complete  work-up  in  as  brief  a 
time  as  possible.  The  diagnostic  procedures 
to  be  employed  in  the  approximate  order  of 
importance  are:  a roentgenogram  of  the 

chest,  bronchoscopic  examination,  examina- 
tion of  the  sputum  and  aspirated  chest  fluid 
for  malignant  cells,  biopsy  of  enlarged  su- 
praclavicular of  axillary  lymph  nodes,  biop- 
sy of  tumors  of  the  chest  wall,  bronchography 
and  exploratory  thoracotomy.  A certain  de- 
gree of  urgency  is  necessary  in  the  work-up 
because  mediastinal  lymph  nodes  are  readily 
involved,  and  if  early  diagnosis  is  not  made, 
the  resectability  rate  will  fall  appreciably. 

SUMMARY 

A statistical  survey  is  presented  to  illus- 
trate those  symptoms  which  ai’e  most  com- 
mon in  primary  cancer  of  the  lung.  Diag- 
nostic measures  are  also  reviewed  to  estab- 
lish those  procedures  which  are  most  effec- 
tive in  making  the  diagnosis  of  primary  can- 
cer of  the  lung. 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 


Since  the  payment  of  dues  to  the  Ameri- 
can Medical  Association  is  a comparatively 
new  development  in  medicine,  a good  many 
questions  are  asked  among  physicians  about 
the  dues.  To  clear  up  these  questions,  the  fol- 
lowing is  submitted : 

1.  A.  M.  A.  dues  for  1952  are  $25. 

2.  Fellowship  dues  for  1952  have  been 
abolished. 

3.  The  annual  dues  are  levied  on  active 
members.  An  active  member  is  one  who  holds 
the  degree  of  Doctor  of  Medicine  or  Bachelor 
of  Medicine;  who  maintains  an  active  mem- 
bership in  his  constituent  association,  and 
who  has  paid  his  A.  M.  A.  dues  for  the  cur- 
rent year. 

4.  Membership  dues  are  payable  in  Ne- 
braska only  through  county  medical  society 
secretary.  This  procedure  varies  according  to 
state. 

5.  An  active  member  of  the  A.  M.  A.  may 
be  excused  from  the  payment  of  dues  when  it 
is  deemed  advisable  by  the  Board  of  Trus- 
tees, provided  he  is  partially  or  wholly  ex- 
cused from  the  payment  of  dues  by  his  com- 
ponent society  and  constituent  association. 
The  following  may  be  excused  in  accordance 
with  this  provision: 

(a)  Members  for  whom  the  payment  of 
dues  would  constitute  a financial  hardship  as 
determined  by  their  local  medical  societies. 

(b)  Members  in  actual  training  (residency, 
ect.)  but  not  more  than  five  years  after  grad- 
uation from  medical  school. 

(c)  Members  who  have  reached  the  age  of 
70,  on  request. 

(d)  Members  who  are  called  to  active  duty 
with  the  armed  forces. 

The  last  two  categories  are  excused  from 
A.  M.  A.  dues  regardless  of  local  dues  exemp- 
tions. 

6.  Membership  dues  include  subscription 
to  the  Journal  of  the  A.  M.  A.  Members  may 
substitute  one  of  the  special  journals  pub- 
lished by  the  association  for  the  journal  to 
which  they  are  entitled  as  members. 

7.  Members  who  have  been  dropped  from 
the  A.  M.  A.  membership  roll  for  nonpay- 
ment of  annual  dues  cannot  be  reinstated  un- 
til such  indebtedness  has  been  discharged. 
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DUBIOUS  CHOICE 

The  medical  care  field,  already  overbur- 
dened with  surveys,  reports,  studies  and  re- 
views, now  has  a new  commission  starting  to 
work  in  its  ranks.  It  is  called  the  Commission 
on  Financing  of  Hospital  Care.  Like  the 
President’s  new  health  commission,  at  least 
part  of  its  membership  is  of  dubious  order, 
i.e.,  Mr.  Harry  Becker,  Associate  Director. 

A review  of  Mr.  Becker’s  background 
points  a questioning  finger  at  his  ability  to 
work  on  this  commission  with  an  open,  im- 
partial mind.  Some  ten  years  ago  he  was  di- 
rector of  the  Children’s  Bureau  in  Nebraska, 
hence  is  well  known  to  many  Nebraska  phy- 
sicians. He  later  went  to  the  Children’s  Bu- 
reau of  the  Social  Security  Administration  in 
Washington,  where  he  became  a champion  of 
compulsory  health  insurance. 

Because  of  his  prolonged  lobbying  for  the 
administration’s  health  plan,  he  was  called 
before  a House  sub-committee  and  in  June  of 
1947,  was  cited  for  improper  lobbying  activ- 
ities as  a full-time  U.  S.  employee.  In  1948 
he  left  the  Children’s  Bureau  to  become  di- 
rector of  the  Social  Security  Department  of 
the  UAW-CIO.  Earlier  he  had  been  one  of 
the  chief  planners  of  the  health  work  shops 
held  in  1945-46,  These  were  aimed  at  train- 
ing “workers”  for  socialized  medicine. 

The  Harness  Committee  which  investigat- 
ed the  propaganda  activities  of  federal  em- 
ployees said : 

“Mr.  Becker  was  the  most  vocal  of  all  fed- 
eral consultants  (at  the  Farmer’s  Union 
Health  Work  Shops  at  Jamestown,  N.  D.) 
and  was  used  on  most  occasions  to  explain 
the  compelling  necessity  for  national  health 
insurance  and  also  used  continually  to  point 
out  the  absolute  failing  of  all  voluntary 
plans.” 

Testifying  before  the  House  Education  and 
Labor  Committee,  Becker  stated:  “In  my 
judgment,  S.  1606  (compulsory  health  insur- 
ance) should  be  made  the  law  of  the  land.  . . 
one  of  the  reasons  we  want  it  in  this  country 
is  that  the  commercial  plans.  . . cannot  pos- 
sibly do  for  all  the  people  what  S.  1606  would 
do.”  He  agreed  that  if  the  bill  passed,  com- 
mercial companies  would  be  doomed. 

This,  briefly,  is  the  background  of  Harry 
Becker.  Becker  is  being  watched  closely  in  an 
effort  to  avert  his  using  the  survey  as  propa- 
ganda material  for  government  control  of 
hospitals  and  physicians. 


CRIPPLED  CHILDREN’S  CLINICS 

April  12 — Ogallala,  Elks  Club,  C.  Fred  Fer- 
ciot,  M.  D.,  or  W.  W.  Bartels,  M.  D.,  and  J.  A. 
Henske,  M.  D. 

April  26 — O’Neill,  High  School,  Howard 
Mitchell,  M.  D.,  or  Fritz  Teal,  M.  D.,  and 
Charles  Tompkins,  M.  D. 


News  and  Views 

MAKING  POLICY 

“You  cannot  bring  about  prosperity  by 
discouraging  thrift. 

“You  cannot  strengthen  the  weak  by 
weakening  the  strong. 

“You  cannot  help  the  wage-earner  by  pull- 
ing down  the  wage-payer. 

“You  cannot  further  the  brotherhood  of 
man  by  encouraging  class  hatred. 

“You  cannot  help  the  poor  by  destroying 
the  rich. 

“You  cannot  establish  sound  security  on 
borrowed  money. 

“You  cannot  keep  out  of  trouble  by  spend- 
ing more  than  you  earn. 

“You  cannot  build  character  and  courage 
by  taking  away  men’s  initiative  and  inde- 
pendence. 

“You  cannot  help  man  permanently  by  do- 
ing for  them  what  they  could  and  should  do 
for  themselves.” 

— Abraham  Lincoln. 


The  following  editorial,  entitled  “The  In- 
travenous Taxpayer,”  appeared  in  The  Oma- 
ha World-Herald,  February  24,  1952: 

“The  Massachusetts  State  Medical  Society 
is  having  a battle  royal  with  the  state  tax 
commissioner  over  a 5 per  cent  tax  the  com- 
missioner says  must  be  paid  on  all  meals 
served  to  hospital  patients. 

“And  by  all,  he  means  all.  The  5 per  cent 
also  applies  to  those  meals  ‘served’  intraven- 
ously, which  means  by  injection  of  liquid  in- 
to the  veins. 

“He  says  the  Legislature  made  no  provi- 
sion for  exempting  anybody  so  the  tax  on 
hospital  meals  stands,  until  the  Legislature 
changes  the  law  or  the  courts  rule  against 
him.  Such  steadfastness  in  the  face  of  both 
pressure  and  common  sense  indicates  that  he 
has  been  reading  the  papers  and  knows  what 
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happens  to  Federal  tax  men  who  interpret 
the  rules  too  loosely.  That’s  not  for  this  boy, 
a strict  constructionist  if  we  ever  saw  one.” 


Rules  of  the  general  faculty  of  the  Univer- 
sity of  Nebraska  College  of  Medicine  have 
been  approved  by  the  university’s  Board  of 
Regents. 

They  call  for  an  executive  faculty  commit- 
tee whose  duties  shall  include  discussion  of 
problems  and  recommendation  of  action  to 
the  Dean,  the  Chancellor  and  Regents,  and 
the  formulation  of  policy  which  will  become 
effective  with  the  approval  of  the  general 
faculty,  the  Chancellor  and  the  Regents. 

The  executive  faculty  committee  is  to  in- 
clude the  Dean,  the  director  of  nursing,  the 
chairmen  of  the  14  teaching  departments 
and  three  members  at  large.  The  regents  also 
accepted  the  resignation  of  Dean  Lueth  with 
regret  and  adopted  a resolution  praising  his 
work  in  the  six  years  he  has  headed  the  col- 
lege. 

A visitor  from  England,  A.  Lawrence  Abel, 
who  is  President  of  the  London  area  of  the 
British  Medical  Association,  says  that  20  cig- 
arettes cost  his  countrymen  49  cents.  One 
cigarette  is  thus  worth  2^  cents.  Out  of  the 
weekly  contribution  to  national  health  insur- 
ance the  British  family  physician  receives 
less  than  three  cents.  Thus  Dr.  Abel  cont- 
cludes  that  psysicians’  service  in  England  is 
worth  about  one  cigarette  a week. 


Governor  Johnston  Murray  of  Oklahoma, 
an  aggressive  fighter  against  socialism  and 
compulsory  health  insurance,  recently  had 
this  to  say  to  members  of  the  Tulsa  County 
Medical  Society: 

“You  have  been  able  to  scare  the  very 
britches  off  the  politicians,  and  to  date  have 
been  able  to  fend  off  the  advances  of  the  so- 
cialistic trend,  but  you  and  I both  know  you 
haven’t  stopped  it  by  any  means.  . . During 
all  of  this  fight  you  have  failed  completely  to 
rally  a militant  public  opinion  to  your  sup- 
port. . . What  about  your  neighbors  across 
the  alley  or  your  patients  who  live  on  the 
other  side  of  the  tracks?  Will  they  come  to 
your  rescue?  You  know  they  haven’t,  and  un- 
less some  changes  are  made,  they  probably 
won’t.  On  the  contrary,  they  may,  all  too 
soon,  be  found  casting  off  their  state  of  leth- 
argy and  aggressively  joining  in  the  battle 
against  you.  W’hen  and  if  this  happens,  you 
can  kiss  your  political  influence  good-bye.” 


Dr.  Franklin  Ebaugh,  Denver,  Director  of 
the  Colorado  Psychopathic  Hospital  and  Pro- 
fessor of  Psychiatry  at  the  University  of 
Colorado,  told  Omaha  newsmen  in  February 
that  psychiatry  has  been  “enormously  over- 
sold.” 

He  said  that  20  years  ago  10  per  cent  of 
the  medical  literature  was  psychiatric  mate- 
rial. Now  it’s  25  per  cent.  He  termed  this 
trend  “unfortunate,”  adding  that  psychiatry 
is  both  useful  and  dangerous.  It  is  particular- 
ly dangerous,  he  said,  in  terms  of  too  much 
public  education  without  clearance  through 
organized  medicine.  It  is  useful  if  accepted 
as  part  of  medicine. 

Information  on  psychiatry  too  often  is 
misinteii^reted.  As  an  example,  he  cited  the 
case  of  a woman  from  New  York  who  heard 
about  psychosomatic  medicine  and  tried  to 
buy  a bottle  of  it  at  a drug  store. 

“I  feel  that  mental  hygiene  psychiatry  has 
nothing  that  will  replace  common  sense 
training  of  children  in  a real  home.” 


The  Michael  Reese  Hospital  Postgraduate  School 
is  offering  the  following  courses  between  April  14 
and  May  31,  1952: 

“Surgei’y  — Indications,  Pre-and  Post-Operative 
Care,”  April  14  to  18,  1952. 

“Clinical  Dermatology — Refresher  Course  in  Dis- 
eases of  the  Skin  for  General  Practitioners,”  April 
21  to  25,  19.52. 

“Diseases  of  the  Endocrines — Physiology  and  Di- 
agnostic Methods,”  April  28  to  May  9,  1952. 

“Recent  Advances  in  Internal  Medicine,”  May  12 
to  24,  1952. 

“Recent  Advances  in  Pediatrics — Diagnostic  and 
Therapeutic  Measures,”  May  26  to  31,  1952. 

All  dates  are  inclusive. 

Any  doctor  desiring  further  information  about 
these  postgraduate  courses  should  communicate  with 
Dr.  Samuel  Soskin,  Dean,  29th  St.  and  Ellis  Ave., 
Chicago  16,  111. 


The  Thompson,  Brumm  and  Knepper  Clinic  of  St. 
Joseph,  Missouri,  announces  that  the  Third  Annual 
Dr.  F.  G.  Thompson,  Sr.,  Lectureship  will  present 
“Uses  and  Misuses  of  Sex  Hormones,”  a lecture  by 
Willard  O.  Thompson,  M.D.,  Clinical  Professor  of 
Medicine,  University  of  Illinois  College  of  Medicine. 
The  date  of  the  lecture  will  be  Thursday,  May  29, 
1952.  It  will  be  given  at  Clinic  Building,  902  Ed- 
mund St.,  Saint  Joseph,  Missouri. 


The  Nebraska  Chapter  of  the  Academy  of 
General  Practice  will  hold  a one-day  clinical 
session  at  the  Hotel  Fontenelle,  Omaha,  on 
April  16th,  1952.  The  following  speakers 
will  be  featured  on  the  program: 
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Dr.  William  Barry,  Jr.,  Assistant  Chief  in  Psychia- 
try, the  Mayo  Clinic,  will  discuss  “Psychological 
Aspects  of  Geriatrics,”  and  will  show  a motion  pic- 
ture relating  to  his  work. 

Dr.  Donald  Campbell,  Associate  in  Medicine,  the 
Mayo  Clinic,  will  speak  on  “The  Anemias.” 

Dr.  Adolph  Sachs,  Omaha,  will  discuss  “Massive 
Gastro-Intestinal  Hemorrhage.” 

Dr.  Louis  Moon,  Omaha,  will  present  a discussion 
of  “Recent  Advances  in  Proctology.” 

The  annuall  business  meeting  will  be  held  at  a 
noon  luncheon. 

A social  hour  for  attending  doctors  and  their 
wives  will  be  held  at  6:00  p.m.,  followed  by  a ban- 
quet. Mr.  Arthur  Brayton  of  Des  Moines,  Iowa, 
will  be  the  after  dinner  speaker. 

Mrs.  Frank  Mnuk’s  committee  has  arranged  a 
luncheon  and  style  show  for  the  ladies  at  noon  at 
the  Fontenelle. 

Non-member  physicians  as  well  as  medical  stu- 
dents are  invited  to  attend  the  sessions. 

For  further  information,  address  Dr.  Floyd  Nelson 
of  Omaha,  who  is  in  charge  of  arrangements. 


The  American  Association  of  the  History  of  Medi- 
cine will  hold  its  Twenty-fifth  Annual  Meeting  on 
May  1,  2 and  3 in  Kansas  City,  Kansas,  with  the 
University  of  Kansas  as  host.  The  annual  Fielding 
H.  Garrison  Lecture  of  the  Association  will  be  de- 
livered by  Dr.  Benjamin  Spector,  Professor  of 
Anatomy  at  Tufts  Medical  College,  Boston.  In  ad- 
dition, the  annual  Logan  Clendening  Lectures  on  the 
history  and  philosophy  of  medicine  will  be  given 
at  the  same  time  by  Dr.  George  Sarton,  Professor  of 
the  Histoiy  of  Science  at  Harvard  University. 
Others  who  will  appear  on  the  program  are  Emmet 
R.  Horine,  Erwin  H.  Ackerknecht,  Hyman  I.  Gold- 
stein, S.  Wm.  Simon,  Arnold  V.  Arms,  W.  R.  Betts, 
Lewis  J.  Moorman,  Vincent  T.  Williams,  Ernest  E. 
Irons  and  Joseph  E.  Capps. 

The  annual  banquet  will  be  held  at  the  Town 


House,  Kansas  City,  Kansas,  Friday  evening.  May 
2,  with  Chancellor  Franklin  D.  Murphy  of  the  Uni- 
versity of  Kansas  as  the  guest  speaker. 


July  9 and  10,  1952  have  been  announced  as  the 
dates  for  the  Sixth  Annual  Rocky  Mountain  Cancer 
Conference  to  be  held  in  Denvei’,  Colorado,  with 
headquarters  at  the  Shirley-Savoy  Hotel.  This 
two-day  meeting,  annually  featuring  eight  outstand- 
ing national  speakers  on  new  developments  in  diag- 
nosis and  treatment  of  malignancies,  is  jointly  spon- 
sored by  the  Colorado  State  Medical  Society  and  the 
Colorado  Division  of  the  American  Cancer  Society. 
In  addition  to  the  scientific  program,  the  evening 
of  Wednesday,  July  9,  will  be  given  over  to  a ban- 
quet and  special  entertainment  of  a non-scientific 
nature.  There  is  no  registration  fee  for  the  Con- 
ference, which  yearly  attracts  a registration  of  over 
700  physicians  from  the  Midwest  and  the  Rocky 
Mountain  states.  The  complete  program  will  be  an- 
nounced not  later  than  June  1. 


1951  SUPPLEMENT  TO  REVIEWS  OF  MEDICAL 
MOTION  PICTURES  NOW  AVAILABLE 

The  Committee  on  Medical  Motion  Pictures  has 
completed  the  1951  supplement  to  the  second  revised 
edition  of  the  booklet  entitled  “Reviews  of  Medical 
Motion  Pictures.”  This  supplement  contains  90  re- 
views of  medical  and  health  films  reviewed  in  The 
Journal  of  the  A.M.A.  from  Januaiy  1,  1951,  through 
December  31,  1951.  Each  film  has  been  indexed  ac- 
cording to  subject  matter.  The  puipose  of  these  re- 
views is  to  provide  a brief  description  and  an  evalua- 
tion of  motion  pictures  which  are  available  to  the 
medical  profession. 

Copies  have  been  sent  to  the  secretary  of  each  of 
the  State  Medical  Societies.  Complimentary  copies 
will  be  sent  to  county  medical  societies  and  other 
medical  organizations  upon  request,  from:  Commit- 
tee on  Medical  Motion  Pictures,  American  Medical 
Association,  535  North  Dearborn  St.,  Chicago,  111. 


TUMOR  CLINICS 


CITY 

PLACE 

TIME 

IN  CHARGE  OF 

Last  Thursday 
Alternate  Months 

Dr.  W.  R.  Christensen 

Hemingford,  Nebr. 

Second  Wednesday 
Monthly 

Dr.  S.  M.  Rathbun 

Fremont 

Dodge  County  Hospital 

7 :30  p.m. 

Second  Friday 
Alternate  Months 

Dr.  Harry  A.  Jakeman 

Second  Thursday 
Monthly 

Dr.  P.  B.  Olsson 

Wednesday 

Weekly 

Dr.  J.  T.  McGreer,  Jr. 

Last  Thursday 
Alternate  Months 

Dr.  L.  E.  Dickinson 

Nebraska  City 

.St.  Mary’s  Hospital 

8 :00  p.m. 

Third  Monday 
Alternate  Months 

Dr.  R.  C.  Mclllece 

8 :00  p.m. 

Second  Thursday 
Alternate  Months 

Our  IjTdy  of  Lourdes 

Dr.  George  Salter 

Last  Wednesday 
Alternate  Months 

Dr.  W.  B.  Niehus 

Omaha..  _ _ 

• St.  Catherline’s  Hospital 

.12  ;30  p.m. 

Friday 

Alternate  Weeks 

Dr.  J.  F.  Kelly 

Friday 

Alternate  Weeks 

Dr.  J.  F.  Kelly 

All  Morning 
Weekly 

Dr.  Howard  Hunt 

Last  Friday 
Alternate  Months 

Dr.  Frank  Herhahn 

Wahoo  _ 

Lathrop,  French  & 

7 :30  p.m. 

“^irst  Friday 

Dr.  L.  A.  Manninc: 

Kent  Clinic .Altei-nate  Months 
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The  Woman's  Auxiliary 

The  dining  room  at  the  Hastings  State  Hospital 
was  decorated  in  honor  of  St.  Valentine  for  the 
January,  1952  dinner  meeting  of  the  Adams  Coun- 
ty Medical  Society  Auxiliary.  Plates  were  served  to 
15  members  of  the  auxiliary. 

Mrs.  Carl  Gouldman,  president,  read  communica- 
tions concerning  public  health  and  civil  defense  and 
their  major  significance  in  contemporaiy  condi- 
tions. 

Reports  show  that  five  of  the  auxiliary  members 
were  on  the  hostess  committee  for  the  Red  Cross 
Bloodmobile  visit  here  recently  and  two  of  the  mem- 
bers were  among  the  blood  donors. 

Mrs.  O.  A.  Kostal,  program  chairman,  read  an 
article  from  “Today’s  Health,’’  a magazine  spon- 
sored and  published  by  the  American  Medical  As- 
sociation. 


Members  of  the  Lancaster  County  Medical  Aux- 
iliary entertained  Wednesday  afternoon,  January 
30th,  at  a tea  held  at  the  St.  Elizabeth’s  hospital 
nurses’  home.  Guests  at  the  affair  were  senior 
high  school  girls  in  the  county,  who  are  interested 
in  the  nursing  profession. 

Serving  as  hostesses  for  tea  were  Mrs.  H.  B. 
Morton,  Mrs.  E.  B.  Reed,  Mrs.  K.  S.  J.  Hohlen, 
Mrs.  L.  V.  Gibson,  Mrs.  Jerome  Ritter  and  Mrs. 
Fred  Ferciot. 


The  February  meeting  of  the  Lancaster  County 
Medical  Auxiliary  was  held  at  1 p.m.,  Monday,  Feb- 
ruary 4th,  at  the  Orthopedic  Hospital  nurses’  home. 

Nurses  from  all  of  the  Lincoln  hospitals  were 
guests  of  the  Auxiliary  and  the  program  featured  a 
movie,  “You  Can  Beat  the  A-Bomb.” 

Mrs.  S.  L.  Wolters  was  the  chairman  of  the  host- 
ess committee. 

—MRS.  JEROME  RITTER. 

Publicity. 


The  Lancaster  County  Medical  Auxiliary  met  at 
the  Bryan  Memorial  Hospital  Nurses’  Home,  Janu- 
ary 7th,  1952. 

Dr.  H.  S.  Morgan,  President-Elect  of  the  State 
Medical  Association,  outlined  the  purpose  of  the 
County  Medical  Society  and  explained  the  different 
committees  of  the  Society  and  their  importance  to 
medicine  in  general. 

Preceding  the  meeting,  a sandwich  luncheon  was 
served.  Mrs.  E.  B.  Reed  was  chairman  of  the  host- 
ess committee. 

—MRS.  JEROME  RITTER. 

Publicity. 


MINUTES  OF  MEETING  OF  BOARD 
OF  COUNCILORS 

February  24,  1952 

The  Annual  Mid- Winter  Meeting  of  the  Council 
was  held  at  the  Hotel  Cornhusker,  Lincoln,  Ne- 
braska, February  24,  1952.  The  meeting  was  called 
to  order  at  ten  a.m.  by  Dr.  Earl  F.  Leininger,  Chair- 
man of  the  Council. 

Present  were  Drs.  James  Kelly,  W.  C.  Kenner, 
J.  C.  Waddell,  W.  E.  Wright,  R.  T.  Van  Metre, 


Robert  Harry,  A.  A.  Ashby,  R.  R.  Brady,  Wm.  M. 
McGrath,  Earl  Leininger,  F.  M.  Bell,  Frank  Her- 
hahn,  D.  B.  Steenburg,  President;  Harold  S.  Mor- 
gan, President-Elect;  J.  D.  Bradley,  Speaker  of  the 
House  of  Delegates;  and  Fay  Smith,  Vice  Speaker 
of  the  House  of  Delegates. 

Also  present  were  Drs.  Rudolph  F.  Decker,  R.  B. 
Adams,  Donald  J.  Wilson,  R.  E.  Garlinghouse,  B.  R. 
Bancroft,  L.  W.  Lee,  H.  M.  Jahr,  A.  J.  Offerman, 
Earl  Rogers,  Paul  Bancroft,  Geo.  W.  Covey,  J.  D. 
McCarthy,  K.  S.  J.  Hohlen,  G.  E.  Peters,  E.  W. 
Hancock,  and  Mr.  M.  C.  Smith,  Executive  Secretary. 

Nominations  were  called  for  the  office  of  Chair- 
man of  the  Council.  Dr.  Earl  Leininger  was  nom- 
inated. 

A motion  was  made  by  Dr.  W.  E.  Wright  that 
the  nominations  he  closed  and  Doctor  Leininger 
be  elected  unanimously  as  Chairman  of  the  Board 
of  Councilors.  The  motion  was  seconded  by  Dr.  A. 
A.  Ashby  and  the  motion  carried. 

Nominations  were  called  for  Secretary  of  the 
Council,  and  Dr.  R.  R.  Brady  was  nominated. 

A motion  was  made  by  Dr.  Robert  Harry  that  the 
nominations  be  closed  and  Doctor  Brady  be  declared 
the  unanimous  choice  of  the  Council  as  Secretary. 
The  motion  was  seconded  by  Dr.  W.  E.  Wright  and 
the  motion  carried. 

A motion  was  made  by  Dr.  J.  C.  Waddell  that 
the  minutes  of  the  previous  meeting  be  adopted  as 
published.  The  motion  was  seconded  by  Dr.  R.  R. 
Brady  and  carried. 

The  report  of  the  Secretary-Treasurer  and  the 
audit  printed  in  the  brochure  was  called  to  the  at- 
tention of  the  Council. 

A motion  was  made  by  Dr.  W.  E.  Wright  that 
the  report  be  accepted  and  published.  The  motion 
was  seconded  by  Dr.  A.  A.  Ashby  and  carried. 

The  report  of  the  Executive  Secretary  was  called 
for  and  the  chair  called  attention  to  two  recom- 
mendations at  the  end  of  the  report. 

A motion  was  made  by  Dr.  James  Kelly  that 
the  report  of  the  Executive  Secretary  be  accepted 
and  published.  The  motion  was  seconded  by  Dr. 
R.  T.  Van  Metre  and  carried. 

The  report  of  the  Board  of  Trustees  was  re- 
viewed and  special  attention  was  called  to  the  Budget 
for  1953;  also  to  the  recommendation  that  the  budget 
for  1952  be  amended  to  correspond  to  the  1953 
budget. 

A motion  was  made  by  Dr.  W.  E.  Wright  that  the 
report  of  the  Board  of  Trustees  be  accepted  and 
published;  that  the  1953  Budget  and  the  amended 
1952  Budget  be  recommended  for  approval  to  the 
House  of  Delegates.  The  motion  was  seconded  by 
Dr.  R.  R.  Brady  and  carried. 

A motion  was  made  by  Dr.  W.  C.  Kenner  that 
the  report  of  the  Delegate  to  the  A.M.A.  be  ac- 
cepted as  published.  The  motion  was  seconded  by 
Dr.  A.  A.  Ashby  and  carried. 

A motion  was  made  that  the  report  of  the  Dele- 
gate to  the  North  Central  Conference  be  accepted 
and  published.  The  motion  was  seconded  and  car- 
ried. 

The  report  of  the  Committee  on  Advisory  to  Aux- 
iliary was  called  for  and  Dr.  B.  R.  Bancroft  was 
asked  if  he  had  anything  further  to  report  than  that 
printed  in  the  brochure.  Doctor  Bancroft  said  he 
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had  nothing  further  to  report  but  that  he  did  want 
to  call  to  the  attention  of  the  members  the  fact 
that  the  Woman’s  Auxiliary  had  been  working  very 
hard  this  past  year. 

A motion  was  made  by  Dr.  W.  E.  Wright  that 
the  report  be  accepted  and  published.  The  motion 
was  seconded  by  Dr.  R.  R.  Brady  and  the  motion 
carried. 

The  report  of  the  Committee  on  Hospital  and  Pro- 
fessional Relations  was  reviewed. 

A motion  was  made  by  Dr.  James  Kelly  that 
the  report  be  accepted  and  published.  The  motion 
was  seconded  by  Dr.  J.  C.  Waddel  and  the  motion 
carried. 

The  report  of  the  Editor  was  called  for  and  Dr. 
Herman  M.  Jahr  read  his  report. 

A motion  was  made  by  Dr.  Frank  Herhan  that 
the  report  be  accepted  and  published.  The  motion 
was  seconded  by  Dr.  James  Kelly  and  carried. 

A motion  was  made  by  Dr.  R.  E.  Harry  that  the 
report  of  the  Planning  Committee  be  accepted  and 
published.  The  motion  was  seconded  by  Dr.  W. 
E.  Wright  and  carried. 

The  report  of  the  Committee  on  Prepayment  Medi- 
cal Care  was  called  for  and  Dr.  Donald  Wilson, 
Chairman,  said  he  had  nothing  to  add  to  the  printed 
copy  of  the  report. 

A motion  was  made  by  Dr.  A.  A.  Ashby  that  the 
report  be  accepted  and  published.  The  motion  was 
seconded  by  Dr.  Frank  Herhahn  and  carried. 

A motion  was  made  by  Dr.  W.  E.  Wright  that  the 
report  of  the  Public  Relations  Committee  be  ac- 
cepted and  published.  The  motion  was  seconded  by 
Dr.  A.  A.  Ashby  and  carried. 

A motion  was  made  by  Dr.  J.  C.  Waddel  that  the 
report  of  the  Rural  Medical  Service  Committee  be 
accepted  and  published.  The  motion  was  seconded 
by  Dr.  R.  T.  Van  Metre  and  carried. 

A motion  was  made  by  Dr.  W.  C.  Kenner  that 
the  report  of  the  Arthritis  Committee  be  accepted 
and  published.  The  motion  was  seconded  by  Dr. 
R.  R.  Brady  and  carried. 

The  report  of  the  Cancer  Committee  was  called 
for  and  Dr.  James  Kelly  stated  he  had  a supplemen- 
tary report  he  would  like  to  read  to  the  Council  and 
which  he  would  like  to  have  considered  as  a part 
of  the  committee  report. 

After  Doctor  Kelly  had  finished  reading  his  sup- 
plementary report.  Doctor  Herhahn  asked  for  per- 
mission of  the  floor  and  asked  for  information  rela- 
tive to  the  seventh  paragraph  of  the  report  which 
was  printed  in  the  brochure  pertaining  to  the  Pan- 
handle Cancer  Foundation.  Doctor  Herhahn  was 
of  the  opinion  the  Scottsbluff  area  had  contributed 
to  the  national  drive  put  on  by  the  Nebraska  Divi- 
sion of  the  American  Cancer  Society.  Doctor  Kelly 
said  he  was  not  certain  and  that  he  would  check 
the  matter;  however,  he  asked  that  this  paragraph 
be  taken  out  of  the  report  before  it  was  printed. 

General  discussion  then  followed  relative  to  the 
merit  of  combining  all  fund  drives  such  as  heart, 
tuberculosis,  cancer,  polio,  etc.;  also  whose  respon- 
sibility it  should  be  to  put  on  the  drive,  how  it 
should  be  conducted  and  the  organizations  allowed  to 
participate.  Doctor  Kelly  stated  he  would  take 
it  upon  himself  to  write  the  different  organizations 
and  see  what  information  he  could  gather  by  the 
time  the  House  of  Delegates  meets  in  May. 


A motion  was  made  by  Dr.  W.  E.  Wright  that 
the  report  be  accepted  and  published  as  amended, 
and  sent  to  the  House  of  Delegates  for  recommenda- 
tion. The  motion  was  seconded  by  Dr.  R.  E.  Harry 
and  the  motion  carried. 

A motion  was  made  that  the  report  of  the  Cerebral 
Palsy  Committee  be  accepted  and  published.  The 
motion  was  seconded  and  carried. 

A motion  was  made  by  Dr.  R.  R.  Brady  that  the 
report  of  the  Diabetes  Committee  be  accepted  and 
published.  The  motion  was  seconded  by  Dr.  W. 
C.  Kenner  and  carried. 

A motion  was  made  by  Dr.  R.  T.  Van  Metre  that 
the  report  of  the  Fracture  Committee  be  accepted 
and  published.  The  motion  was  seconded  by  Dr. 
A.  A.  Ashby  and  carried. 

A motion  was  made  by  Dr.  W.  E.  Wright  that 
the  report  of  the  Industrial  Health  Committee  be 
accepted  and  published.  The  motion  was  seconded 
by  Doctor  Frank  Herhahn  and  carried. 

The  report  of  the  Maternal  and  Child  Health 
Committee  was  called  for  and  Dr.  R.  E.  Garling- 
house  stated  he  wanted  to  call  particular  attention 
to  suggestions  2 and  3 in  his  report.  General  discus- 
sion ensued  relative  to  the  proper  method  of  pay- 
ment of  old  age  assistance  bills  and  the  advisability 
of  changing  the  current  method. 

A motion  was  made  by  Dr.  W.  E.  Wright  that 
the  Council  go  on  record  as  recommending  to  the 
House  of  Delegates  that  direct  payment  of  old  age 
assistance  bills  be  made  to  the  doctors,  the  drug- 
gists and  the  hospitals.  The  motion  was  seconded 
by  Dr.  W.  C.  Kenner  and  the  motion  carried. 

A motion  was  made  by  Dr.  R.  E.  Harry  that  the 
Council  recommend  to  the  House  of  Delegates  that 
they  consider  the  matter  of  publishing  a list  of  all 
those  on  old  age  assistance  rolls.  The  motion  was 
seconded  by  Dr.  James  Kelly  and  carried. 

A motion  w'as  made  by  Dr.  W.  E.  Wright  that 
the  report  of  the  Maternal  and  Child  Health  Com- 
mittee be  accepted  and  published.  The  motion  was 
seconded  by  Dr.  Frank  Herhahn  and  carried. 

Dr.  R.  B.  Adams  made  the  announcement  that 
cocktails  and  dinner  would  be  served  at  12:30  in 
the  Lancaster  Room. 

A motion  was  made  by  Dr.  R.  R.  Brady  that  the 
report  of  the  Tuberculosis  Committee  be  accepted 
and  published.  The  motion  was  seconded  by  Dr.  R. 
E.  Harry  and  carried. 

The  report  of  the  Venereal  Disease  Committee 
was  called  for  and  Dr.  L.  W.  Lee  said  he  had  noth- 
ing further  to  report  than  that  printed'  in  the  bro- 
chure. 

A motion  was  made  by  Dr.  F.  M.  Bell  that  the 
report  be  accepted  and  published.  The  motion  was 
seconded  by  Dr.  W.  E.  Wright  and  carried. 

Report  of  the  Medicolegal  Committee  was  called 
for  and  Dr.  J.  D.  Bradley  read  his  report.  He  also 
asked  the  chair  to  call  on  Dr.  James  Kelly  to  give 
a short  resume  of  a case  which  had  been  settled 
under  protest. 

Mr.  M.  C.  Smith  asked  for  permission  of  the  floor 
and  suggested  that  the  chairman  of  the  Medicolegal 
Committee  should  prepare  a brief  on  this  case  and 
report  it  to  the  chairman  of  the  Board  of  Super- 
visors of  the  Colorado  State  Medical  Society  in  Den- 
ver. 
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A motion  was  made  by  Dr.  J.  C.  Waddell  that  the 
report  of  the  Medicolegal  Committee  be  accepted  and 
placed  on  file.  The  motion  was  seconded  by  Dr. 
A.  A.  Ashby  and  carried. 

Dr.  J.  D.  Bradley  asking  for  permission  of  the 
floor  of  Dr.  Palmer  Findley’s  interest  in  writing  a 
complete  history  of  medicine  in  Nebraska.  The  Ex- 
ecutive Committee  of  the  Omaha-Douglas  County 
Medical  Society  was  requested  to  check  the  matter 
to  see  if  the  Council  and  House  of  Delegates  of  the 
association  would  be  interested  enough  to  back  the 
enterprise.  Doctor  Findley  was  willing  to  be  Editor 
in  Chief  and  suggested  the  hiring  of  a secretary 
to  go  out  over  the  state  to  secure  the  material;  also 
suggested  that  we  sell  subscriptions  to  the  book 
on  the  basis  of  one  thousand  at  the  rate  of  $30.00 
per  doctor,  payable  over  a period  of  three  years, 
to  finance  the  project;  then  when  the  book  was  com- 
pleted each  subscriber  would  receive  a copy. 

General  discussion  followed  and  no  action  taken. 

Dr.  J.  D.  McCarthy  asked  for  permission  of  the 
floor  and  admonished  the  members  to  remember  that 
a physician  should  never  answer  a threat  of  a suit 
directly,  but  that  he  should  immediately  notify  his 
own  attorney  or  the  Medicolegal  Committee  of  the 
association. 

Dr.  Frank  Herhahn  made  the  suggestion  that  it 
might  be  well  to  have  a paper  on  the  subject  of 
medicolegal  matters  at  the  Annual  Session. 

Dr.  Harold  Morgan  made  the  announcement  that 
the  Lancaster  County  Medical  Society  and  the  Bar 
Association  were  having  a joint  meeting  on  March 
31,  1952,  which  would  cover  subjects  dealing  with 
medicolegal  problems  and  issued  an  invitation  to 
anyone  present  who  was  interested  to  attend  this 
meeting. 

The  report  of  the  Committee  on  Allied  Profes- 
sions was  called  for  and  Dr.  E.  W.  Hancock  stated 
there  was  no  report  for  the  committee. 

Dr.  A.  J.  Offerman  asked  for  permission  of  the 
floor  and  called  attention  to  the  new  income  tax 
ruling  effective  in  1952  relative  to  pro-rating  of 
doctor’s  fees.  He  stated  that  the  previous  policy 
of  the  internal  revenue  department  which  permit- 
ted two  or  more  doctors  to  pro-rate  a fee  in  ac- 
cordance with  the  amount  of  their  service  in  a case 
and  each  consider  their  share  as  personal  income 
has  been  changed.  Under  the  new  i-uling  the  entire 
fee  must  be  charged  to  the  physician  receiving  it. 
He  was  of  the  opinion  it  was  up  to  medicine  to  come 
up  with  some  proper  recommendation  or  some  proper 
method  so  that  we  can  go  to  the  internal  revenue 
department  and  say  this  is  not  fee-splitting  — this 
is  an  ethical  way  to  take  care  of  our  patients. 

General  discussion  by  Drs.  Bancroft,  Bradley,  Of- 
ferman, Peters  and  McGrath  followed. 

The  chair  called  for  a recess  for  cocktails  and 
dinner. 

The  meeting  was  again  called  to  ‘order  at  2 o’clock 
by  Chairman  Earl  Leininger. 

Dr.  J.  D.  McCarthy  was  given  permission  of  the 
floor  and  explained  to  the  group  how  the  American 
Medical  Association  was  studying  the  problem  this 
tax  regulation  had  imposed.  He  suggested  that  it 
would  certainly  be  helpful  if  our  own  Council  and 
House  of  Delegates,  if  they  had  anything  of  merit 
to  propose  would  send  in  a resolution  to  the  House 
of  Delegates  of  the  A.M.A. 


A motion  was  made  by  Dr.  James  Kelly  that  the 
matter  be  referred  to  the  Planning  Committee  for 
study  and  that  they  bring  in  a recommendation  to 
the  House  of  Delegates  in  May  which  could  receive 
immediate  action  at  that  time.  The  motion  was  sec- 
onded by  Dr.  R.  E.  Harry. 

General  discussion  followed  and  Dr.  James  Kelly 
said  with  the  consent  of  the  second  he  would  with- 
draw his  motion.  Dr.  R.  E.  Harry  agreed  to  the 
withdrawal. 

A motion  was  made  by  Dr.  James  Kelly  that  Dr. 
D.  B.  Steenburg  appoint  a committee  to  study  the 
matter  and  get  as  many  facts  as  possible  before 
the  House  of  Delegates  meets;  then  present  the  mat- 
ter in  some  concrete  fonn  to  the  House  of  Dele- 
gates. The  motion  was  seconded  by  Dr.  R.  E.  Harry 
and  carried. 

Doctor  Steenburg  appointed  the  following  commit- 
tee to  study  and  bring  the  matter  to  the  House  of 
Delegates  in  May: 

A.  J.  Offerman,  M.D.,  Omaha,  Chairman 
Roy  Whitham,  M.D.,  Lincoln 
G.  E.  Peters,  M.D.,  Randolph 

Committee  appointments  for  next  year  were  read 
by  Dr.  Harold  S.  Morgan,  President-Elect. 

A motion  was  made  by  Dr.  A.  A.  Ashby  that  the 
appointments  be  confii-med.  The  motion  was  second- 
ed by  Dr.  Wm.  McGrath  and  the  motion  carried. 

Recommendations  for  Life  Memberships  were 
read  for  the  following  physicians: 

Boone  County — ^J.  W.  B.  Smith,  M.D.,  Albion. 

Omaha-Douglas  County — Rodney  W.  Bliss,  M.D., 
Omaha;  Joseph  A.  Henske,  M.D.,  Omaha;  F.  M. 
Watke,  M.D.,  Omaha;  Chas.  A.  Owens  (Omaha), 
Santa  Monica,  California;  J.  M.  F.  Heumann,  M.D., 
Omaha. 

Lancaster  County — Delbert  J.  Bowman,  M.D.,  Lin- 
coln; R.  O.  Hummel,  M.D.,  Lincoln. 

Platte  County — W.  R.  Neumarker,  M.D.,  Colum- 
bus; C.  H.  Campbell,  M.D.,  Columbus;  C.  A.  Alien- 
burger,  M.D.,  Columbus. 

Dodge  County — Hamilton  N.  Morrow,  M.D.,  Fre- 
mont. 

General  discussion  followed  and  Dr.  Wm.  M.  Mc- 
Grath suggested  that  some  action  should  be  taken 
to  notify  the  local  society  of  the  requirements  neces- 
sary for  Life  Membership. 

Dr.  R.  B.  Adams  made  the  announcement  that  all 
of  the  requirements  were  in  the  Constitution  and  By- 
Laws — a copy  of  which  was  in  the  hands  of  all  sec- 
I'etaries  of  component  societies;  however,  it  was  his 
opinion  that  the  By-Laws  should  be  amended — and 
he  would  so  recommend — that  they  would  state 
the  membership  would  be  retroactive  to  the  time  the 
application  was  received,  or  at  the  time  the  doctor 
was  so  recommended  by  his  county  medical  society. 

A motion  was  made  by  Dr.  James  Kelly  that  the 
Committee  on  Constitution  and  By-Laws  draw  up 
an  amendment  to  the  By-Laws  which  would  make 
the  application  for  Life  Membership  effective  on 
the  date  of  the  approval  by  the  county  society;  also, 
that  the  By-Laws  be  so  amended  that  they  will  cover 
such  instances  as  financial  hardship,  etc.  The  mo- 
tion was  seconded  by  Di'.  R.  E.  Harry  and  carried. 
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The  Life  Memberships  were  then  considered  in- 
dividually. 

A motion  was  made  by  Dr.  R.  E.  Harry  that  the 
physicians  presented  by  the  Lancaster  County  Medi- 
cal Society  be  recommended  to  the  House  of  Dele- 
gates for  Life  Membership.  The  motion  was  sec- 
onded by  Dr.  Wm.  E.  Wright  and  carried. 

A motion  was  made  by  Dr.  W.  E.  Wright  that  the 
five  physicians  presented  by  the  Omaha-Douglas 
County  Medical  Society  be  recommended  to  the 
House  of  Delegates  for  Life  Membership  in  the  state 
association.  The  motion  was  seconded  by  Dr.  James 
Kelly  and  cairied. 

A motion  was  made  by  Dr.  R.  E.  Harry,  seconded 
by  Dr.  A.  A.  Ashby,  that  the  physicians  presented  by 
the  Platte  County  Medical  Society  be  recommended 
to  the  House  of  Delegates  for  Life  Membership  in 
the  association.  The  motion  carried. 

A motion  was  made  by  Dr.  W.  E.  Wright  that 
Dr.  J.  W.  B.  Smith,  presented  by  the  Boone  County 
Medical  Society,  be  recommended  to  the  House  of 
Delegates  for  Life  Membership.  The  motion  was 
seconded  by  Dr.  James  Kelly  and  carried. 

A motion  was  made  by  Dr.  James  Kelly  that  Dr. 
H.  N.  Morrow  of  Fremont,  presented  by  the  Dodge 
County  Medical  Society,  be  recommended  for  Life 
Membership  in  the  state  association.  The  motion 
was  seconded  by  Dr.  R.  R.  Brady  and  carried. 

Dr.  R.  T.  Van  Metre  asked  that  the  name  of  Dr. 
Harry  Benson,  Oakland,  for  Life  Membership  be  re- 
considered, stating  that  he  was  at  the  present  time 
very  ill  in  the  Immanuel  Hospital  in  Omaha. 

A motion  was  made  by  Dr.  W.  E.  Wright  that 
Dr.  Hariy  Benson  of  the  Burt  County  Medical  So- 
ciety be  recommended  to  the  House  of  Delegates  for 
Life  Membership  in  the  Nebraska  State  Medical  As- 
sociation. The  motion  was  seconded  by  Dr.  James 
Kelly  and  carried. 

Mr.  M.  C.  Smith  read  a communication,  which  con- 
tained several  resolutions,  from  the  Association  of 
American  Physicians  and  Surgeons,  Inc.  No  ac- 
tion was  taken. 

Mr.  Smith  again  called  the  attention  of  the  Coun- 
cil to  recommendation  No.  2 in  his  annual  report. 
General  discussion  followed  relative  to  method  of 
procedure  to  pursue  in  bringing  the  financial  struc- 
ture of  the  association  to  the  level  considered  sound 
in  business  practice. 

A motion  was  made  by  Dr.  W.  E.  Wright  that  this 
matter  be  referred  to  the  Board  of  Trustees  and 
that  they  draw  up  some  plan  for  recommendation 
to  the  House  of  Delegates.  The  motion  was  sec- 
onded by  Dr.  R.  E.  Harry  and  carried. 

Dr.  D.  B.  Steenburg  read  a report  of  the  meeting 
he  attended  in  Chicago  of  the  American  Medical 
Education  Foundation,  and  it  was  his  suggestion 
that  he  appoint  Dr.  Louis  McGuire  as  a committee 
of  one  to  organize  and  carry  out  the  promotion  of 
funds  for  this  organization. 

A motion  was  made  by  Dr.  James  Kelly  that  Dr. 
Steenburg  be  authorized  to  appoint  a committee  to 
carry  on  the  work  in  Nebraska  for  the  American 
Medical  Education  Foundation.  The  motion  was 
seconded  by  Dr.  R.  E.  Harry  and  carried. 

A motion  was  made  and  seconded  to  adjourn. 
The  motion  carried. 


REPORT  OF  SECRETARY-  TREASURER 

Again  1951  was  a prosperous  and  progressive 
year.  Much  progress  has  been  made  by  several 
of  our  standing  committees.  As  usual  many  of  our 
committees  have  been  active  — with  a fine  list  of 
accomplishments  — and  others  have  been  inactive. 
The  number  of  meetings  held  by  these  committees 
has  been  large  and  reports  of  the  work  done  has 
gone  to  all  of  our  members  through  the  mimeo- 
graphed copies  of  the  minutes  sent  to  the  officers, 
county  society  secretaries  and  committee  members. 
The  committees  which  have  done  good  work  this 
year  are  again  the  same  as  those  named  in  this  re- 
port one  year  ago;  thei’efore,  the  secretary  does  not 
deeme  it  necessary  to  name  them  again.  However, 
three  things  have  been  accomplished  this  year  which 
the  writer  thinks  should  be  mentioned. 

One  is  the  six  postgraduate  meetings  which  were 
held  in  December  in  six  different  cities  in  the  state. 
Four  prominent  out-of-state  guests  conducted  the 
meetings.  From  all  reports  that  came  into  the  head- 
quarters office,  these  meetings  were  well  attended 
and  the  insistence  has  come  from  many  sources  that 
these  meetings  be  held  regularly.  It  is  the  intention 
of  the  association  to  do  so.  These  meetings  were 
planned  and  carried  on  under  the  supervision  of  the 
Speakers  Bui’eau  Committee,  R.  0.  Garlinghouse, 
M.D.,  Chairman. 

The  second  outstanding  accomplishment  was 
made  by  the  Cerebral  Palsy  Committee  — L.  S. 
Campbell,  M.D.,  Chairman,  working  with  the  Board 
of  Control.  A cerebral  palsy  unit  has  been  created 
and  will  be  operated  in  the  state  Orthopedic  Hos- 
pital. This  unit  will  begin  to  function  in  the  near 
future. 

The  third  outstanding  work  of  the  year  came 
from  the  Rural  Medical  Seiwice  Committee,  E.  F. 
Leininger,  M.D.,  Chairman.  Definite  plans  have 
been  made  for  improving  lairal  health  conditions. 
A detailed  report  of  this  work  will  be  found  in  the 
report  of  the  committee. 

This  was  a legislative  year,  but  in  this  field 
things  were  much  quieter  than  usual.  However, 
coming  from  this  and  other  sources,  a need  for  the 
reorganization  of  the  state  Department  of  Health 
was  felt  and  the  Planning  Committee,  Floyd  L. 
Rogers,  M.D.,  Chairman,  is  now  working  on  this 
problem. 

The  Annual  Session  was  held  in  Omaha  at  the 
Hotel  Paxton.  The  registration  was  the  greatest 
in  our  history.  Guest  speakers  were  invited  from 
three  nationally  known  medical  schools;  namely 
Haiward  Mediqal  School,  Loyola  University  and  the 
University  of  Washington.  The  attendance  at  the 
general  sessions  was  much  better  than  in  former 
years,  and  the  secretary  is  of  the  opinion  that  the 
type  of  meeting  the  association  is  offering  is  becom- 
ing more  popular.  This  program  requires  a great 
amount  of  work  by  the  members  of  the  committee. 
During  the  Annual  Session  the  House  of  Delegates 
held  its  four  regular  meetings,  and  under  the  skill- 
ful direction  of  the  new  speaker.  Dr.  J.  D.  Bradley, 
accomplished  much  work  and  did  not  conflict  with 
the  general  sessions. 

One  thing  of  importance  which  must  be  men- 
tioned is  that  with  the  continual  expansion  of  the 
activities  of  the  association,  more  money  is  having 
to  be  spent  and  we  are  now  nearing  the  place 
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where  our  expenditures  equal  our  income.  This,  of 
course,  means  that  expansion  will  have  to  cease  and 
the  association  be  satisfied  with  what  is  being  done, 
or  more  income  will  have  to  be  provided.  If  the 
latter,  it  will  be  for  the  membership  to  detennine 
the  source. 

Again  it  is  thought  necessary  to  itemize  the  ex- 
penses in  the  budget  fund  captioned  “Exceptional 
Meetings  and/or  Travel”  and  this  is  as  follows: 


Speakers  Bureau  S 205.78 

Auxiliary  10.75 

Board  of  Trustees 27.50 

Industrial  Health  Committee 29.55 

Diabetes  Committee  43.40 

R.  B.  Adams.  M.D..  travel  expense 13.26 

Delegates^ — North  Central  Conference 140.58 

Public  Relation;: 

Visitations  $ 257.90 

Committee  176.40  434.30 


Coordination  Committee  Meeting 109.85 

Emergency  Medical  Service  Committee 135.00 

A.M.A. : 

Delegates  968.87 

Headquarters  Expense  1 391.74 

Editor  226.24  1.586.85 


Scientific  Assembly  Committee 51.15 

Council  on  Professional  Ethics 122.09 

Special  Committee — call  of  Dr.  Sheets 50.05 

Rural  Medical  Service  Committee 303.35 

Cerebral  Palsy  Committee 128.10 

Military  Affairs  Committee 91.30 

Council  - - 151.14 

Nebraska  Medical  Foundation 35.00 

Dues.  Conference  of  State  Medical  Associations 25.00 

Medical  Service  Committee 36.14 

Presdients  and  Secretaries  Conference 707.80 

Maternal  and  Child  Health  Committee 72.14 


TOTAL  $4,510.08 

The  auditor’s  report  follows.  It  seems  to  the  sec- 
retary that  the  report  is  detailed  enough  and  easily 
understandable  so  that  no  further  comment  will  be 
needed. 

Respectfully  submitted, 

R.  B.  ADAMS,  M.D., 
Secretary-Treasurer. 


AUDITOR’S  REPORT 

Lincoln,  Nebraska, 

February  5,  1952 

Nebraska  State  Medical  Association 

Lincoln,  Nebraska 

Gentlemen: 

We  have  examined  the  books  and  records  of  the 
Nebraska  State  Medical  Association  for  the  year 
1951,  and  submit  herewith  our  report.  Included  in 
the  report  are  the  following  exhibits  and  schedules: 
Exhibit  A — Analysis  of  Fund  Balances.  Jan- 
uary 1,  1951  to  December  31,  1951. 

Exhibit  B Statement  of  Receipts  and  Dis- 

bursements— Year,  1951. 

Schedule  B-1 — Statement  of  Receipts  and  Dis- 
bursements— Annual  Session — Year,  1951. 

Schedule  B-2 — Comparison  of  General  Ex- 
pense with  Budget — Year,  1951. 

Exhibit  C — Statement  of  Investments^ — Janu- 
ary 1,  1951  to  December  31,  1951. 

Exhibit  D — Journal  Accounts  Receivable  — 
December  31,  1951. 

EXHIBIT  A 

Exhibit  A is  the  analysis  of  fund  balances.  Dur- 
ing the  year  1951  there  was  an  increase  in  the 


balances  of  $1,507.35.  The  total  balance  on  De- 
cember 31,  1951,  was  $36,376.23,  and  was  repre- 
sented by  cash  in  the  National  Bank  of  Commerce, 
Lincoln,  Nebraska,  of  $9,752.02  and  investments  of 
$26,624.21. 

EXHIBIT  B 

The  details  of  the  changes  in  the  operating  fund 
cash  balance  are  shown  in  Exhibit  B.  In  this  state- 
ment the  incomes  and  expenses  have  been  divided 
into  classifications  of  general  items  and  journal 
transactions.  Under  the  heading  of  General  In- 
come the  principal  items  are  membership  dues  of 
$34,140.00  and  income  from  annual  session  of 
$5,389.00.  Interest  collected  from  U.S.  Savings 
Bonds  amounted  to  $400.62.  During  the  course  of 
our  examination  of  the  Savings  Bonds  it  was  found 
that  interest  due  during  the  year  in  the  amount  of 
$31.25  was  not  received.  This  matter  is  now  be- 
ing taken  up  with  the  U.S.  Government  Disburs- 
ing Office  by  the  Association. 

The  chief  item  of  income  from  the  journal  during 
the  year  was  advertising  of  $13,029.93.  Cash  re- 
ceived for  the  American  Medical  Association  dues 
of  $28,950.00  was  remitted  to  that  Association  as 
shown  under  other  disbursements  in  this  statement. 
Funds  in  the  amount  of  $2,500.00  were  received  from 
the  Cancer  Society  to  be  used  to  conduct  post- 
graduate courses.  Total  cash  received  during  the 
year  amounted  to  $85,120.83. 

In  addition  to  the  total  receipts  shown  $1,000.00 
was  received  from  the  Nebraska  Heart  Association 
for  postgraduate  meetings.  Of  this  amount  $735.78 
was  spent  on  the  postgraduate  meetings  and  the 
remaining  $264.22  was  to  be  returned  to  the  Ne- 
braska Heart  Association.  This  information  was 
found  in  the  minutes  of  the  Board  of  Trustees,  and 
the  receipt  and  expenditures  were  not  recorded  on 
the  books  of  the  Association. 

The  disbursements  of  the  Association  are  divided 
into  the  same  classifications  as  the  receipts.  The 
total  amount  of  general  dist>ursements  was  $33,- 
921.26.  A comparison  of  these  items  with  the 
budget  items  approved  for  1951  is  shown  in  Schedule 
B-2.  Journal  expenses  for  the  year  totaled  $16,- 
556.07,  and  other  disbursements  were  $33,411.28. 
This  amount  included  American  Medical  Association 
dues  of  $28,950.00,  expenses  for  postgraduate  courses 
for  the  Cancer  Society  $1,461.28,  and  $3,000.00  paid 
to  the  Nebraska  Medical  Foundation,  Incorporated, 
for  U.S.  Treasury  Bonds  of  the  Student  Loan  Fund 
purchased  in  1947.  The  total  disbursements  during 
the  year  were  $83,888.61.  The  excess  of  receipts 
over  disbursements  amounted  to  $1,232.22,  and  cash 
on  hand  at  the  close  of  the  year  was  $9,752.02. 

EXHIBIT  C 

The  changes  that  occurred  in  the  investment  ac- 
count during  the  year  are  shown  in  Exhibit  C.  The 
cost  value  of  the  investments  at  the  beginning  of  the 
year  was  $26,349.08.  During  the  year  there  was  a 
total  addition  in  investments  of  $275.13.  Dividend 
credits  in  building  and  loan  accounts  amounted  to 
$115.45.  The  increase  in  value  of  the  United  States 
Savings  Bonds  during  the  year  was  $158.68.  'The 
investments  included  United  States  Savings  Bonds, 
Series  G,  of  $3,000.00  purchased  during  the  year 
from  the  Student  Loan  Fund.  These  bonds  have  pre- 
viously been  included  in  the  total  investments.  The 
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total  value  of  the  investments  on  December  31, 
1951  was  $26,624.21. 

EXHIBIT  D 

Exhibit  D is  a list  of  the  journal  accounts  receiv- 
able. Our  examination  of  the  accounts  receivable 
record  indicated  that  the  greater  part  of  these  ac- 
counts are  amounts  receivable  for  advertising  during 
the  month  of  December,  1951.  This  record  also  in- 
dicated that  with  few  exceptions  these  accounts  are 
being  paid  currently.  As  the  Association  operates 
on  the  cash  basis,  these  items  are  not  taken  into  in- 
come until  cash  is  received. 

The  Student  Loan  Fund  has  been  turned  over  to 
the  Nebraska  Medical  Foundation,  Incorporated,  in 
accordance  with  action  taken  by  the  Board  of 
Trustees  of  the  Nebraska  State  Medical  Association. 

Mr.  M.  C.  Smith,  Executive  Secretary  of  the  As- 
sociation, has  in  his  possession  a fund  of  $100.00  to 
be  used  for  traveling  and  other  Association  ex- 
penses. This  fund  is  replenished  periodically  upon 
his  presentation  of  expense  reports,  and  is  not  car- 
ried on  the  books  of  the  Association  as  an  asset. 

There  are  additional  funds  of  $1,000.00  in  cash 
kept  in  the  Association’s  safety  deposit  box  at  the 
National  Bank  of  Commerce,  Lincoln,  Nebraska. 
This  amount  was  verified  by  actual  count  at  the 
time  of  the  examination  of  securities,  and  is  not 
set  up  on  the  books  as  an  asset.  The  purpose  of 
this  fund  is  to  defray  expenses  of  the  Association, 
and  to  date  none  of  it  has  been  used. 

All  receipts  for  the  year  were  traced  through  the 
books  and  into  the  bank  account.  In  addition,  test 
checks  were  made  of  letters  of  transmittal  tracing 
the  items  to  the  individual  members’  accounts.  An 
inspection  of  the  members’  unused  cards  in  connec- 
tion with  our  examination  of  the  receipts  indicated 
that  all  cards  issued  to  members  during  the  year 
were  accounted  for  on  the  books  of  the  Association. 
It  was  also  found  that  during  the  year  1951  cards 
were  issued  to  eighteen  military  members  and  forty- 
two  honorary  members,  for  which  no  dues  were  col- 
lected. 

Cancelled  checks  for  the  year  were  inspected  and 
compared  to  the  items  in  the  check  register.  In- 
voices and  creditors’  statements  were  examined 
covering  the  greater  portion  of  the  disbursements. 
Minutes  of  the  trustees’  meetings  during  the  year 
were  examined  in  regard  to  authorization  of  salaries, 
budgets  and  other  disbursements.  The  balances 
shown  as  cash  in  bank  were  confirmed  by  direct 
correspondence  with  the  depositories. 

Our  audit  also  included  an  inspection  of  securities 
owned  by  the  Association  at  the  close  of  the  year. 
Balances  in  savings  and  loan  accounts  were  con- 
firmed by  correspondence. 

Subject  to  the  foregoing  comments,  it  is  our 
opinion  that  the  attached  statements  present  fairly 
the  financial  position  of  the  Association  at  Decem- 
ber 31,  1952,  and  the  operations  for  the  year  then 
ended.  Should  any  additional  information  be  de- 
sired concerning  any  matters  falling  within  the  scope 
of  our  examination,  we  shall  be  pleased  to  supply  it 
upon  request. 

Respectfully, 

DANA  F.  COLE  AND  COMPANY 


EXHIBIT  A 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
ANALYSIS  OF  FUND  BALANCE 
January  1,  1951  to  December  31,  1951 


Total  Balance,  January  1,  1951 $34,868.88 

Represented  by : 

Cash — National  Bank  of  Commerce $ 8,519.80 

Investments — Exhibit  C 26,349.08 


$34,868.88 

Add: 

E.xcess  of  Receipts  over  Disbursements — 

Exhibit  B 1.232.22 

Net  Increase  in  Investments — Exhibit  C_  275.13  1,507.35 


Total  Balance,  December  31,  1951 $36,376.23 

Represented  by : 

Cash — National  Bank  of  Commerce $ 9,752.02 

Investments Exhibit  C 26,624.21 


$36,376.23 

EXHIBIT  B 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
Year  1951 

Cash  on  Hand.  January  1.  1951 $ 8,519.80 

Receipts : 

General : 

Membership  Dues  $34,140.00 

Interest  Collected  400.62 

Annual  ession.  Sch.  B-1 5,389.00 

A.M.A.  Membership  Expense 

Rebate 292.25 

Workmen’s  Compensation 

Court — Copies  Fee  Schedule  146.25 


Postage  and  Envelope  Rebate. 

23.53 

40,391.65 

Journal : 

Advertising  

. 13,029.93 

Subscriptions  _ - . 

247.50 

Copies  Sold 

1.75 

13.279.18 

Other  Receipts : 

A.M.A.  Dues 

. 28,950.00 

Cancer  Society — For  Post, 
grraduate  Courses 

2.500.00 

31,450.00 

TOTAL  RECEIPTS 

-$85,120.83 

Disbursements : 

General : 

Salaries  and  Social  Security 
Taxes  - - - 

$15,666.33 

Travel  _ _ - _ _ 

546.92 

Office  Expense: 

Rent  - - 

. 2,514.88 

Mimeograph  - _ - 

762.25 

Printing  ... 

. 1.101.65 

Postage 

. 1,311.98 

Telephone  and  Telegraph 

816.12 

Miscellaneous  - - 

501.74 

Councilor  Expense 

132.56 

Annual  Session  (Sch.  B-1) 

4.625.12 

Exceptional  Meetings  and/or 
Travel  _ — - 

. 4.510.08 

Audit  Expense  

210.00 

Medicolegal  

154.40 

Office  Equipment 

421.10 

President’s  Expense 

38.18 

Expendable  Supplies 

607.95 

33,921.26 

Journal : 

Salaries  

.$  4.440.00 

Dr.  Jahr — Salary,  Expenses — 

1,475.00 

Publication  Expense 

7,933.39 

Press  Clipping  Service-  _ _ 

180.94 

Color  - _ - 

1.905.74 

Tipping  and  Inserts 

340.88 

Cuts  _ - - 

268.62 

Single  Wrapping 

11.50 

16.556.07 

A.M.A.  Dues  

28,950.00 

Paid  Nebraska  Medical  Foun- 
dation, Inc.,  for  Bonds  Pur- 
chased in  1947 

Postgraduate  Courses  Ex- 
penses for  Cancer  Society. 


3,000.00 

1,461.28  33,411.28 


TOTAL  DISBURSEMENTS  $83,888.61 

EXCESS  OF  RECEIPTS  OVER  DISBURSEMENTS.. 


1.232.22 


Cash  on  Hand.  December  31.  1952 $ 9,752.02 

SCHEDULE  B-1 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
ANNUAL  SESSION 
Year  1951 


Receipts : 

Exhibits  $4,850.00 

Registration  Fees  35.00 

Fun  Night  Income 847.00 
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Banquet  

Sportsman’s  Dinner 

Miscellaneous  

Less  : Cash  Receipts  Used  in  Payment 
of  Expenses  


Disbursements : 

Printing 546.13 

Badges  35.16 

Sports  Day  54.50 

Exhibitors’  Cocktail  Party 270.10 

Booths  445.00 

Reporter 320.10 

Fun  Night  Expense 749.18 

Banquet  885.60 

President’s  Expense 102.98 

Guest  Speakers  1,802.31 

Auxiliary’ — Flowers  79.25 

Miscellaneous  504.31 


787.50 

20.00 

19.00  6,558.50 


. 1,169.50 
$5,389.00 


5.794.62 


Less  : Cash  Receipts  Used  in.  Payment 

of  Expenses  1.169.50  4,625.12 


EXCESS  OF  RECEIPTS  OVER  DISBURSEMENTS $ 763.88 


SCHEDULE  B-2 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
COMPARISON  OF  GENERAL  EXPENSE  WITH  BUDGET 
Year  1951 


Salaries  and  Social  Security 


Budget 


Actual  Unexpended 
Expense  Balance 


Taxes 

. .$16,000.00 

$15,666.33 

$ 

333.67 

Travel 

1.000.00 

546.92 

453.08 

Office  Expense: 

Rent 

2.515.00 

2.514.88 

.12 

Mimeograph 

800.00 

762.25 

37.75 

Printing 

1,110.00 

1.101.65 

8.35 

Postage 

1.315.00 

1.311.98 

3.02 

Telephone 

1.200.00 

816.12 

383.88 

Miscellaneous 

510.00 

501.74 

8.26 

Councilor  Expense 

200.00 

132.56 

67.44 

Annual  Session 

4.630.00 

4,625.12 

4.88 

9in  on 

210.00 

Medicolegal 

300.00 

154.40 

145.60 

2.50  00 

250.00 

Office  Equipment 

425.00 

421.10 

3.90 

President’s  Expense 

500.00 

38.18 

461.82 

Exceptional  Travel  and/or 

Meetings 

4.515.00 

4.510.08 

4.92 

Expendable  Supplies 

1.000.00 

607.95 

392.05 

.500  00 

500.00 

9 020  00 

2,920.00 

$39,900.00 

$33,921.26 

$ 

5.978.74 

EXHIBIT  C 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENTS 


January  1,  1951  to  December  31,  1951 

Total  Balance.  January  1,  1951 $26,349.08 

Consisting  of : 

Omaha  Loan  & Building  Assn. $1,911.06 

Nebraska  Central  Building  & Loan 

Association  1,047.64 

Conservative  Savings  & Loan  Assn. 1.580.21 

U.  S.  Treasury  Bonds  2ys% 4,500.00 

U.  S.  Savings  Bonds.  Series  F 
(Issue  Price  $4,458.50. 

Maturity  Value  $6.025.00) 5.149.17 

U.  S.  Savings  Bonds,  Series  G 12,100.00 

Postal  Savings  Bonds  (Issue 

Price  $50.00)  61.00 

Additions : $26,349.08 

Dividend  Credits  : 

Omaha  Loan  & Bldg.  Assn $ 48.04 

Nebraska  Central  Bldg.  & 

Loan  Assn. 31.66 

Conservative  Savings  & 

Loan  Assn.  35.75  115.45 


Increase  in  Value — U.  S.  Savings  Bonds: 

Total  Increment  Dec.  31.  1951«  849.35 

Total  Increment  Dec.  31.  1950-  690.67  158.68 

Interest  Accrued — Postal  Savings  : 

Interest  Accrued  Dec.  31,  1951_  12.00 

Interest  Accrued  Dec.  31,  1950_  11.00  1.00 


Total  Additions 


275.13 


Total  Balance.  December  31,  1951 $26,624.21 

Consists  of  : 

Omaha  Loan  & Bldg.  Assn. $ 1,959.10 

Nebraska  Central  Bldg.  & Loan  Assn 1,079.30 

Conservative  Savings  & Loan  Assn 1,615.96 

U.  S.  Treasury  Bonds,  2%% 4,500.00 

U.  S.  Savings  Bonds,  Series  F 
Issue  Price  $4,458.50, 

Maturity  Value  $6,025.00)  5.307.85 

U.  S.  Savings  Bonds,  Series  G 12,100.00 

Postal  Savings  Bonds  (Issue  Price  $50.00J 62.00 

$26,624.21 


EXHIBIT  D 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
JOURNAL  ACCOUNTS  RECEIVABLE 


December  31,  1951 

Classified  Ads  : 

Roland  T.  Smith $ 4,00 

Jack  Lough  17.25  $ 21.25 


Classified  Ad:  H.  J.  Phillip?  (paid  in  advance) 6.48 

Green  Gables  12.50 

Lincoln  Splint  and  Brace  Shop 3.25 

Midwest  (Orthopedic  Appliance  Co.  (turned  over 

to  Credit  Bureau) 99.00 

Paxton  Hotel  16.80 

State  Journal  Advertising  Bureau : 

Eli  Lilly  _• $ 73.20 

Parke  Davis 111.86 

Wander  Co.  23.46 

Camel  Cigarettes  23.46 

Wyeth,  Inc.  20.40 

Schering,  Inc.  50.49 

Ayerst,  McKenna  and  Harrison 20.40 

Abbott  Laboratories  24.00 

Merck  and  Company 20.40 

Upjohn  Company  50.49 

J.  Schmid  23.46 

Chas.  Pfizer  91.80 

S.  H.  Camp  Co 23.46 

Lederle  Laboratories 45.90 

Winthrop-Stearns  20.40 

G.  D.  Searle 52.70 

Medical  Protective  Co. 7.14 

Chicago  Medical  Society 17.34 

Ralph  Sanitorium  : 12.24 

Cook  County  Graduate  School 7.14 

Laboratory  of  Clinical  Pathology 7.14 

Quincy  X-Ray  Corporation 5.10 

Physicians  Optical  Co 4.80 

Physicians  Ca?ua’ty  Co. 8.40 

Seiler  Surgical  Co 4.80 

Neurological  Hospital  4.08 

Mead  Johnson  Co. 40.80 

Eli  Lilly — Insert  81.60 

E.  R.  Squibb  & Sons 20.40 

University  of  Kansas 13.22  910.08 


Wright-Dennison  Prescription  Pharmacy 22.80 


TOTAL,  December  31.  1951 $1,079.20 


REPORT  OF  EXECUTIVE  SECRETARY 

A critical  and  searching  review  of  the  activities 
of  your  association  for  the  past  year  with  a general 
summarization  of  accomplishments  reveals  a satis- 
fying advancement  for  the  cause  of  medicine  in  Ne- 
braska. Details  of  the  varied  committee  activities 
will  be  reported  by  the  chairmen.  However,  a con- 
densed report  of  activities  will  serve  to  point  out 
the  value  of  the  work  that  has  been  done  during  the 
past  year  by  the  officers  and  members. 

During  the  early  months  of  the  year,  while  the 
legislature  was  in  session,  the  Committee  on  Medical 
Service  gave  valuable  support  of  the  alumni  of  the 
University  of  Nebraska  College  of  Medicine  to  se- 
cure additional  funds  to  build  up  that  institution. 
Many  years  of  financial  neglect  has  placed  the  medi- 
cal school  in  a precarious  position.  The  work  of 
the  two  groups  brought  excellent  cooperation  from 
the  legislature  with  the  result  that  additional  funds 
have  been  provided  for  a building  program.  The 
momentum  gained  can  and  should  be  maintained  to 
establish  an  expanding  program  of  lasting  benefit. 
The  Committee  on  Medical  Service  was  also  success- 
ful in  securing  the  passage  of  a bill  raising  the  sal- 
ary of  the  Director  of  the  State  Department  of 
Health,  which  makes  it  possible  for  the  State  of  Ne- 
braska to  secure  the  seiwices  of  a well  qualified  in- 
dividual to  head  this  important  department  of  our 
state  government. 

The  Planning  Committee  has  been  assigned  the 
problem  of  reviewing  the  needs  of  the  State  De- 
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partment  of  Health  and  to  prepare  such  legislation 
as  appears  necessaiy  for  introduction  in  the  1953 
session  for  a complete  reorganization  of  this  de- 
partment. This  is  a two-year  project  and  the  com- 
mittee is  already  at  work  on  it. 

The  Public  Eelations  Committee  has  a major  ac- 
complishment in  presenting  radio  programs  which 
were  carried  by  fifteen  different  stations  during  the 
past  year.  These  programs  consisted  of  a series  of 
thirteen  weekly  broadcasts  and  a number  of  the 
stations  have  broadcast  two  or  more  of  the  series. 
Recognizing  the  fact  that  public  relations  are  most 
effective  on  a local  level,  the  committee  prepared  a 
pamphlet  of  public  relations  programs  for  county 
societies  which  was  sent  out  to  all  of  our  component 
societies. 

One  of  our  outstanding  achievements  for  the  year 
has  been  accomplished  by  the  Committee  on  Cerebral 
Palsy.  This  committee  provided  the  leadership  for 
the  establishment  of  a Cerebral  Palsy  Unit  in  the 
Orthopedic  Hospital  in  Lincoln.  An  appropriation 
of  $50,000  was  secured  from  the  legislature  for  this 
purpose,  and  through  the  fine  cooperation  of  the 
Board  of  Control,  the  final  details  for  the  activa- 
tion of  this  unit  are  now  in  the  process  of  being 
completed.  The  unit  should  be  in  actual  operation 
within  a short  time. 

Our  association  has  long  been  interested  ' in  dif- 
ferent types  of  postgraduate  education.  During  the 
past  year  the  Speakers  Bureau  Committee  planned 
a circuit  course  of  one-day  medical  meetings  with 
four  nationally  known  speakers  to  be  presented  in 
six  different  towns  in  the  state.  This  program  was 
presented  December  3-8,  1951,  in  a series  of  tow'ns 
that  covered  the  state.  The  response  to  these 
courses  has  been  enthusiastic  and  spontaneous  far 
beyond  the  expectations  of  your  committee.  Many 
fine  letters  of  comment  have  been  rceived  with  re- 
quests that  the  courses  be  repeated  regularly.  With- 
out question,  we  have  found  a method  of  continuing 
education  that  is  most  pleasing  to  our  members. 

Only  a few  of  the  newer  activities  of  the  past 
year  have  been  outlined.  The  fact  that  our  various 
committees  have  held  thirty-three  formal  meetings 
during  the  past  year  indicates  that  a majority  of 
the  committees  have  been  active  and  productive  of 
results.  It  might  be  interesting  to  note  that  to  carry 
on  the  work  of,  the  association  your  headquarters 
office  has  handled  a total  of  65,332  pieces  of  mail 
during  the  past  year.  The  incoming  mail  has  totaled 
9,180  pieces.  There  has  been  a total  of  56,152 
pieces  of  outgoing  mail.  Included  in  this  total  has 
been  123  bulk  mailings  which  consisted  of  commit- 
tee reports,  news  releases,  bulletins,  etc. 

RELOCATION  BUREAU 

Most  of  our  members  are  aware  that  your  asso- 
ciation has  been  operating  a relocation  bureau 
sine  1945,  but  few  are  acquainted  with  the  extent 
of  this  operation.  This  bureau  was  set  up  to  help 
locate  doctors  returning  from  World  War  II  in  towns 
needing  a physician  or  with  established  physicians. 
We  maintain  lists  of  towns  that  have  made  applica- 
tion for  a doctor.  A questionnaire  is  sent  to  the 
town  to  secure  detailed  information  about  the  de- 
sirability of  that  town  as  a location.  Copies  of 
these  questionnaires  are  mailed  to  doctors  looking 
for  a location.  Lists  are  also  maintained  of  estab- 
lished physicians  who  would  like  to  have  assistants 


or  associates.  These  are  also  referred  to  young  doc- 
tors who  are  looking  for  that  kind  of  location.  Ap- 
proximately 448  physicians  have  been  relocated  ih 
the  state  since  the  bureau  was  established;  61  of 
these  located  in  towns  of  less  than  1,000  population; 
123  located  in  towns  of  1,000  to  5,000  population; 
71  have  located  in  rural  towns  of  over  5,000  popula- 
tion. This  makes  a total  of  255  doctors  who  have 
located  in  the  rural  areas  since  1945.  Of  the  bal- 
ance, 78  have  located  in  Lincoln  and  115  in  Omaha. 
It  is  planned  to  continue  operation  of  this  bureau  as 
long  as  there  appears  to  be  a need  for  it. 

THE  NEBRASKA  STATE  MEDICAL 
JOURNAL 

The  journal  showed  a financial  loss  again  in 
1951  due  to  an  additional  10%  increase  in  cost  of 
production.  The  net  loss  for  1951  was  $281.89  as 
compared  with  a net  loss  of  $720.43  for  1950.  Total 
revenue  for  1951  amounted  to  $13,279.18  as  com- 
pared with  $12,664.08  for  1950.  The  Board  of 
Trustees  authorized  an  increase  in  the  allotment  of 
dues  per  member  credited  to  subscription  to  the 
journal  from  $1.50  to  $2.50  for  1951.  This  amount 
is  not  reflected  in  total  revenue  for  the  journal,  but 
is  merely  a bookkeeping  procedure  and  the  amount 
allotted  is  used  to  defray  publication  expenses.  Our 
high  standards  of  publication  have  been  maintained 
even  in  the  face  of  rising  costs.  The  journal  car- 
ried 32  additional  pages  in  1951  over  the  previous 
year.  Our  printers.  The  Huse  Publishing  Company, 
are  cognizant  of  our  difficulties  in  increased  costs, 
and  although  their  increased  costs  of  production 
would  indicate  a justification  for  an  additional  raise 
for  printing,  we  have  been  assured  that  this  will 
not  occur  in  1952.  Our  journal,  along  with  other 
state  journals,  has  attempted  to  absorb  rising  costs 
without  increasing  advertising  rates.  We  have 
not  raised  advertising  rates  since  1945  and  during 
that  time  our  costs  have  gone  up  about  45%.  How- 
ever, there  has  been  a general  revision  of  all  adver- 
tising rates  in  state  journals  beginning  January  1, 
1952.  We  have  raised  our  owm  rates  approximately 
45%  which  should  again  bring  our  income  and  ex- 
pense back  to  balance.  It  is  not  contemplated  that 
the  journal  should  make  any  considerable  profit, 
but  we  hope  to  continue  producing  as  fine  a journal 
as  possible  for  the  benefit  of  our  readers. 

MEMBERSHIP 

Following  are  the  usual  membership  tables,  giving 
the  state  of  membership  at  the  close  of  1951.  It 
might  be  interesting  to  point  out  that  the  member- 
ship of  1,200  for  1951  (twm  1951  memberships  paid  in 
January,  1952)  is  the  same  as  for  1950,  and  is  the 
highest  membership  the  association  has  attained 
since  1928.  The  highest  membership  which  the  as- 
sociation has  ever  had  occured  in  1926  with  1,220 
members.  The  all-time  low  since  1916  was  in  1933 
with  1,050  members.  Since  1933  we  have  had  a 
more  or  less  steady  grow'th  to  the  present  figure.  In 
this  connection  it  might  also  be  interesting  to  point 
out  that  the  1951  Annual  Session  recorded  a regis- 
tration of  802,  which  is  the  highest  in  the  histoi-y  of 
the  association.  These  tw'o  factors,  together  with 
the  reported  activities  of  the  various  committees, 
officers  and  m.embers,  indicate  a healthy  and  satis- 
factory grow'th  and  expanding  influence  of  your 
organization. 
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TABLE  NO.  1 


Members  deceased  19 

Non-Members  deceased  17  36 

Members  moved  out  of  state 53 

Non-Members  moved  out  of  state 6 59 

95 

New  physicians  in  state — membei*s 72 

Potential  members  51  123 

Net  Gain 28 

In  active  practice 1,376 

Retired  but  eligible 37 

Members — December  31.  1950 1.200 

December  31,  1951  (2  paid  in  Jan..  52) 1200 

TABLE  NO.  2 

Licensed  Physicians  (last  file  count — 

Bureau  of  Examining  Boards) 2.240 

Residing  out  of  state 769 

Members  (58  out  of  state) 1,200 

Non-eligible  36 

Retired  37 

Non-members,  eligible 187 

Unaccounted  for  (interns,  home  address,  etc.) 11  2,240 

TABLE  NO.  3 

Members : 

Active  1,071 

Life  34 

Service  18 

Out  of  state 58 

Deceased  (8  life)  19  1,200 


RECOMMENDATIONS 

No.  1 The  outstanding  battle  of  the  medical 
profession  against  socialization  has  brought  flat- 
tering results.  Because  of  these  results  it  is  easy 
to  assume  an  attitude  of  complacency.  However, 
there  are  many  signs  that  the  battle  is  not  over; 
in  fact,  it  has  only  started.  The  enemies  of  medi- 
cine have  not  relaxed  their  efforts  — they  are  mere- 
ly channeling  their  efforts  on  a different  and  di- 
versified front.  Since  we  are  aware  of  these  facts, 
it  is  the  duty  and  obligation  of  every  doctor  to 
renew  and  maintain  his  most  vigorous  efforts 
against  this  insidious  assault  against  our  American 
way  of  life.  Into  the  hands  of  the  medical  pro- 
fession has  been  placed  this  responsibility  of  de- 
fending the  front  line  of  battle  against  those  who 
would  destroy  our  liberties.  We  know  that  the  doc- 
tor is  the  closest  contact  to  the  homes  of  America. 
It  follows,  then,  that  here  is  our  important  battle 
line.  The  personal  relationships  of  the  doctor  and 
his  patient  assume  paramount  importance.  It  is 
my  recommendation  that  we  redouble  our  efforts  in 
the  field  of  personal  and  public  relations.  While 
we  have  obtained  a temporary  deferment  of  social- 
ization, we  have  not  won  a complete  victory  in  the 
minds  of  the  people.  We  hear  many  times  that  if 
socialized  medicine  comes,  it  will  be  the  fault  of 
the  medical  profession.  This  attitude  on  the  part 
of  many  of  our  people  must  be  changed.  Each  doc- 
tor in  his  own  office  and  with  his  own  patients 
must  meet  that  challenge  — or  our  battle  is  lost. 

No.  2.  Much  thought  and  discussion  has  been 
directed  towaixl  the  future  financing  of  the  Ne- 
braska State  Medical  Association.  It  is  considered 
sound  business  practice  for  an  organization  to  main- 
tain a minimum  of  reserve  equal  to  one  year  cost 
of  operation.  This  we  have  not  been  able  to  do 
since  the  advent  of  our  expanded  program.  The 
Board  of  Ti-ustees  has  experienced  some  difficulty 
in  maintaining  an  adequate  operating  budget  within 
the  income  of  the  association.  To  do  so  has  re- 
quired curtailment  of  some  worthy  projects.  The 
question  immediately  arises  as  to  what  the  member- 
ship expects  and  wants  the  association  to  do  for 
them.  There  are  many  things  which  the  individual 
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physician  can  do  better  for  himself,  but  there  are 
other  important  activities  which  can  be  carried  on 
more  efficiently  and  effectively  as  a group.  Indi- 
vidual contributions  to  the  Nebraska  Medical  Foun- 
dation have  been  most  disappointing.  This  worthy 
work  certainly  merits  wholehearted  support  of  every 
doctor  in  Nebraska.  A report  from  the  American 
Medical  Education  Foundation  indicates  that  indi- 
vidual contributions  from  Nebraska  doctors  have 
been  practically  zero,  while  the  two  medical  schools 
in  this  state  have  received  sizeable  contributions 
during  the  past  year  from  this  organization.  The 
problem  has  been  solved  in  some  states  by  annual 
assessments  in  addition  to  the  dues.  One  state  as- 
sociation solved  their  problem  by  placing  their  dues 
at  $100.00  per  year  for  several  years  until  they 
had  accumulated  an  imposing  reserve,  sufficient  to 
carry  on  such  group  projects  on  a unit  basis.  It 
might  even  be  a possibility  to  buy  liability  or  life 
insurance  on  a group  basis  at  a considerable  sav- 
ing to  the  individual.  In  addition,  dues  paid  into 
the  association  are  deductible  for  income  tax  pur- 
poses. A medical  association  in  a strong  financial 
situation  is  of  distinct  benefit  to  every  member.  It 
is  my  recommendation  that  this  problem  be  assigned 
to  the  Board  of  Trustees,  or  to  some  committee,  for 
careful  investigation  and  recommendations  to  the 
House  of  Delegates. 

Respectfully  submitted, 

M.  C.  SMITH, 
Executive-Secretary. 


REPORT  OF  BOARD  OF  TRUSTEES 

Earle  G.  Johnson,  M.D.,  Chairman,  Grand  Island ; G.  E. 
Peters,  M.D.,  Randolph  ; J.  E.  M.  Thomson,  M.D.,  Lincoln  ; Fay 
Smith,  M.D.,  Imperial  : R.  B.  Adams,  M.D.,  Lincoln. 

Four  regular  quarterly  meetings  of  the  Board  of 
Trustees,  as  designated  by  the  Constitution  and 
By-Laws,  were  held  during  1951.  There  appeared 
no  necessity  for  special  meetings.  All  members  of 
the  Board  of  Trustees  were  present  at  three  of  the 
meetings.  One  member  was  unavoidably  absent 
from  the  fourth  meeting. 

Dr.  Earle  Johnson,  Grand  Island,  was  elected 
Chairman  of  the  Board  of  Trustees  to  replace  Dr. 
D.  B.  Steenburg,  of  Aurora,  after  his  inauguration 
as  President  of  the  association.  Dr.  Fay  Smith, 
Imperial,  is  the  new  member  of  thg  board. 

FINANCIAL  REPORT 

The  auditor’s  report  is  available  in  the  handbook 
for  this  meeting  and  will  be  published  in  the  joumalr 
As  shown  by  this  report,  our  association  is  in  a 
good  financial  position.  We  operated  during  the 
past  year  well  within  our  budget.  Good  association 
management  recommends  tbat  an  amount  of  ap- 
proximately one  year  operating  cost  should  be  car- 
ried as  reserve.  We  have  not  been  able  to  build  our 
reserve  to  this  level  since  inauguration  of  the  ex- 
panded program,  but  we  hope  to  build  to  that  goal 
as  rapidly  as  available  funds  will  permit.  During 
the  past  year  your  board  authorized  purchase  of 
government  bonds  in  the  amount  of  $3,000,  which 
have  been  added  to  the  reserve.  At  the  present 
time  we  have  some  additional  funds  available  which 
will  be  added  to  reseiwe  during  the  year. 

The  board  has  considered  a change  of  policy  for 
our  investments.  For  a number  of  years  all  re- 
seiwe  investments  have  been  made  in  government 
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bonds.  Present  inflationary  trends  have  cheapened 
these  investments  to  a marked  degree  and  the 
interest  income  is  very  low.  The  decision  has  been 
reached  to  investigate  the  feasibility  of  spreading 
our  investments  over  a larger  field,  consistent  with 
safety,  to  increase  our  income  as  well  as  to  protect 
our  funds  against  inflation.  A committee  consist- 
ing of  Drs.  J.  E.  M.  Thomson,  G.  E.  Petei’S  and  D. 
B.  Steenburg  has  been  appointed  to  investigate  the 
investments  method  of  other  organizations,  tinst 
funds,  endowments,  etc.,  with  problems  similar  to 
our  own. 

BUDGET  FOR  1953 

Upon  motion,  the  following  budget  for  1953  is 
presented  to  the  Council  with  the  request  that  it  be 
recommended  to  the  House  of  Delegates; 


Salaries  and  Social  Security $17,000.00 

Travel  1,000.00 

Office : 

Rent  2,600.00 

Mimeograph  800.00 

Printing  1,000.00 

Postage  1,200.00 

Telephone  and  Telegraph 1,200.00 

Miscellaneous  500.00 

Council  Expense 200.00 

Annual  Session  5,000.00 

Exceptional  Meetings  and  Travel 3,500.00 

Audit  200.00 

Dues,  Share  to  Journal 3,000.00 

Medicolegal  500.00 

Attorneys  Fees  1,000.00 

Office  Equipment 200.00 

President’s  Expense 500.00 

Speakei*s  Bureau  500.00 

Expendable  Supplies  1,000.00 

Reappropriated  from  Unexpended  Balance 4,000.00 


TOTAL  $44,900.00 


A motion  was  also  made  and  seconded  that  the 

1952  budget  be  amended  to  correspond  with  the 

1953  budget.  The  motion  carried. 

Respectfully  submitted, 

EARLE  G.  JOHNSON,  M.D., 
Chairman. 


REPORT  OF  CARDIOVASCULAR 
COMMITTEE 

F.  W.  Niehaus,  M.D.,  Chairman,  Omaha;  Chester  Thompson, 
M.D.,  Omaha ; O.  A.  Kostal,  M.D.,  Hastings. 

I wish  to  report  the  following  activities  of  the 
Cardiovascular  Committee  of  the  Nebraska  State 
Medical  Association; 

1.  We  have  worked  in  close  association  with  the 
Nebraska  Heart  Association,  an  affiliate  of  the 
American  Heart  Association.  In  November  a letter 
was  sent  to  the  secretaries  of  all  counties  and  com- 
ponent medical  societies,  suggesting  that  they  co- 
operate with  the  Nebraska  Heart  Association  in 
their  campaign  in  February  1952  by  furnishing  in- 
formation regarding  this  organization  and  also  sug- 
gesting they  have  programs  featuring  heart  dis- 
ease as  the  theme  for  their  program  in  Febniary 
1952;  also  offering  further  assistance  in  arranging 
these  programs,  if  they  so  desire. 

2.  The  Febi-uary  issue  of  The  Nebraska  State 
Medical  Journal  will  be  devoted  to  the  Cardiovas- 
cular Committee. 

3.  We  participated  in  the  postgraduate  program 
sponsored  by  the  Speakers  Bureau  in  December 
1952,  and  assisted  in  procuring  $1,000  from  the  Ne- 
braska Heart  Asociation  to  undei’write  this  program. 

Respectfully  submitted, 

F.  W.  NIEHAUS,  M.D., 
Chairman. 


REPORT  OF  DELEGATE  TO  THE  NORTH 
CENTRAL  MEDICAL  CONFERENCE 

The  North  Central  Medical  Conference  was  held 
on  November  11,  1951,  at  the  Hotel  Raddison  in 
Minneapolis.  Interest  was  keen  in  the  program 
which  was  presented  and  comments  were  highly 
favorable  on  the  contributions  of  the  participants. 
Registration  totaled  about  100,  including  physicians, 
medical  personnel  from  North  Dakota,  South  Da- 
kota, Iowa,  Nebraska,  Wisconsin  and  Minnesota. 
Members  voted  the  increase  of  dues  of  each  state 
to  $100.00.  One  resolution,  which  may  be  of  some 
importance,  was  passed.  It  was  resolved  that  the 
North  Central  Medical  Conference  urge  the  mem- 
bers to  encourage  the  establishment  of  a permanent 
American  Medical  Association  office  in  Washing- 
ton, D.C. 

The  program  this  year  was  devoted  to  what 
might  be  called  public  relations.  Presentations  cov- 
ering the  subjects  of  public  relations,  personnel  in 
doctors  offices,  mutual  understanding  and  finances, 
doctors  responsibility  to  patients,  grievance  com- 
mittees, gro\vi;h  of  prepaid  medical  care,  interpreta- 
tion of  medical  care  costs  were  given. 

To  summarize  these  presentations  would  consume 
a great  deal  of  time.  I can  report  to  you  that  the 
Nebraska  State  Medical  Association  can  be  proud 
of  our  organization  and  I believe  that  we  are  well 
ahead  of  most  of  the  states  in  our  organization.  1 
am  referring  in  particular  to  the  activities  which 
have  been  undertaken  since  our  expanded  program 
was  put  into  operation.  The  Public  Relations  Com- 
mittee, the  Council  on  Professional  Ethics,  and  I 
believe  in  the  past  year  the  Speakers  Bureau,  have 
made  veiy  important  contributions  to  our  state  or- 
ganization and  to  the  welfare  of  the  doctors  in  Ne- 
braska. A meeting  such  as  this  serves  one  im- 
portant function  and  that  is  in  keeping  our  asso- 
ciation informed  in  regard  to  the  activities  and 
thinking  of  medical  groups  in  our  community. 

Respectfully  submitted, 

F.  L.  ROGERS,  M.D., 
Delegate,  North  Central 
Medical  Conference. 


REPORT  OF  PLANNING  COMMITTEE 

F.  L.  Rogers,  M.D.,  Chairman.  Lincoln  ; A.  J.  Offerman, 
M.D.,  Omaha;  A.  B.  Anderson,  M.D.,  Pawnee  City;  Morris 
Nielsen,  M.D.,  Blair;  Fay  Smith,  M.D.,  Imperial. 

The  Planning  Committee  was  requested  by  our 
president  to  give  consideration  to  two  matters  this 
year.  First;  Continuous  scientific  education.  Sec- 
ond; Study  and  make  recommendations  to  the  Coun- 
cil and  House  of  Delegates  relative  to  needed 
changes  in  the  State  Department  of  Health. 

The  question  of  continued  scientific  education  has 
been  considered  together  with  the  Speakers  Bureau. 
The  Speakers  Bureau  Committee  will  report  regard- 
ing the  several  meetings  which  were  held  through- 
out the  state  last  fall.  Our  committee  feels  that 
continued  scientific  education  should  have  a much 
broader  scope  than  meetings  such  as  this;  how- 
ever, we  heartily  approve  of  the  types  of  meetings 
which  were  held  and  hope  they  will  be  continued. 
We  believe  that  it  is  well  to  proceed  in  these  mat- 
ters in  an  orderly  fashion;  consequently,  we  are 
not  making  other  recommendations  conceming  con- 
tinued scientific  education  at  this  time,  but  we  be- 
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lieve  in  the  future  further  improvement  and  addi- 
tions should  be  made  in  order  that  our  membership 
will  have  a good  opportunity  to  have  continued 
scientific  education  in  our  state. 

Second,  as  to  the  Department  of  Health,  this 
question  has  been  given  a good  deal  of  considera- 
tion. We  have  had  meetings  with  representatives 
of  the  legislature,  Department  of  Health,  and  othei 
interested  groups.  I regret  that  we  can  not  give 
you  a very  lengthy  report  at  this  time  because  mosi 
of  our  activities  are  still  in  tbe  process  of  investi- 
gation. It  seems  there  is  a definite  need  for  a board 
of  health.  The  question  regarding  the  amount  of 
authority  which  such  a board  would  have  is  rathei 
difficult.  If  a board  was  given  almost  no  authority, 
it  would  be  possible  to  establish  a board  under  the 
present  state  constitution;  however,  if  the  board  is 
given  any  considerable  authority,  it  will  require  re- 
vision of  the  constitution.  At  the  present  time  we 
are  having  a study  made  so  that  we  will  have  ac- 
curate information  in  regard  to  this  question.  We 
will  have  this  completed  and  will  have  definite  rec- 
ommendations to  make  to  the  House  of  Delegates 
at  the  time  of  our  annual  meeting. 

Respectfully  submitted, 

F.  L.  ROGERS,  M.D., 
Chairman. 


REPORT  OF  VENEREAL  DISEASE 
COMMITTEE 

L.  W.  Lee.  M.D..  Chairman,  Omaha  ; O.  J.  Camei’on,  M.D., 
Omaha : John  Barthell,  M.D.,  Lincoln. 

Conceming  the  activities  of  the  Veneral  Disease 
Committee  of  the  Nebi’aska  State  Medical  Asso- 
ciation, the  main  project  has  been  the  sponsorship 
of  Dr.  Alfred  C.  Andersen’s  report  on  current  thera- 
py of  the  venereal  diseases.  The  Nebraska  State 
Medical  Journal,  Volume  36,  pages  122-125,  April, 
1951. 

By  some  urging  we  were  able  to  get  Doctor  An- 
dersen, who  heads  the  rapid  treatment  center  at  the 
Douglas  County  Hospital,  to  present  this  report 
containing  veiy  valuable  information  of  use  to  the 
general  practitioner.  He  is  now  in  the  process  of 
evaluating  five-year  follow-ups  on  syphilis  patients 
who  were  treated  with  penicillin.  Results  of  this 
study  may  be  available  in  the  near  future  and  would 
form  a very  interesting  presentation  for  The  Ne- 
braska State  Medical  Journal. 

Respectfully  submitted, 

L.  W.  LEE,  M.D., 

Chainnan. 


REPORT  OF  FRACTURE  COMMITTEE 

Werner  P.  Jensen,  M.D.,  Chairman,  Omaha  ; Stanley  Bach, 
M.D.,  Omaha  ; Fred  Webster,  M.D.,  Lincoln. 

On  September  10,  1951,  a list  of  the  Orthopaedists 
in  Omaha  and  Lincoln  was  forwarded  to  the  Chair- 
man of  the  Speakers  Bureau.  The  men  on  the  list 
all  were  available  for  talks  or  discussions  on  frac- 
ture or  orthopaedic  subjects  for  local  county  meet- 
ings. 

The  feasibility  of  having  a fracture  exhibit  at  the 
state  meeting  has  been  discussed  with  Dr.  Fred 
Webster  and  Dr.  Stanley  Bach.  An  exhibit  pat- 
temed  after  the  Fracture  Instmction  Exhibit  at  the 
national  meeting  has  been  suggested. 


No  problems  have  been  submitted  to  the  Fracture 
Committee,  and  there  are  no  further  recommenda- 
tions to  make. 

Respectfully  submitted, 
WERNER  P.  JENSEN,  M.D., 
Chairman. 


REPORT  OF  TUBERCULOSIS  COMMITTEE 

J.  Harry  Murphy,  M.D.,  Chairman,  Omaha  : Arthur  Ander- 
son. M.D.,  Lexinjrton  ; Earl  A.  Rogers.  M.D.,  Lincoln  ; Wm.  E. 
Nutzman.  M.D..  Kearney  : Max  Fleishman,  M.D.,  Omaha. 

The  Tuberculosis  Committee  reports  progress  and 
a winter  meeting  January,  1952. 

The  keynote  of  the  committee’s  program  for  the 
year  1951-52  has  been  “Education.”  Emphasis  is 
placed  on  the  need  for  stimulating  interest  in  and 
awareness  of  the  tuberculosis  problem.  Tuberculo- 
sis is  not  licked  yet! 

During  the  1950-51  session,  among  other  pro- 
posals was  an  urgent  recommendation  to  perfect  a 
state  Tnideau  Society  in  Nebraska.  We  are  glad 
to  report  that  this  has  been  accomplished.  A meet- 
ing was  held  in  1951  when  Doctor  Waring  of  Den- 
ver, Colorado,  addressed  the  group  and  a meeting 
is  planned  for  1952.  The  association  interest  in  this 
scientific  organization  is  urged. 

At  a recent  meeting  of  the  committee,  training  in 
tuberculosis  is  recommended  and  urged  for  medical 
and  nurse  training  students,  and  postgraduate  train- 
ing for  the  nursing  and  medical  profession. 

It  was  also  recommended  that  pre-school  exam- 
inations be  extended  in  additional  areas  over  the 
state  and  that  tuberculin  testing  be  included  as  a 
routine  in  the  examination.  Along  this  same  line, 
the  committee  reports  favorably  on  the  discussion 
on  routine  chest  x-rays  in  hospital  admissions. 

In  the  care  of  tuberculosis  the  committee  recog- 
nizes the  need  for  moi-e  hospital  beds.  A corollary 
to  this  is  also  seen  in  the  need  for  extended  train- 
ing for  professional  personnel.  Such  facilities  are 
available  about  which  information  may  be  obtained 
from  the  state  association,  or  the  Nebraska  Tuber- 
culosis Association. 

Respectfully  submitted, 

J.  HARRY  MURPHY,  M.D., 
Chairman. 


REPORT  OF  EMERGENCY  MEDICAL 
SERVICE  COMMITTEE 

John  J.  Freymann,  M.D..  Chairman,  Omaha ; Neil  J.  Everitt, 
M.D.,  Omaha : Robert  S.  Long,  M.D.,  Omaha ; Roy  Whitham, 
M.D.,  Lincoln  ; D.  W.  Kingsley,  M.D.,  Hastings ; J.  T.  Hanna, 
M.D..  Scottsbluff ; J.  P.  Redgwick,  M.D.,  Omaha. 

The  Emergency  Medical  Seiwice  Committee  has 
accomplished  very  little  during  the  past  year.  In 
justice  to  the  members  of  this  committee,  the  Chair- 
man wishes  to  make  it  clear  that  our  failure  to  at- 
tain any  of  our  objectives  was  due  to  circumstances 
which  were  entirely  beyond  our  control.  During 
1950,  this  committee  had  accomplished  a good  deal 
in  the  way  of  organization,  orientation  and  planning. 
It  was  felt  that  the  medical  profession  could  and 
should  take  the  lead  in  organizing,  educating  and 
training  the  laity,  as  well  as  doctors,  to  insure 
readiness  for  the  rendering  of  prompt  and  efficient 
relief  seiwices  in  the  event  of  a major  disaster. 

During  1950,  the  committee  had  placed  before 
the  Governor  a basic  Emergency  Medical  Service 
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Plan  for  inclusion  in  an  over-all  State  Civil  De- 
fense Plan  when  and  if  such  a plan  might  be  ini- 
tiated. Although  apparently  appreciative  of  the 
interest  and  initiative  of  our  state  medical  associa- 
tion, the  Governor  made  it  quite  clear  that,  in  the 
event  of  an  emeigency,  control  and  direction  of 
emergency  health  and  medical  services  would  be- 
come the  responsibility  of  a statutory  state  offi- 
cial— in  this  case,  the  State  Health  Officer. 

While  awaiting  action  at  the  State  Capitol,  our 
committee  had,  through  the  president  of  our  as- 
sociation, urged  the  presidents  of  all  component  so- 
cieties to  appoint  Emergency  Medical  Seiwice  Com- 
mittees and  to  be  ready  to  cooperate  with  local  Civil 
Defense  Directors  when  and  if  such  directors  might 
be  appointed  by  the  Governor. 

The  Governor’s  Civil  Defense  Advisory  Committee 
finally  came  into  being  late  in  1950.  A State  Direc- 
tor of  Civil  Defense  was  appointed  by  the  Gover- 
nor to  head  this  committee,  and  the  State  Health 
Officer  was  appointed  as  a member  of  the  commit- 
tee. However,  through  the  efforts  of  Doctor  Sheets, 
the  state  medical  association  secured  representation 
in  the  appointment  of  Dr.  Roy  Whitham,  a member 
of  the  Emergency  Medical  Service  Committee,  to 
the  Governor’s  advisory  group. 

The  State  Director  of  Civil  Defense,  Mi*.  Edwai’d 
Gillette,  and  the  Governor’s  Administrative  Assist- 
ant, Mr.  James  Pittinger,  attended  a meeting  of  our 
committee  during  January  1951.  Through  these 
gentlemen,  we  were  given  the  impression  that  care- 
ful and  comprehensive  civil  defense  planning  was 
getting  under  way  and  that  planning  and  organiza- 
tion for  the  rendering  of  emergency  health  and 
medical  services  would  thereafter  be  carried  on  un- 
der the  direction  of  Mr.  Gillette  and  his  organiza- 
tion. It  was,  therefore,  decided  at  that  meeting 
that  our  committee  could  do  nothing  more  until  a 
plan  would  be  set  up  by  the  Governor’s  Civil  Defense 
Advisory  Committee.  It  was  understood  that  our 
state  medical  association  would  be  called  upon  to 
assist  in  carrying  out  the  provisions  of  that  plan. 

When  we  failed  to  hear  anything  further  from 
the  State  Director  of  Civil  Defense,  our  committee 
met  again  on  June  24,  1951,  mainly  to  learn  what 
had  been  done  by  the  Civil  Defense  Advisory  Com- 
mittee in  the  way  of  emergency  medical  service 
planning,  and  to  be  advised  if  there  was  anything 
which  our  committee  might  do  to  expedite  comple- 
tion of  the  State  Civil  Defense  Program.  We  only 
received  assurance  that  civil  defense  planning  was 
progressing.  At  the  end  of  that  meeting  our  Presi- 
dent, Doctor  Steenburg,  concurred  in  the  opinion 
of  the  members  of  the  committee  that  there  was 
nothing  further  we  could  do  until  the  State  Civil 
Defense  Plan  would  be  completed. 

As  of  the  date  of  this  report,  the  Civil  Defense 
Plan  for  the  State  of  Nebraska  has  not  yet  been 
completed.  I have  recently  learned  that  that  sec- 
tion of  the  plan  which  I’elates  to  health  and  medical 
services  is  still  general  in  nature  and  that  detailed 
plans  for  the  various  professional  groups,  includ- 
ing physicians,  are  yet  to  be  developed.  It  is  under- 
stood, however,  that  hereafter  planning  for  health 
and  medical  services  will  proceed  more  rapidly  in 
view  of  the  assignment  of  Doctor  Douglas  Stanton, 
Assistant  State  Health  Director,  to  the  full-time  job 
of  preparing  detailed  plans  to  cover  the  medical 
aspects  of  civil  defense. 


The  President  and  the  members  of  the  Council 
ai-e,  I am  sure,  fully  cognizant  of  the  px'evailing 
apathy  and  sense  a complacency  in  the  face  of  a 
potential  disaster.  The  magnitude  of  such  a dis- 
aster is  far  beyond  the  comprehension  of  the  av- 
erage person.  That  this  is  the  prevailing  attitude 
throughout  the  country  was  the  impression  gained 
by  Dr.  Neil  Evei’itt  who  represented  our  state  medi- 
cal association  at  the  National  Civil  Defense  Con- 
ference in  Chicago  last  November. 

Many  states  and  cities  have  completed  plans  for 
civil  defense,  but  very  little  has  been  accomplished 
in  the  way  of  public  interest  and  training.  As  an 
example,  the  Omaha  Civil  Defense  Agency  com- 
pleted a comprehensive  Civil  Defense  Plan  last  April. 
A copy  of  the  Omaha  plan  in  an  8%  by  11-inch,  98- 
page,  nicely-bound  brochure  was  sent  to  me,  as 
Chairman  of  this  committee,  by  the  Council  on 
Emergency  Medical  Services  of  the  American  Medi- 
cal Association.  I am  sure  that  no  more  than  a vei'y 
small  number  of  Omaha  citizens  know  of  its  exist- 
ence. Dr.  George  Johnson,  Chairman  of  the  Emer- 
gency Medical  Seiwice  Committee  of  the  Omaha- 
Douglas  County  Medical  Society  infoi-med  me  as 
late  as  the  date  of  this  report  that,  so  far  as  he 
knows,  there  has  been  no  meeting  of  the  chairmen 
of  the  various  civil  defense  agencies  since  last  July. 
Physicians  in  Omaha  have,  during  the  past  year, 
received  notices  indicating  a hospital  or  other  sta- 
tion at  which  to  report  in  case  of  a general  emer- 
gency. There  is  no  indication  as  to  whether  any 
emergency  supplies  or  facilities  have  as  yet  been 
provided  for,  as  to  what  duties  a physician  might 
be  called  upon  to  assume,  or  in  what  group  or  team 
he  should  seiwe.  It  all  adds  up  to  no  organization 
and  no  training. 

Our  committee  feels  that  an  awareness  of  the  full 
implications  of  an  airborne  attack  or  of  organized 
sabotage  must  be  stimulated  through  education  of 
our  people.  It  is  incumbent  upon  those  who  are 
charged  with  the  responsibility  of  planning  and  or- 
ganizing for  civil  defense  not  only  to  turn  out  a 
Table  of  Organization  but  also  to  stimulate  general 
interest  and  to  secure  the  wholehearted  cooperation 
of  every  citizen  through  publicity  and  education. 

Respectfully  submitted, 

JOHN  J.  FREYMANN,  M.D., 

Chairman. 


REPORT  OF  COMMITTEE  ON  HOSPITAL 
AND  PROFESSIONAL  RELATIONS 

Howard  B.  Hunt.  M.D.,  Chairman,  Omaha  ; J.  Perry  Tollman, 
M.D.,  Omaha  ; K.  S.  J.  Hohlen.  M.D.,  Lincoln  ; Georgre  W.  Covey, 
M.D.,  Lincoln  ; Ralph  Luikart,  M.D.,  Omaha. 

The  difficulties  encountered  in  hospital  and  pro- 
fessional relations  appear  to  originate  in  three 
categories:  (1)  The  nation-wide  program  of  the 
American  Hospital  Association  to  extend  and  tight- 
en its  control  over  all  aspects  of  medical  practice 
in  hospitals  and  to  identify  such  practice  as  hos- 
pital seiwice  rather  than  medical  practice.  (2)  Will- 
ful surrender  of  responsibility  for  in-hospital  prac- 
tice by  members  of  the  medical  staff  of  hospitals  to 
hospital  administrators  due  to  a lack  of  discern- 
ment and  undei’Standing  as  to  the  ultimate  impli- 
cations of  this  transfer  of  control  and  authority. 
(3)  The  nonacceptance  of  full  responsibility  for 
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adequate  clinical  service,  consultation  and  detailed 
management  of  in-hospital  sei'vices  by  physicians  in 
the  fields  of  anesthesiology,  pathology  and  radi- 
ology. 

The  differentiation  between  hospital  services  and 
medical  practice  has  been  most  effectively  estab- 
lished in  Nebraska  by  the  Nebraska  Medical  Seiw- 
ice  under  the  leadership  of  Dr.  Arthur  Offennan. 
The  ambitions  of  the  Blue  Cross  Associated  Hos- 
pital Service  to  extend  its  domain  into  indemnifi- 
cation for  medical  and  surgical  services  gained  dan- 
gerous momentum  one  year  ago  under  encourage- 
ment from  the  doctors  who  were  members  of  the 
Board  of  Directors  of  Blue  Cross.  It  seems  desirable 
that  a joint  meeting  of  the  physician  members  of  the 
Board  of  Directors  of  Blue  Cross,  physician  mem- 
bers of  the  Board  of  Directors  of  Blue  Shield,  and 
the  liaison  committee  of  the  state  medical  asso- 
ciation meet  at  least  once  a year  for  promotion  of 
better  mutual  understanding  and  clarification  of 
the  relative  objectives  of  Blue  Cross  and  Blue 
Shield. 

It  is  understood  that  the  Hess  Committee  has  lost 
all  authority  in  dealing  with  faulty  hospital  and 
professional  relations.  It  is  the  opinion  of  our 
committee  that  in-hospital  medical  practice  can 
maintain  professional  standing  only  insofar  as  it  is 
supported  and  championed  by  the  local  medical 
staff.  Support  of  the  medical  staff  is  to  be  gained 
only  through  acceptance  of  full  responsibility  by  the 
in-hospital  physician  to  provide  professional  services 
of  good  quality  to  patients  and  staff  members. 

Your  committee  consulted  with  representatives 
from  the  hospital  administrators  and  from  the  Ne- 
braska Association  of  Pathologists  about  a direc- 
tive received  in  November  1951  sent  out  over  the 
signature  of  L.  O.  Vose  of  the  Department  of  Health, 
State  of  Nebraska.  This  directive  called  for  an 
agreement  by  the  hospitals  to  accept  evaluation 
specimens  in  serology,  uilnalysis,  hematology,  mi- 
crobiology, and  parasitology.  The  renewal  of  hos- 
pital licensure  was  stated  to  be  in  part  dependent 
upon  the  results  of  these  evaluation  tests.  Your 
committee  consulted  with  various  members  of  the 
Nebraska  State  Medical  Association  and  urged  the 
Nebraska  Association  of  Pathologists  to  assume 
the  position  that  the  evaluations  called  for  were  in 
effect  an  evaluation  of  the  practice  of  medicine  and 
could  not  be  constnied  to  be  a hospital  function. 
Accordingly,  the  Nebraska  Association  of  Patholo- 
gists requested  a legal  opinion  of  Mr.  Joseph  Bur- 
ger, acting  for  the  Nebraska  Methodist  Hospital  and 
for  the  pathologists.  He  conferred  with  representa- 
tives of  the  Department  of  Health  in  Lincoln.  He 
reported  that  the  projected  evaluation  program  was 
illegal  and  that  by  mutual  consent  the  entire  mat- 
ter was  dropped,  with  the  exception  of  the  already 
existing  prenatal  and  premarital  serology  program. 
The  importance  of  this  move  by  the  Department 
of  Health  should  not  be  considered  lightly  inas- 
much as  this  type  of  program  could  have  been  ex- 
tended to  other  branches  of  medicine  such  as  radi- 
ology, cardiology,  and  the  like.  In  this  manner  it 
is  possible  that  the  entire  Medical  Practice  Act 
could.be  jeopardized. 

Respectfully  submitted, 

HOWARD  B.  HUNT,  M.D., 

Chairman. 


COMMITTEE  ON  ADV  ISORY  TO  WOMAN’S 
AUXILIARY 

Burton  R.  Bancroft,  M.D.,  Chairman.  Kearney  ; R.  A.  Moser, 
M.D.,  Omaha  ; Charles  Way.  M.D.,  Wahoo. 

This  committee  has  not  been  called  upon  to  func- 
tion in  formal  meeting  but  inasmuch  as  no  report 
is  made  to  the  Council  on  auxiliary  activities  we 
shall  summarize  them: 

1.  Nurse  recioiitment  program  in  which  the  aux- 
iliary is  cooperating  with  the  state  nurses’  society. 
This  would  result  in  better  relationship  between  doc- 
tors and  nurses. 

2.  Civilian  defense  in  which  the  auxiliary  was  en- 
couraged by  the  medical  society  to  assume  leader- 
ship in  blood  procurement,  home  nursing,  first  aid 
and  so  forth. 

3.  Essay  contest;  the  subject  to  be  on  some  phase 
of  voluntary  medical  care. 

4.  Education  of  auxiliary  members  in  activities 
of  the  medical  society,  such  as  Nebraska  Medical 
Foundation,  Inc.,  Springdale  Camp  for  diabetic  chil- 
dren, crippled  children  programs,  cerebral  palsy, 
and  so  forth. 

Also  information  on  legislation  at  state  and  na- 
tional levels  enabling  members  to  intelligently  dis- 
cuss pending  health  measures. 

These  activities  are  of  immeasurable  value  in  pub- 
lic relations  and  this  committee  feels  that  the  aux- 
iliary is  to  be  commended  for  their  program  in 
behalf  of  the  society.  Every  member  of  the  society 
should  encourage  his  wife  to  become  a member  of 
the  auxiliary  and  to  take  part  in  their  excellent 
program. 

Respectfully  submitted, 

BURTON  R.  BANCROFT,  M.D., 
Chainnan. 


REPORT  OF  CANCER  COMMITTEE 

James  F.  Kelly.  M.D..  Chairman.  Omaha  ; J.  T.  McGreer, 
M.D.,  Lincoln ; Burton  R.  Bancroft,  M.D.,  Kearney. 

There  has  been  no  change  of  great  significance 
in  the  policy,  or  procedures,  of  the  Cancer  Commit- 
tee during  the  last  year.  The  Cancer  Drive  again 
collected  its  quota  and  from  some  of  the  money  re- 
maining in  the  state  it  was  possible  for  the  Cancer 
Society  to  carry  on  a very  effective  educational 
program. 

The  Cancer  Research  and  Educational  Society  con- 
tinued to  operate  Tumor  Clinics  throughout  the 
state  and  purchased  for  its  headquarters  a residen- 
tial property  at  42nd  and  Dodge  Streets  in  Omaha 
which  will  also  serve  as  the  headquarters  for  the 
Nebraska  Division  of  the  American  Cancer  Society 
and  this  is  a long  step  foi'ward  in  cancer  work  in 
this  state.  Both  the  medical  and  lay  headquarters 
are  now  under  one  roof  and  the  continued  coopera- 
tion of  each  group  with  the  other  in  attacking  the 
cancer  problem  is  assured. 

The  Cancer  Committee  feels  that  about  every- 
thing is  being  done  for  both  lay  and  professional 
education  in  the  State  of  Nebraska  that  the  avail- 
able budget  will  permit.  The  Nebraska  Division 
of  the  American  Cancer  Society  has  made  very 
definite  progress  in  organizing  its  lay  workers 
throughout  the  state  and  great  credit  must  be  given 
to  Mrs.  T.  L.  Houlton  and  Miss  Carol  Feurestein 
and  all  of  the  other  part-time  workers  for  bringing 
this  organization  to  a degree  of  cooperation  which 
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has  enabled  the  Nebraska  Division  of  the  American 
Cancer  Society  to  make  its  national  quota  during  the 
last  two  years. 

The  Nebraska  Division  of  the  American  Can- 
cer Society  also  contributed  $2,500.00  to  the  Ne- 
braska State  Medical  Association  to  defray  the  ex- 
penses of  the  speakers  on  cancer  who  took  part 
in  last  year’s  refresher  course.  This  series  of  six- 
day  lectures  in  various  parts  of  the  state  was  a 
very  fine  undertaking  and  supplemented  the  educa- 
tional program  on  cancer  carried  out  by  the  Ne- 
braska Cancer  Research  and  Educational  Society  in 
the  Tumor  Clinics. 

A grant  of  $1,268.00  from  the  Nebraska  Cancer 
Research  and  Educational  Society  was  allowed  to 
the  Nebraska  State  Dental  Association  for  a re- 
fresher course  under  the  chairmanship  of  Donald 
T.  Waggener,  D.D.S.  Doctor  Waggener  is  the  di- 
rector of  the  cancer  ti’aining  program  at  the  Univer- 
sity of  Nebraska,  College  of  Dentistry. 

To  facilitate  the  operation  of  the  Cancer  Re- 
search and  Educational  Society  it  was  incorporated 
during  the  year.  The  meeting  relative  to  the  ac- 
tions which  led  to  the  incorporation  was  held  on 
June  24,  1951,  at  the  Sharp  Building,  Lincoln,  Ne- 
braska. This  was  a joint  meeting  of  the  Cancer 
Committee  of  the  Nebraska  State  Medical  Associa- 
tion and  the  Board  of  Directors  of  the  Nebraska 
Cancer  Research  and  Educational  Society.  The 
Articles  of  Incorporation  which  had  already  been 
approved  by  the  Board  of  Directors  of  the  Nebras- 
ka Cancer  Research  and  Educational  Society  were 
then  approved  by  the  Cancer  Committee  and  the  of- 
ficers of  the  state  medical  association.  Those  pres- 
ent at  the  meeting  were:  Dr.  J.  T.  McGreer,  Lincoln; 
Dr.  B.  R.  Bancroft,  Kearney;  Dr.  James  F.  Kelly, 
Dr.  John  R.  Schenken,  Dr.  Howard  B.  Hunt,  from 
Omaha;  Dr.  A.  J.  Schwedhelm,  Norfolk;  Dr.  E.  A. 
Rogers,  Acting  Director  of  the  State  Department 
of  Health,  Lincoln;  Mr.  Joseph  Burger,  legal  ad- 
visor, Omaha:  Dr.  D.  B.  Steenburg,  President  of  the 
Nebraska  State  Medical  Association,  Aurora;  Dr. 
H.  S.  Morgan,  President-Elect  of  the  Nebraska  State 
Medical  Association,  Lincoln;  and  Sidney  Bradley, 
Executive  Assistant,  Nebraska  State  Medical  Asso- 
ciation, Lincoln. 

A grant  of  $5,000  was  again  donated  by  the  Ne- 
braska Division  of  the  American  Cancer  Society  to 
each  medical  school  for  use  in  cancer. 

A policy  committee  was  appointed  from  the  Ne- 
braska Cancer  Research  and  Educational  Society 
to  make  suggestions  on  what  could  be  done  in  ad- 
dition to  what  has  been  done  in  the  past  few  years. 
Dr.  Hunt  appointed  the  following  men:  Drs.  J.  T. 
McGreeer,  Harold  S.  Morgan,  E.  A.  Rogers,  and  Bui’- 
ton  Bancroft,  Chairman.  This  committee  suggested 
that  more  time  be  given  to  cancer  on  the  program 
of  the  annual  meeting  of  the  state  medical  asso- 
ciation. They  were  also  in  favor  of  continuing  the 
refresher  courses  which  were  started  in  1951. 

The  Cancer  Committee  wishes  to  thank  the  other 
officers  and  committees  of  the  association  for  their 
cooperation  and  aid  during  the  past  year. 

SUPPLEMENTARY  REPORT  OF  THE  CANCER 
COMMITTEE  UNITED  FUND  DRIVE 

As  you  are  all  aware  there  has  been  considerable 
pressure  in  the  larger  centers  of  population  where 
Community  Chests  exist  to  force  all  the  medical 


drives  such  as  tuberculosis,  polio.  Red  Cross,  cancer’, 
diabetes,  heart,  etc.,  into  the  Community  Chest  in- 
stead of  having  several  independent  drives  during 
the  year  as  is  now  the  custom.  Inasmuch  as  the 
medical  drives  are  not  for  charitable  purposes  we 
have  hesitated  to  join  the  Community  Chest  but  an 
alternate  plan  is  proposed  whereby  all  the  medical 
and  health  organizations  could  go  together  and  have 
one  drive  each  year  with  a pre-agreed  arrangement 
whereby  the  amount  collected  could  be  distributed 
to  the  different  medical  and  health  groups.  In  ad- 
dition to  this  single  drive,  the  various  organizations 
would  retain  their  former  period  for  educational 
purposes  at  which  time,  though  no  formal  drive 
would  be  launched,  permission  to  collect  additional 
funds  would  be  understood.  The  funds  collected  at 
this  time  also  to  go  to  the  general  fund. 

The  most  valued  part  of  these  programs  is  what 
they  put  out  in  an  educational  way,  and  if  joining 
in  this  single  drive  would  eliminate  the  educa- 
tional feature  of  the  organization’s  work,  it  would 
defeat  the  purpose  of  the  organization  and  this  elim- 
ination, or  weakening,  of  the  educational  feature  of 
the  organization’s  work  could  not  be  considered. 

I think  this  matter  should  be  considered  by  this 
Council,  by  the  Board  of  Trustees,  and  finally  by 
the  House  of  Delegates,  so  that  whatever  action  is 
taken  can  be  taken  after  proper  consideration  of  the 
entire  society.  The  problem  before  the  entire  so- 
ciety seems  to  call  for  consideration  of  the  follow- 
ing questions: 

Shall  this  drive  be  in  conjunction  with  the 
Community  Chest,  or  stay  out  of  the  Community 
Chest  ? 

Shall  these  drives  be  at  various  times  of  the 
year  and  for  each  medical  and  health  activity, 
or  shall  they  be  consolidated  into  one  drive  for 
health  and  medical  activities  only? 

If  the  latter  plan  is  decided  upon,  who  shall  de- 
cide what  medical  and  health  activities  are  eligible 
to  become  a partner  in  tbis  drive  and  how  would 
the  funds  be  allocated  to  the  various  organizations? 

The  multiplicity  of  drives  must  be  annoying  to 
the  people  in  the  smaller  centers  as  well  as  in  the 
larger  centers,  and  if  given  a chance  to  consider, 
might  also  be  anxious  to  join  a single  state-wide 
drive  each  year  to  support  various  health  and  medi- 
cal activities.  This  drive  would  be  a separate  drive 
for  a given  purpose  and  evei*yone  who  contributed 
would  know  he  was  contributing  to  medical  and 
health  groups  and  there  would  be  no  mixture  of 
charitable,  semi-charitable  and  plain  parasitic  or- 
ganizations dividing  that  money.  As  it  stands  now 
for  the  health  and  medical  activities  to  join  the 
Red  Cross  means  that  group  which  should  be  on  a 
voluntai-y  “give”  basis  are  taking  part  under  the 
auspices  of  a drive  which  should  be  a “must  give” 
drive  in  every  community;  namely,  the  Community 
Chest. 

The  Omaha  Public  Affairs  Committee  are  to  have 
the  Omaha-Douglas  County  Medical  Society  con- 
sider this  problem  and  it  might  be  well  for  the  en- 
tire state  to  also  consider  it  during  the  same  time. 
Nothing  can  be  done  this  year,  but  if  some  recom- 
mendations are  made  or  a plan  developed,  it  might 
be  attempted  next  year. 

We  in  the  medical  profession  must  attempt  to 
hold  our  various  programs  on  a high  educational 


128 


REPORTS 


Nebr.  S.  M.  Jour. 
April.  1952 


basis  and  see  that  no  plan  to  disrupt  them  is  al- 
lowed to  succeed.  The  health  and  medical  activities 
are  on  a truly  free  enterprise  basis  and  if  these 
health  and  medical  activities  were  allowed  to  die, 
the  federal  authorities  would  immediately  step  in  to 
supplant  them  with  our  money  after  it  has  gone 
through  various  hands  in  Washington.  Our  present 
system  is  much  more  economical  and  efficient,  but 
if  there  is  a better  way  of  doing  the  same  work 
at  the  state  level,  we  should  see  that  it  is  carried 
out. 

Respectfully  submitted, 

JAMES  F.  KELLY,  M.D., 
Chairman. 


EDITOR’S  REPORT 

The  journal  during  1951  has  seen  no  remarkable 
changes.  The  flow  of  material  has  been  steady  and 
of  excellent  quality.  There  has  been  no  change  in 
the  format  or  in  the  general  context  through  the 
past  year. 

Following  the  November  meeting  of  the  editors 
of  state  medical  journals  in  Chicago,  some  changes 
have  been  planned  following  a recent  conference  be- 
tween the  editor  and  the  office  of  the.  association. 
However,  early  in  January,  the  editor  was  caught 
with  a i-ather  severe  hypertension  and  it  was  neces- 
sary to  send  in  his  resignation  before  those  changes 
were  put  into  effect.  It  is  felt  that  with  the  ap- 
pointment of  a new  editor,  many  of  those  changes 
will  be  brought  about. 

It  should  be  I’ecorded  that  our  Executive  Secre- 
tary, Mr.  M.  C.  Smith,  has  done  himself  proud  in 
participating  at  a panel  on  business  managemeni 
of  state  journals  at  the  recent  conference  in  Chicaga 

Respectfully  submitted, 

HERMAN  M.  JAHR,  M.D., 
Editor. 


REPORT  OF  DIABETES  COMMITTEE 

M.  Margolin,  M.D.,  Chairman,  Omaha  : F.  L.  Rogers,  M.D., 
Lincoln  ; Ben  Slutzky.  M.D..  Omaha  : C.  R.  Hankins,  M.D., 
Omaha : Maurice  Pepper.  M.D..  Omaha  ; S.  N.  Rathbun,  M.D., 
Beatrice.  • 

Your  committee  has  followed  the  program  recom- 
mended to  you  at  the  last  mid-winter  meeting  of  the 
Council;  i.e.,  free  urine  testing  during  National 
Diabetes  Week — November  11-17,  1951 — with  a di- 
rect patient-doctor  relationship  in  all  cases,  with 
exceptions  in  Lancaster  and  Gage  Counties.  These 
latter  counties  requested  and  received  permission 
to  carry  on  diabetes  detection  suiweys  through  the 
use  of  central  laboratories,  the  specimens  being  col- 
lected in  drug  stores,  with  the  cooperation  of  the 
Nebraska  Pharmaceutical  Association.  The  general 
plan  Included  circularization  of  members  of  our  As- 
sociation, asking  them  to  cooperate  in  making  free 
tests  available  to  those  of  their  patients  requesting 
it  during  the  week.  Publicity  w a s resorted  to 
through  newspapers  and  radio  broadcasts  on  tbe  lay 
level,  and  through  editorials  and  other  articles  in 
The  Nebraska  State  Medical  Journal  for  profes- 
sional stimulation.  The  Speakers  Bureau  again  gave 
its  cooperation  in  offering  speakers  to  our  com- 
ponent medical  societies  on  request.  The  results 
of  this  year’s  drive  are  as  follows: 


No.  of 
Question- 

naires 

No.  of 

No.  of 

Lancaster  County — 

Returned 

Tests 

Positives 

F.  L.  Rogers,  M.D.,  Chairman 

Gage  County — 

- — 

350 

6 

S.  N.  Rathbun,  M.D.,  Chairman 



508 

4 

Balance  of  State 

139 

4.557 

199 

TOTALS 

5,415 

209 

Out  of  the  209  positive  urines  from  the  tests, 
53  were  discovered  among  patients  previously  un- 
known to  have  diabetes.  These  were  requested  to 
have  follow-up  tests  made  and  many  of  them  agreed 
to  undergo  such  procedures. 

The  figures  given  herein  are  deficient  in  compari- 
son to  the  1950  Diabetes  Drive,  which  produced 
about  250  reports  from  doctors  with  8,619  tests  re- 
sulting in  92  positives  previously  unknown.  How- 
ever, the  full  figures  last  year  were  not  made  avail- 
able to  us  until  considerably  later  than  the  date  of 
the  reports  submitted  to  the  Council.  Our  commit- 
tee recommends  the  continuance  and  extension  of 
the  program  during  the  coming  year,  with  increasing 
stress  on  the  publicity  used  to  obtain  larger  interest 
from  lay  groups.  It  also  recommends  the  further  ex- 
ploration of  the  experiments  as  these  were  carried 
on  in  Lancaster  and  Gage  Counties. 

In  conclusion,  the  committee  takes  this  oppor- 
tunity to  express  its  gratitude  to  the  Speakers  Bu- 
reau and  to  The  Nebraska  State  Medical  Journal  for 
their  cooperation  in  our  program  of  publicity.  It 
also  wishes  to  thank  the  Nebraska  pharmaceutical 
Association  for  its  cooperation  and  to  individual  drug 
stores  throughout  the  state  who  have  aided  us  in  our 
drive.  Special  mention  should  be  made  of  the  ex- 
cellent efforts  of  the  Lancaster  and  Gage  Counties 
and  the  Chairmen  of  their  Diabetes  Committees, 
Doctors  Rogers  and  Rathbun.  We  also  wish  to 
express  our  thanks  to  the  headquarters  staff  for 
the  detailed  work  which  made  our  fine  accomplish- 
ments possible. 

Respectfully  submitted, 

M.  MARGOLIN,  M.D., 
Chairman. 


REPORT  OF  CEREBRAL  PALSY 
COMMITTEE 

L.  S.  Campbell,  M.D..  Chairman,  Omaha  : John  M.  Thomas, 
M.D.,  Omaha  : Fred  C.  Ferciot.  M.D.,  Lincoln  : L.  J.  Gogela, 
M.D..  Lincoln  : S.  L.  Wblters,  M.D.,  Lincoln. 

The  Cerebral  Palsy  Committee  of  the  state  asso- 
ciation has  held  five  regularly  scheduled  meetings 
during  1951.  Two  of  these  meetings  were  attend- 
ed by  members  of  tbe  state  Board  of  Control;  i.e., 
Mrs.  Mary  Prince,  Chairman,  Mr.  William  Diers 
and  Mr.  Thomas  Drdla.  The  committee’s  primai'y 
efforts  this  year  have  been  directed  toward  financing 
and  organizing  a Cerebral  Palsy  Unit  in  the  Ortho- 
pedic Hospital  at  Lincoln.  At  this  point,  I should 
like  to  commend  Mr.  Merrill  C.  Smith  for  the  part 
he  played  in  obtaining  from  the  legislature  an  ap- 
propriation of  fifty  thousand  dollars  for  the  next 
biennium  for  the  operation  of  this  unit. 

This  committee  was  asked  by  the  State  Board  of 
Control  to  act  in  an  advisory  capacity  regarding  the 
operation  of  such  a unit  and  this  the  committee  has 
consented  to  do. 

A complete  operational  plan  of  procedure  was 
drawn  up  by  the  committee  for  this  pi’oposed  unit 
and  presented  to  the  Board  of  Control  for  their 
approval. 
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It  has  also  been  this  committee’s  feeling  that  the 
unit  should  be  under  the  direct  supei-vision  of  one 
appointed  staff  member,  who  in  turn  is  to  be  given 
an  assistant  of  his  own  choosing.  The  committee 
unanimously  recommended  Dr.  John  M.  Thomas  of 
Omaha  to  the  Board  of  Control  for  this  director- 
ship. 

I should  like  also  at  this  time  to  thank  othel 
members  of  the  committee  and  the  officers  of  the 
state  association  for  their  fine  spirit  of  interest  and 
cooperation. 

Respectfully  submitted, 

L.  S.  CAMPBELL,  M.D., 
Chairman. 


REPORT  OF  MATERNAL  AND  CHILD 
HEALTH  COMMITTEE 

R.  E.  Garlinghouse,  M.D..  Chairman,  Lincoln  ; Leon  Mc- 
Googan,  M.D..  Omaha ; R.  W.  Homan,  M.D.,  Crete. 

The  Matei’nal  and  Child  Health  Committee  is  com- 
posed of  the  members  listed  above,  and  in  addition, 
Dr.  Wayne  Waddell,  Beatrice,  and  Dr.  Floyd  L. 
Rogers,  Lincoln,  are  acting  in  an  advisory  capacity 
to  this  committee. 

During  the  current  year  the  Matemal  and  Child 
Health  Committee  has  had  three  meetings.  The 
first  two  meetings  were  held  in  conjunction  with 
the  State  Board  of  Control  and  the  State  Depart- 
ment of  Assistance.  The  Idst  meeting  was  held  in 
conjunction  with  representatives  of  the  Nebraska 
Pharmaceutical  Association. 

The  two  meetings  held  with  the  Board  of  Control 
and  Department  of  Assistance  were  held  on  March 
28,  1951,  and  June  11,  1951.  Both  of  these  meetings 
were  primarily  for  the  purpose  of  discussing  health 
costs  in  the  State  Department  of  Assistance,  par- 
ticularly the  rising  cost  of  drugs  to  old  age  assist- 
ance. These  drug  costs  were  discussed  in  the  re- 
port of  your  committee  to  the  state  medical  asso- 
ciation at  the  1951  Annual  Session  in  Omaha.  This 
report  was  subsequently  published  in  The  Nebraska 
State  Medical  Journal. 

At  the  June  meeting  another  pertinent  point  was 
discussed.  This  concerned  direct  payment  of  fees 
to  the  doctor  in  old  age  assistance  cases.  At  pres- 
ent, if  the  fee,  plus  the  grant  to  the  old  age  recipi- 
ent, is  under  the  ceiling  of  $55.00,  then  the  payment 
is  made  directly  to  the  old  age  recipient  and  the 
old  age  recipient  is  wholly  responsible  for  paying 
the  fee  to  the  doctor.  If  the  fee  and  grant  exceeds 
the  ceiling  of  $55.00,  then  a joint  check  to  the  re- 
cipient and  the  doctor  is  made.  Obviously,  in  the 
first  case  the  doctor  occasionally  does  not  receive 
his  fee.  Up  to  the  present,  the  Nebraska  State 
Medical  Association  has  not  favored  direct  payment 
to  the  doctor  on  the  theory  that  such  payment  jeop- 
ardizes the  doctor-patient  relationship. 

On  September  26,  1951,  the  Maternal  and  Child 
Health  Committee  held  a meeting  with  representa- 
tives of  the  Nebraska  Pharmaceutical  Association. 
This  meeting  was  the  first  step  in  the  establish- 
ment of  a formulary  which  was  authorized  by  the 
House  of  Delegates  of  the  Nebraska  State  Medical 
Association.  At  this  meeting  a motion  was  made, 
seconded  and  carried  for  the  chairman  to  appoint 
a sub-committee  to  study  and  submit  a formulary 
to  the  Maternal  and  Child  Health  Committee.  This 
sub-committee  was  duly  appointed  by  the  chairman 


and  consists  of  the  following  members:  Dr.  F.  W. 
Niehaus,  Omaha,  Chairman;  Dr.  Earle  Johnson, 
Grand  Island;  Di-.  A.  R.  Mclntire,  University  of 
Nebraska  College  of  Medicine,  Department  of 
Pharmacology;  Mr.  Patrick  J.  Connor,  Omaha, 
President  of  the  Nebraska  Pharmaceutical  Associa- 
tion; and  Mr.  W.  E.  Shainholtz,  Omaha,  phamiacist. 

This  sub-committee  is  at  present  in  the  pi’ocess 
of  studying  a formulary  for  adoption  by  the  Ne- 
braska State  Medical  Association.  Their  report  has 
not  yet  reached  the  committee.  It  is  hoped  that  a 
supplementary  report  may  be  given  at  the  time  of 
the  annual  meeting  of  the  Council. 

The  Maternal  and  Child  Health  Committee  has 
also  during  the  past  year  acted  in  an  advisoiy  ca- 
pacity to  the  State  Department  of  Assistance  large- 
ly in  cases  involving  fees  and  drug  costs.  The 
chairman  of  the  committee  also  attended  a two-day 
meeting  of  directors  of  assistance  from  the  states 
of  North  Dakota,  Kansas  and  Nebraska. 

SUGGESTIONS 

1.  That  work  on  a formulary,  to  be  used  by  the 
Department  of  Assistance,  be  continued  and  when  a 
workable  one  is  produced  that  it  be  immediately  and 
wholeheartedly  adopted  by  the  Nebraska  State  Medi- 
cal Association. 

2.  That  the  Council  and  House  of  Delegates  re- 
consider their  stand  concerning  direct  payment  to 
the  doctor  in  old  age  assistance  cases,  and  this 
policy  of  not  favoring  such  direct  payment  be  either 
reaffirmed  or  rejected. 

3.  That  the  House  of  Delegates  establish  a new 
standing  committee  to  advise  the  Department  of  As- 
sistance and  Board  of  Control.  It  is  felt  by  the  com- 
mittee that  this  is  not  properly  a function  of  the 
Maternal  and  Child  Health  Committee,  and  because 
of  the  large  volume  of  work  in  this  advisory  ca- 
pacity, it  is  felt  that  many  of  the  true  functions  of 
the  Committee  are  neglected. 

4.  That,  if  in  the  event  the  House  of  Delegates 
does  not  choose  to  establish  a new  standing  com- 
mittee, then  the  House  of  Delegates  authorize  the 
President  to  appoint  a sub-committee  of  the  Ma- 
ternal and  Child  Health  Committee  to  act  in  an 
advisory  capacity  to  the  State  Department  of  As- 
sistance and  the  Board  of  Control. 

Respectfully  submitted, 

R.  E.  GARLINGHOUSE,  M.D., 
Chairman. 


REPORT  OF  INDUSTRIAL  HEALTH 
COMMITTEE 

L.  O.  Hoffman.  M.D.,  Chairman.  Omaha  : G.  Prentiss  Mc- 
Ardle,  M.D.,  Omaha  ; E.  J.  Kirk,  M.D.,  Omaha. 

The  committee  held  one  meeting  which  was  at- 
tended by  Dr.  J.  F.  McCahan,  Assistant  Secretary 
of  the  Council  on  Industrial  Health  of  the  American 
Medical  Association.  The  following  is  a resume  of 
Doctor  McCahan’s  remarks,  outlining  the  work  of 
the  Council  on  Industrial  Health: 

The  Council  on  Industrial  Health  was  formed  in 
1936  as  a committee  responsible  to  the  Board  of 
Ti-ustees.  A number  of  physicians  and  laymen,  men 
who  had  distinguished  themselves  in  industrial 
health  activities,  were  appointed  at  that  time  to 
formulate  the  policy  and  programs  of  the  new  com- 
mittee. From  this  a program  has  been  developed 
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that  has  as  its  ultimate  objective  the  establishment 
of  industrial  health  programs  on  the  community 
level. 

An  industrial  health  program  should  provide  for: 

1.  Healthful  and  pleasant  surroundings  in  which 
to  work. 

2.  Through  education,  constmct  better  general 
health  conditions  among  workers  than  existed  at 
the  beginning  of  the  program. 

There  are  two  major  problems  that  confront  an 
intensive  industrial  health  program: 

1.  Educating  physicians  as  to  how  industrial 
health  differs  from  clinical  health.  Not  much  can 
be  done  until  doctors  have  that  knowledge  and  know 
where  the  line  is  drawn  between  the  two. 

2.  What  methods  should  be  used  to  go  about  or- 
ganizing community  interest  in  industrial  health. 

The  council  has  found  that  by  and  large  physi- 
cians over  the  country  do  not  understand  their  time 
role  in  returning  workers  promptly  to  their  jobs 
after  sickness  or  injury.  He  pointed  out  the  rela- 
tionship physicians  have  in  this  respect  to  compen- 
sation courts,  insurance  carriers,  referees  and  com- 
missions. Quite  frequently  physicians  will  differ  on 
the  degree  of  disability  of  a worker,  thus  making  it 
difficult  to  determine  what  percentage  of  compen- 
sation should  be  awarded  him.  This  shows  the  need 
for  standarizing  rating  techniques  in  compensation 
cases,  because  when  physicians  differ  on  this  point, 
the  courts  begin  to  doubt  the  value  of  the  medical 
profession  to  them.  Clinics  have  been  held  in 
Minnesota  at  which  many  doctors  evaluated  cases. 
This  has  been  helpful  to  them  in  overcoming  the 
problem. 

Another  problem  that  exists  in  industrial  health 
programs  concerns  standing  orders  for  nurses.  Some 
nurses  have  actually  been  sued  for  over-extending 
their  duties.  Some  delineation  needs  to  be  made 
regarding  these  types  of  orders  for  nurses.  To  help 
meet  this  problem,  the  council  is  now  developing  a 
set  of  oi-ders  which  it  hopes  will  be  adaptable  to 
community  levels  and  needs. 

If  we  are  to  conclusively  defeat  socialized  medi- 
cine, we  must  show  the  working  man  that  the  medi- 
cal profession  is  genuinely  interested  in  his  health 
problems  and  stands  ready  to  help  him  solve  them. 
Any  positive  program  for  the  working  person 
should  include  these  things: 

1.  Voluntary  health  insurance. 

2.  Stress  that  by  financing  his  own  health  needs 
he  is  better  able  to  remain  independent  and  main- 
tain control  over  the  expenditure  of  money  for  those 
needs. 

3.  Show  him  that  if  his  lost  time  due  to  illness  and 
injury  is  decreased,  his  take  home  pay  increases. 

An  industrial  health  seiwice  can  present  the  an- 
swer to  almost  all  of  these  problems.  The  estab- 
lishment of  this  seiwice  demands  the  cooperation  of 
management,  labor,  physicians  and  nurses.  There 
are  four  major  requirements  for  an  industrial  health 
seiwice: 

1.  It  must  have  qualified  personnel  operating  it. 

2.  It  has  to  be  located  in  the  plant. 

3.  It  must  be  suppoi’ted  by  management  through 
active  participation  and  interest. 

4.  The  service  must  be  designed  to  fit  the  needs 
of  employees  and  not  merely  to  protect  management. 


He  added  that  the  service  should  not  go  beyond 
emergency  care  or  those  health  services  necessai’y 
to  keep  the  worker  on  that  particular  shift. 

Labor  unions  have  recently  said  that  they  are 
in  favor  of  the  voluntary  way  in  solving  their  health 
and  welfare  problems,  but  that  if  doctors  do  not 
join  with  them  in  doing  it,  they  will  have  no  alterna- 
tive but  to  subscribe  to  the  compulsory  solution. 
Many  unions  now  have  health  and  welfare  represent- 
atives. In  some  places,  relations  with  labor  have 
improved  considerably  by  members  of  the  medical 
profession  meeting  with  them. 

Doctor  McCahan  said  he  would  send  committee 
members  an  industrial  health  program  which  has 
been  tentatively  outlined  by  the  council. 

He  stated  that  Nebraska  has  43  industrial  nurses 
in  25  different  plants.  These  plants  vary  from  123 
to  2,990  employees  per  nurse.  He  thought  that 
some  valuable  information  might  be  obtained  by 
talking  with  the  management,  doctors  and  nurses 
connected  with  the  above  25  plants. 

Respectfully  submitted, 

LLOYD  O.  HOFFMAN,  M.D., 
Chairman. 


REPORT  OF  SPEAKERS  BUREAU 
COMMITTEE 

Robert  O.  Garlinghouse.  M.D..  Chairman,  Lincoln ; H.  J. 
Lehnhoff.  Jr.,  M.D.,  Omaha  :•  J.  J.  O’Neill.  M.D.,  Omaha;  G.  E. 
Stafford.  M.D.,  Lincoln  ; O.  V.  Calhoun,  M.D.,  Lincoln. 

The  Speakers  Bureau  Committee  held  its  first 
meeting  on  July  30,  1951,  and  its  second  meeting  on 
September  6,  1951.  The  main  topic  of  business  was 
to  plan  for  a postgraduate  course  to  be  given  in 
various  cities  in  the  state.  Plans  were  made  and 
completed  during  these  two  meetings.  Minutes  of 
these  meetings  are  available  at  the  Nebraska  State 
Medical  Asociation  office. 

A first  annual  postgraduate  course  was  given  from 
December  3 to  8,  1951,  in  Beatrice,  Norfolk,  Grand 
Island,  McCook,  North  Platte  and  Scottsbluff.  The 
meetings  were  apparently  quite  successful.  A 
questionnaire  was  sent  out  by  the  state  medical  as- 
sociation following  the  meetings  and  Mr.  Smith 
has  made  a summary  of  the  answers  to  the  question- 
naire. The  summary  is  appended  to  this  report.  It 
is  felt  that  the  postgraduate  course  should  be  an 
annual  event  if  funds  are  available. 

A new  Speaker’s  Bureau  Directory  is  in  the  process 
of  being  compiled. 

There  have  been  more  requests  for  speakers  from 
the  Speakers  Bureau  this  year  than  in  the  previous 
year. 

Respectfully  submitted, 

R.  0.  GARLINGHOUSE,  M.D., 
Chairman. 


QUESTIONNAIRE  SUMMARY 
The  latter  part  of  December  a questionnaire  was 
sent  to  all  physicians  who  attended  the  post- 
graduate courses  sponsored  by  your  committee.  The 
purpose  was  to  get  an  accurate  estimate  of  the  in- 
terest shown  in  the  courses  so  as  to  better  aid  the 
committee  in  future  discussions  on  this  type  of  pro- 
gram. Answers  received  were  as  follows: 

1.  Was  the  program  of  general  interest  to  you? 

Yes — 144  : No — 1 (thought  was  good  program,  but  EENT 
man) 
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2.  Was  it  too  long? 

No — 28  : Yes — 9 ; OK— 97  : Too  Short— 8 

3.  Should  the  question  and  answer  period  have  been  longer? 
Yes— 28  : No— 103 

4 Do  you  think  the  patient  clinic  was  worthwhile? 

Yes— 88  ; No— 23 

5.  What  changes  would  you  make  in  the  program  ? 

Most  answered  none  other  than  to  vary  subject  matter 
each  year. 

6.  If  outside  funds  are  not  available  in  the  future,  would 
you  be  in  favor  of  a reasonable  registration  fee? 

Yes— 141  ; No.— 4 

How  mucb  $5.00 — 106;  $10.00 — 41  ; $15.00  7 

(Some  said  $5  or  $10  : some  said  $5,  $10  or  $15). 

The  total  registration  at  all  six  meetings  was  272, 
broken  down  as  shown: 


Beatrice  51 

Norfolk 46 

Grand  Island  77 

McCook  22 

North  Platte 30 

Scottsbluff  44 


It  should  be  noted,  too,  that  attendance  at  the 
last  three  meetings  would  have  undoubtedly  been 
better  had  it  not  been  for  the  bad  weather  that 
prevailed  during  those  three  days. 

The  many  enthusiastic  comments  by  our  members 
indicates  an  unusual  acceptance  of  this  type  of  pro- 
gram. Without  exception,  all  those  who  attended 
have  asked  that  the  courses  be  repeated.  Your 
committee  is  of  the  opinion  that  this  type  of  circuit 
course  should  become  a part  of  our  regular  post- 
graduate education  program.  Perhaps  we  should 
plan  to  run  two  or  even  more  courses  per  year. 


REPORT  OF  RURAL  MEDICAL 
SERVICE  COMMITTEE 

E.  F.  Leininger.  M.D.,  Chairman.  McCook  ; R.  L.  Cassel, 
M.D.,  Fairbury  : R.  E.  Penry,  M.D.,  Hebron  : E.  G.  Brillhart. 
M.D.,  Columbus  : Charles  F.  Ashby.  M.D.,  Geneva ; Dan  Nye. 
M.D..  Kearney  : R.  S.  Wycoff.  M.D..  Lexington. 

The  Rural  Medical  Service  Committee  held  eight 
meetings  in  the  year  1951.  There  was  one  meeting 
of  the  sub-committee  of  the  Rural  Medical  Service 
Committee.  The  sub-committee  consisted  of  Dr. 
E.  G.  Brillhart  of  Columbus,  Dr.  Charles  Ashby  of 
Geneva,  and  Mrs.  Haven  Smith  of  Chappel,  Ne- 
braska. The  purpose  of  the  sub-committee  will  be 
discussed  later  in  this  report. 

Dr.  E.  G.  Brillhart  of  Columbus  attended  the  6th 
Annual  Conference  on  Rural  Health  at  Memphis, 
Tennessee,  on  February  22,  1951.  He  brought  back 
some  fine  ideas  for  our  committee  and  made  some 
excellent  suggestions.  Other  ideas  discussed  at  the 
meetings  of  the  Rural  Medical  Service  Committee 
during  the  year  were: 

1.  Health  councils. 

2.  Blue  Cross  and  Blue  Shield  prepayment  of 
medical  care. 

3.  Preschool  examinations  and  immunizations. 

4.  Placing  of  a rural  physician  on  the  acceptance 
committee  of  the  University  of  Nebraska  College 
of  Medicine  in  an  advisory  capacity. 

5.  Nurse  recraitment  program. 

6.  Senior  Medical  Day. 

At  the  suggestion  of  the  Rural  Medical  Seiwice 
Committee,  the  University  of  Nebraska  appointed 
Dr.  George  Hoffmeister  of  Imperial,  Nebraska,  to 
meet  with  the  acceptance  committee  of  the  Uni- 
versity of  Nebraska  in  an  advisory  capacity. 

On  April  19,  1951,  the  committee  met  with  Mr. 
Aubrey  D.  Gates,  Field  Director,  Committee  on  Rural 


Health,  American  Medical  Association.  At  that 
time  the  subject  of  rural  health  was  covered  very 
thoroughly.  Mr.  Gates  pointed  out  that  the  follow- 
ing were  the  most  important  aspects  of  the  rural 
health  program: 

1.  Nutrition. 

2.  Envii-onment  sanitation. 

3.  Immunization. 

4.  Piactice  of  medicine. 

5.  Facilities. 

6.  Prepayment  program. 

The  Rural  Medical  Service  Committee  met  on  July 
12,  1951,  with  Mrs.  Haven  Smith  of  Chappel,  Dean 
Wm.  Lambei't  of  the  University  of  Nebraska  College 
of  Agriculture,  Mr.  Charles  Marshall,  President  of 
the  Nebraska  Farm  Bureau  Federation,  and  Mr.  Ed- 
ward Janike.  Mrs.  Smith  stated  that  the  people 
should  be  better  infoi-med  on  the  many  aspects  of 
medical  practice  and  that  the  piofession  should  con- 
tinue its  strong  support  of  voluntary  health  insur- 
ance. Mr.  Marshall  expressed  concern  about  the 
number  of  hospitals  being  built  in  rural  areas.  He 
also  stated  that  doctors,  next  to  agriculture,  have 
done  the  pooi-est  public  relations  job  of  anybody. 
Dean  Lambert  stated  that  one  of  the  biggest  prob- 
lems facing  the  i-ural  people  was  getting  more 
doctors.  He  also  stated  that  another  problem  facing 
the  mral  people  was  voluntary  health  insurance. 
Mr.  Janike  stated  that  the  best  way  to  settle  any 
problem  on  rural  health  is  to  get  a better  under- 
standing between  the  doctors  and  the  I'ural  people. 
Dr.  Donald  Steenburg  stated  that  the  medical  pro- 
fession would  like  to  get  more  money  for  the  medical 
school  to  train  more  doctors,  nurses,  and  technicians 
for  the  rural  hospitals  in  Nebraska.  He  also  stated 
that  in  order  to  put  this  program  over  we  would 
need  help  from  the  i’ural  people  of  Nebraska. 

As  the  result  of  this  meeting,  your  chairman  ap- 
pointed a committee  to  work  out  a temporary  agenda 
for  the  formation  of  health  councils  and  submit  it  at 
a future  meeting.  This  sub-committee  is  the  one 
I referred  to  earlier  in  this  report.  This  sub-com- 
mittee reported  at  the  next  meeting  and  stated  that 
they  believed  one  council  should  be  organized  first 
to  be  followed  by  others  in  areas  where  needed.  In 
regard  to  nurse  recruiting,  the  ideas  of  the  com- 
mittee in  trying  to  obtain  more  nurses  to  relieve 
the  acute  shortage  in  Nebraska  did  not  coincide 
with  the  ideas  of  the  superintendent  of  nurses  of 
the  different  hospitals  in  Nebraska. 

At  the  suggestion  of  this  committee,  money  was 
allotted  by  the  Nebraska  State  Medical  Association’s 
Board  of  Trastees  (such  appropriation  approved  by 
the  House  of  Delegates)  to  hold  a Senior  Medical 
Day  for  senior  students  of  the  University  of  Ne- 
braska College  of  Medicine  and  Creighton  Univer- 
sity School  of  Medicine.  This  day  has  been  set  for 
March  27,  1952.  Speakers  from  the  American  Medi- 
cal Association  as  well  as  general  practitioners  of 
Nebraska  will  be  present.  The  object  of  this  meet- 
ing will  be  to  Indocti'inate  these  young  men  on  the 
problems  of  organized  medicine,  and  to  sell  lural 
medicine  in  Nebraska  to  them. 

Respectfully  submitted, 

E.  F.  LEININGER,  M.D., 
Chairman. 
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REPORT  OF  COMMITTEE  ON  PREPAYMENT 
MEDICAL  CARE 

Donald  J.  Wilson.  M.D.,  Chairman.  Omaha  ; H.  A.  Jakeman. 
M.D.,  Fremont;  Orvis  Neely.  M.D.,  Lincoln. 

During  the  past  year,  despite  powerful  voices  in 
high  places  crying  that  the  prepayment  principle, 
as  applied  to  medical  care,  would  not  work,  more 
people  are  today  holders  of  indemnity  and  service 
contracts  than  ever  before.  Their  policies  have  tre- 
mendously lightened  the  load  when  protracted  ill- 
ness has  occurred. 

There  are  still,  and  always  will  be,  individuals 
who  think  that  any  illness  which  they  might  have 
should  certainly  be  covered  by  the  contract,  re- 
gardless of  how  minor  the  condition  may  be.  They 
fail  to  recognize  that  the  contract,  whether  Blue 
Shield  or  commercial,  is  a limited  contract  and  was 
designed  not  to  be  all  inclusive,  but  to  largely  carry 
the  load  when  major  illness  strikes.  They  have 
difficulty  in  recognizing  its  similarity  to  a deduct- 
able collision  contract  on  the  family  car.  Full  cov- 
erage contracts,  of  course,  are  on  the  market  but 
the  charge  for  such  contracts  is  commensurate  with 
the  benefits  provided,  which  places  them  much  be- 
yond the  reach  of  the  people  for  whom  the  ma- 
jority of  contracts  ai-e  written. 

On  the  other  hand,  there  are  still  physicians  who 
in  view  of  rising  costs  of  everything  else,  honestly 
believe  the  fees  paid  them  by  Blue  Shield  and  com- 
mercial policies  are  too  low,  and  in  many  cases  they 
are  perfectly  correct. 

During  the  past  year,  however,  long  strides  have 
been  made  in  understanding  on  the  part  of  both 
the  patient  and  the  physician  with  the  result  that 
fewer  complaints  have  been  received  from  both 
It  is  believed  that  this  is  due  primarily  to  two  fac- 
tors: First,  the  several  conferences  held  at  points 

throughout  the  state  such  as  the  one  at  North  Platte 
in  Mai’ch  1951  which  was  well  attended  and  in 
which  the  interest  was  veiy  high;  and  second,  to  the 
fact  that  during  the  year  more  experience  has  been 
had  by  both  patients  and  physicians  with  their 
contracts.  It  is  natural  that  we  should  have  less 
difficulty  with  the  things  which  we  understand. 

Realizing  the  advantage  which  would  accrue  to 
physician  and  patient  alike,  if  it  were  possible  to 
have  some  kind  of  stamp  of  approval  placed  upon 
a contract,  this  subject  was  widely  discussed.  It 
was  soon  clear  that  any  such  approval  would  have 
to  be  placed  upon  the  individual  contract  and  not 
upon  any  company  which  might  issue  many  different 
types  of  contracts.  Such  a procedure  would  en- 
tail endless  study  of  innumerable  policies  which  task 
was  far  beyond  the  capabilities  of  our  committee. 
Correspondence  with  the  American  Medical  Asso- 
ciation revealed  that  extensive  study  had  been  made 
of  tbe  subject  by  their  Council  on  Medical  Service. 
Their  conclusion,  in  general,  was  that  it  was  physi- 
cally impossible  and  legally  inadvisable  to  do  more 
than  draw  up  rather  broad  statements  as  to  what 
constituted  a good  medical  policy. 

Your  committee  believes  that  a policy  is  a good 
policy  if  it  covers  a large  majority  of  common  ill- 
nesses, is  reasonable  in  cost,  is  readily  seiwiced,  and 
if  the  company  returns  to  the  policy  holders  in  bene- 
fits each  year  75%  or  more  of  the  income  from  the 
sale  and  renewal  of  their  policies.  For  your  infor 
mation,  the  Nebraska  Blue  Shield  cui-rently  is  re- 
turning about  80%. 


Thei’e  have  been  numerous  inquiries  to  the  com- 
pany regarding  a contract  to  cost  about  half  again 
the  present  price  which  would  appeal  particularly 
to  a higher  income  group.  Such  a contract  would 
be  a service  contract  for  single  persons  with  $3,000 
top  income  and  families  with  $5,000  top  income, 
would  cover  the  diseases  and  seiwices  now  covered 
and  woud  pay  about  one-half  more  than  the  pres 
ent  contracts. 

At  the  meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association  in  San  Francisco,  a 
resolution  was  inti-oduced  by  the  Michigan  delega- 
tion entitled  “Medical  Care  on  Insurance  Seiwice 
Basis  for  Dependents  of  Members  of  Armed  Serv- 
ices” as  follows: 

WHEREAS,  Dependents  of  members  of  the  armed  forces  at 
times  need  medical  care  under  circumstances  that  involve  finan- 
cial hardships,  lack  of  adequate  governmental  facilities,  or 
both ; and 

WHEREAS,  The  x>hysicians  of  the  United  States  through  their 
sponsored  prepayment  plans  are  able  to  provide  medical  care  to 
such  dependents  on  a service  ba  is;  and 

WHEREAS.  Many  citizens  entering  military  service  already 
have  protected  their  dependents  against  costs  of  illness  through 
voluntary  insurance  : and 

WHEREAS,  Blue  Shield  and  other  medically  sponsored  plans 
enable  their  members  to  receive  high  (piality  medical  care  with 
free  choice  of  physician  ; and 

WHEREAS,  Labor  and  industry  generally  have  recognized 
that  medical  insurance  benefits  for  dependents  are  important 
in  developing  better  employee  morale  ; now,  therefore,  be  it 

RESOLVED,  That,  if  in  the  independent  judgment  of  the  De- 
partment of  Defense  or  Congress,  the  welfare  of  our  prepared- 
ness program  requires  that  dependents  of  members  of  our  armed 
forces  receive  medical  care  on  a service  basis,  then  the  medical 
profession  stands  ready  to  provide  such  service  through  Blue 
Shield  and  other  medical  society  sponsored  plans. 

The  purpose  of  this  resolution  is  to  provide  needed 
medical  care  to  dependents  of  Armed  Forces  Person- 
nel, by  physicians  in  private  practice,  on  a service 
basis,  refraining  from  over  burdening  the  physicians 
in  the  services,  at  a cost  which  would  undoubtedly 
be  much  below  that  of  supplying  the  necessary  in- 
crease in  medical  personnel  of  the  armed  forces  to 
render  this  care. 

It  is  certain  that  another  attempt  will  be  made 
this  year  to  saddle  upon  the  American  people  some 
form  of  socialized  medicine.  Through  the  efforts 
of  independent  medicine  and  its  many  friends,  this 
tragedy  has,  so  far,  been  prevented.  It  is  clear, 
however,  that  the  battle  is  far  from  won  and  it  is 
possible  that  greater  efforts  must  be  expended  in 
the  future  than  in  the  past.  Your  attention  is  in- 
vited to  the  address  of  President  Cline  of  the  Amer- 
ican Medical  Association  at  its  recent  interim  ses- 
sion in  eai’ly  December  in  which  he  called  for  even 
greater  understanding  and  support  of  the  prepay- 
ment principle  on  the  part  of  all  physicians.  It  is 
the  opinion  of  your  committee  that  any  effort  ex- 
pended by  physicians  to  learn  more  about  the  pro- 
visions of  present  contracts  would  prove  tremen- 
dously worthwhile  to  the  Nebraska  Medical  Serv- 
ice, to  the  physician  and  to  the  patient. 

RECOMMENDATIONS 

Your  committee  recommends  the  following: 

1.  That  further  educational  meetings  be  held 
throughout  the  state  by  representatives  of  our  as- 
sociation and  the  Nebraska  Medical  Service. 

2.  That,  because  any  attempt  to  place  our  ap- 
proval upon  health  contracts  would  fall  short  of 
real  value  without  the  most  thorough  detailed  study 
of  all  individual  contracts,  which  would  seem  be- 
yond our  ability  to  accomplish  and  because  of  the 
inherent  possibility  of  legal  complications,  our  as- 
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sociation  not  attempt  to  catalogue  various  policies 
as  good  or  poor  but  that  we  accept  the  recmmenda- 
tions  of  the  Council  on  Medical  Seiwice  of  the  Ameri- 
can Medical  Association. 

3.  That  the  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  approve  the  efforts  of  the 
Nebi’aska  Medical  Seiwice  to  develop  a service  con- 
tract providing  about  one-half  more  in  benefits  than 
the  present  contract  for  the  income  group  with  top 
income  of  $3,000  for  single  persons  and  $5,000  for 
families. 

4.  That  the  Nebraska  State  Medical  Association 
approve  in  principle  the  resolution  of  the  Michigan 
delegation  approved  by  the  House  of  Delegates  of 
the  American  Medical  Association  entitled  “Medical 
Care  on  Insurance  Seiwice  Basis  for  Dependents  of 
Members  of  the  Armed  Forces.” 

5.  That  members  of  the  Nebraska  State  Medical 
Association  continually  approve  prepayment  medical 
care  and  lend  all  possible  assistance  to  further  its 
attainment  by  their  patients. 

Respectfully  submitted, 

DONALD  J.  WILSON,  M.D., 
Chairman. 


REPORT  OF  PUBLIC  RELATIONS 
COMMITTEE 

Harold  S.  Morgan,  M.D..  Chairman,  Lincoln  : J.  T.  McGreer. 
Jr.,  M.D.,  Lincoln  ; Harold  N.  Neu.  M.D.,  Omaha : Leroy  W. 
Lee.  M.D..  Omaha;  J.  P.  Gilligan.  M.D.,  Nebraska  City;  H.  F. 
Elias,  M.D.,  Beatrice  ; D.  B.  Wengert,  M.D.,  Fremont. 

During  the  past  year,  your  Public  Relations  Com- 
mittee has  confined  its  activities  to  analyses  of 
existing  conditions  — as  they  pertain  to  the  relation- 
ship of  the  physicians  and  the  public.  In  keeping 
with  the  trend  in  American  Medical  Association 
headquarters,  we  have  endeavored  to  stimulate  local 
societies  to  develop  individual  programs.  A bro- 
chure was  prepared  and  distributed  to  all  the  com- 
ponent societies,  outlining  public  relations  projects 
that  could  be  originated  within  the  county  society, 
hoping  that  the  group  would  discard  those  that  were 
impractical  from  their  standpoint  and  capitalize 
upon  — and  put  to  use  — those  that  were  workable. 
Well  prepared  radio  programs  were  distributed  to 
various  radio  stations  throughout  the  state  under 
the  direction  of  the  local  doctors  who  comprise  the 
membership  of  the  extended  public  relations  com- 
mittees and  the  coverage  of  the  state  with  these 
interesting  and  infoi-mative  series  has  been  excel- 
lent. 

Considerable  time  at  each  of  the  meetings  of  the 
committee  has  been  spent  in  discussing  ways  and 
means  of  presenting  to  the  public  a yardstick  by 
which  the  consumer  may  measure  the  benefits  of 
any  voluntaiy  prepaid  insurance  plan.  It  has  re- 
peatedly been  brought  to  the  attention  of  the  com- 
mittee that  one  of  the  great  causes  of  discontent 
with  voluntary  plans  to  date  is  that  the  consumer 
does  not  get  the  type  of  protection  for  which  he 
thinks  he  is  paying.  The  bulk  of  this  dissatisfac- 
tion is  evidenced  by  people  who  have  purchased 
insurance  from  sub-standard  companies  on  a dollar 
and  cents  comparison  and  have  not  examined  their 
policies  closely.  The  Public  Relations  Committee 
feels  that  the  doctors  of  the  state  must  inform  them- 
selves on  these  matters  and  be  prepared  to  discuss 
insurance  with  their  patients  in  a helpful  and  in- 
telligent manner.  The  work  of  the  committee  will 
continue  along  these  lines. 


From  time  to  time  editorials  of  great  merit  and 
worthy  of  wider  distribution  appear  in  our  owm 
joumal.  With  the  pennission  of  the  editor,  news 
releases  containing  these  editorial  comments  have 
been  prepared  and  sent  to  the  press  and  radio 
throughout  the  state.  This  innovation  has  been 
well  received. 

In  April  1951  another  Medical-Press-Radio  Con- 
ference was  held  in  conjunction  with  the  annual  Con- 
ference of  County  Society  Presidents  and  Secre- 
taries. While  the  value  of  these  conferences  is  in- 
tangible, your  committee  feels  that  at  the  present 
time  the  relations  between  the  communication  fa- 
cilities and  the  medical  profession  is  most  favorable. 
Isolated  instances  of  misunderstanding  have  de- 
veloped through  the  year  and  undoubtedly  will  con- 
tinue to  do  so.  Conferences  on  local  levels  will  do 
much  to  iron  out  these  difficulties  and  maintain 
the  friendly  feelings  developed  during  the  past 
four  years. 

In  submitting  this  report,  your  chaii’man  is  con- 
scious of  the  fact  this  marks  the  end  of  his  seiwice 
to  the  association  as  Chainnan  of  its  Public  Rela- 
tions Committee.  The  inauguration  of  the  public 
relations  program  and  the  details  of  the  committee 
work  have  been  both  a pleasure  and  a pi'ivilege,  but 
he  would  be  entirely  remiss  in  his  thinking  did  he 
not  at  this  time  extend  his  thanks  to  Di-s.  Lee, 
Neu,  Gilligan,  Wengert,  Elias  and  McGreer  for 
their  devotion  to  the  public  relations  program.  Their 
sacrifice  of  time  and  their  willingness  to  work  on 
the  many  and  complex  problems  facing  the  com- 
mittee has  been  a revelation,  as  well  as  matei’ially 
lightening  the  usual  lot  of  a committee  chairman. 
During  his  tenure  of  office,  the  chairman  has  drawn 
extensively  on  the  experience  and  abilities  of  Mr. 
M.  C.  Smith  and  his  staff.  To  these  two  groups 
go  all  the  credit  for  the  success  of  the  program. 

Finally,  the  committee  feels  most  sincerely  that 
had  it  not  been  for  the  wholehearted  support  of  the 
membership  of  the  association,  the  labors  of  the  com- 
mittee and  the  headquarters  staff  would  have  been 
in  vain.  Respectfully  submitted, 

HAROLD  S.  MORGAN,  Chairman. 

REPORT  OF  ARTHRITIS  COMMITTEE 

F.  Lowell  Duim,  M.D..  Chairman,  Omaha  ; M.  C.  Howard. 
M.D.,  Omaha  : C.  R.  Carlson,  M.D.,  Wauneta. 

There  have  been  no  committee  meetings  during 
the  current  year.  The  activities  of  the  Arthritis 
and  Rheumatism  Foundation  have  been  followed 
closely  and  a Nebraska  chapter  is  being  formed.  The 
local  progi-am  will  support  research,  medical  educa- 
tion, the  encouragement  of  arthritis  clinics  where 
feasible,  and  will  cooperate  with  the  Speakers  Bu- 
reau. 

A tentative  attempt  to  develop  an  arthritic  unit  in 
which  a small  group  of  arthritics  could  be  ti’eated 
by  group  therapy  has  been  temporarily  abandoned 
because  of  the  lack  of  suitable  hospital  space  at  the 
present  time.  Many  of  the  problems  of  treating 
atrophic  arthritis  involve  morale,  physiotherapy  and 
psychotherapy,  and  these  problems  should  be  well 
adapted  to  group  methods  with  a material  reduc- 
tion in  the  cost  of  therapy.  Small  amounts  of  corti- 
sone contributed  by  the  Arthritis  and  Rheumatism 
Foundation  were  distributed  to  the  clinics  at  Creigh- 
ton University  and  the  University  of  Nebraska  Col- 
lege of  Medicine.  Respectfully  submitted, 

F.  LOWELL  DUNN,  M.D.,  Chairman. 
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BLUR  SHIELD  PLAN  — NEBRASKA  MEDICAL  SERVICE 


Nebr.  S.  M.  Jour. 
April.  1952 


Know  Your 
Blue  Shield  Plan 

ABOUT  REJECTED  CASES 

Every  month,  Blue  Shield  finds  it  necessary  to 
send  out  about  300  rejection  letters  to  members, 
notifying  them  that  no  benefits  could  be  allowed  on 
the  case  reports  signed  by  their  physicians.  Need- 
less to  say,  these  letters  do  not  make  good  relations 
for  the  doctor  nor  for  the  Blue  Shield  Plan.  The 
rejection  letters  are  sent  out  regretfully,  with  the 
knowledge  that  the  disappointing  news  will  not  only 
tend  to  weaken  the  patient’s  confidence  in  Blue 
Shield,  but  may  even  cause  him  to  cancel  his  mem- 
bership. 

Since  each  family  membership  represents  3.45 
members  and  dependents,  the  300  rejection  letters 
could  bring  about  the  cancellation  of  possibly  1,000 
members.  This  potential  loss  of  membership  is  in 
itself  cause  for  concern,  but  if  the  disappointed  mem- 
ber discusses  the  case  with  others,  the  possibility  of 
cancellations  is  inci’eased  proportionately. 

An  analysis  of  rejected  cases  has  revealed  that 
the  majority  of  them  were  submitted  through  lack 
of  understanding  of  the  membership  agreement  on 
the  part  of  the  physician  and  member.  It  is  evi- 
dent that  physicians  can  keep  rejections,  and  con- 
sequent cancellations,  at  a minimum  by  having  a 
clear  understanding  of  what  Blue  Shield  does  pro- 
vide, and  knowing  what  services  are  not  covered. 
While  it  is  not  intended  that  doctors  should  assume 
the  role  of  claim  adjusters,  they  are  urged  to  keep 
well  informed  on  the  provisions  of  the  Blue  Shield 
agreement,  so  that  they  can  guard  against  submit- 
ting claims  for  seiwices  not  covered  by  Blue  Shield. 

The  saving  of  time  and  expense  effected  by  re- 
ducing rejections  is  of  little  consequence,  but  the 
retention  of  good  will  and  membership  is  of  prime 
importance  to  the  success  of  Blue  Shield. 

The  following  brief  sum-up  of  benefits  most  com- 
monly misunderstood  by  physicians  and  members 
will  help  in  determining  whether  or  not  a specific 
seiwice  is  covered. 

1.  The  only  types  of  seiwice  covered  in  the  of- 
fice are:  Surgery,  Orthopedic,  X-Rays  for  accident 
ONLY;  Radiation  Therapy;  Anesthesia,  if  admin- 
istered by  other  than  the  surgeon,  and  normal  de- 
liveries. 

2.  Allowances  can  be  made  only  for  seiwices  listed 
in  the  Schedule  of  Benefits.  There  is  no  coverage 
for  drugs,  shots,  medicines,  nor  for  their  admin- 
istration; bandaging,  dressings,  consultation  serv- 
ices, nor  for  office  or  home  calls. 

3.  Benefits  for  In-Hospital  Medical  Care  are 
available  in  surgical  cases  only  if  rendered  prior 
to  surgery  by  other  than  the  surgeon,  and  for  more 
than  three  days  before  surgery. 

4.  Payment  will  be  made  for  x-rays  taken  in  the 
physician’s  office  for  accident  cases  ONLY. 
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NEBRASKA  MEDICAL  SERVICE 

BALANCE  SHEET 
January  31,  1952 


Assets : 

Cash  in  Banks $204,731.14 

Investment -U.  S.  Bonds 550,997.38 

Investment U.S.  Bonds 550,997.38 

Accrued  Interest  on  U.S.  Bonds 6.862.06 


Total  Assets  $779,406.48 

Liabilities,  Reserves  and  Surplus: 

Trade  Accounts  Payable $ 903.55 

Due  Nebraska  Blue  Cro?s 13,710.90 

Claims  Payable-  Pending  4,441.00 

Unearned  Premiums  131,699.30 

Accrued  Payroll  Taxes 105.90 

Total  Liabilities $150,860.65 

Reserves  for: 

Claims  Payable — Unreported $167,215.00 

Collection  Losses  1,500.00 

Maternity  Care  Liability 205,146.00 

Premium  Tax  Liability 8,073.84 

Sales  Bonuses  175.00 


Total  Reserves  $382,109.84 

Unassigned  Surplus $246,435.99 


Total  Liabilities.  Reserves.  Surplus $779,406.48 

STATEMENT  OF  INCOME  AND  EXPENSE 
January,  1952 

Income: 

Premiums  $163,564.90 

Enrollment  Fees  1,288.00 


Total  Earned  Income 

Claim  Expenses; 

Claims  Paid  

Less— 12-31-51 

Pending  Claims  

Reserve  for  Un  reported 

Plus— 1-31-52 

Pending  Claims 

Reserve  for  Unreported 


.$164,852.90 


$136,349.75 


3,875.50 

166.736.73 


4,441.00 

167,215.00 


Total  Claims  Incurred $137,393.52 

Overhead 

Salary,  Secretary  $ 500.00 

Collection  Expense 6.50 

Printing.  Stationery.  Supplies 803.15 

Postage  80.40 

Travel  Expense  84.55 

Professional — Medical  275.00 

Payroll  Taxes — FICA  7.50 

Other  Taxes  and  Licenses 651.88 

Conventions  and  Conference 115.15 

Dues  and  Subscriptions 167.92 

Miscellaneous  Expense 1.00 

Administrative  Expense  Paid  Nebraska 

Blue  Cross 12,300.37 

Bonuses — Sales  175.00 

Sales  and  Public  Relation  Expense 

Paid  Nebr.  Blue  Cross 1.410.53 


Total  Overhead  $ 16.578.95 

Gain  or  Loss  from  Underwriting 10,880.43 

Transfer  to  Maternity  Care  Reserve — 6 72.30 


Net  Transfer  to  Surplus $ 10,208.13 

CASE  REPORT  — JANUARY.  1952 

Number  of  Services  Rendered 4,347 

Females  1.665 

Males  2,682 

Subscribers  1,636 

Dependents  2,711 

MEMBERSHIP  SUMMARY  — JANUARY.  1952 

Groups  enrolled  during  January 52 

Groups  cancelled  during  January 17 

Number  of  active  groups,  February  1.  1952 3,304 

Sub-  De-  Partici- 

scribers  pendents  pants 

Membership.  January  1,  1952 70.679  98,244  168,923 


Additions — 

Regular  Group  1,267 

Individual  Enrollment  99 

Transfers  from  Other  Plans 43 

Less  Terminations  1.410 

Plus  Reinstatements  40 

Net  Gain 39 

Membership,  February  1.  1952 70,718 


120,011 


190,729 
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Deaths 

Francis  Elias,  M.D.,  Wymore.  Doctor  Elias  was 
born  at  Wakefield,  Kansas  on  June  17,  1883,  and 
died  in  a Beatrice  Hospital  on  March  3,  1952.  He 
had  practiced  medicine  in  Wymore  for  41  years. 
The  doctor  is  suiwived  by  his  widow,  Marjorie; 
three  sons,  Dr.  Houghton  of  Beatrice,  Winfield  T.  of 
Yakima,  Wash.,  and  Henry  A.  of  Lincoln;  one  daugh- 
ter, Mrs.  Elizabeth  McEachern  lives  in  Eau  Claire, 
Wisconsin. 

James  C.  .\gee,  M.D.,  Fremont.  Born  in  1876, 
the  son  of  a physician.  Dr.  James  Agee,  Sr.,  gradu- 
ated from  the  University  of  Nebraska  College  of 
Medicine  in  its  first  graduating  class.  He  had 
practiced  medicine  in  Fremont  from  1915  to  his 
retirement,  about  four  years  ago.  Dr.  Agee  died 
on  Febr.  25,  1952.  He  is  survived  by  his  widow;  a 
son,  James,  Jr.,  of  Fremont;  a daughter,  Mrs. 
Maurice  H.  Baker  of  Pasadena,  Calif.,  and  three 
brothers  and  five  sisters. 


John  W.  Koutsky,  M D.,  Omaha.  Dr.  Koutsky, 
who  was  78  years  old,  died  at  his  home  on  February 
25,  1952.  He  is  survived  by  his  wife,  Julia;  a son. 
Captain  Carl  D.,  with  the  Medical  Corps  in  Korea; 
daughters,  Mrs.  H.  W.  Glissmann,  Mrs.  Antony 
L.  Lacina,  and  Mrs.  Harold  L.  Shepherd,  and  a 
brother. 

.Merritt  Wood,  M.D.,  Tekamah.  Doctor  Wood  had 
practiced  medicine  in  Tekamah  for  46  years.  He 
died  in  the  Veterans  Hospital  in  Omaha  on  Jan.  25, 
1952,  at  the  age  of  seventy-four. 


Human  Interest  Tales 

Communications  bearing  human  appeal  are  solicited. 

They  should  be  addressed  to  The  Editor.  Nebraska  State 

Medical  Journal.  1315  Sharp  Bldg.,  Lincoln. 

Dr.  F.  J.  Clark  of  Stuart  moved  to  Gregory,  S.D., 
on  March  1. 

Dr.  B.  A.  Ruggieri,  formerly  of  Lexington,  has 
moved  to  New  York. 

Dr.  E.  L.  Brush,  Norfolk,  was  injured  slightly  in 
an  automobile  accident,  March  7. 

Dr.  Harvey  Hertz,  Trenton,  recently  attended  a 
postgraduate  course  in  Brooklyn. 

Condolances  of  The  Journal  go  to  Dr.  George 
Salter,  Norfolk,  in  the  loss  of  his  wife,  Febr.  26. 

Dr.  J.  B.  Pankau,  Dalton,  was  host  to  the  Tri- 
County  Medical  Society,  Febr.  20,  at  the  Sidney 
Country  Club. 

Dr.  David  Wright,  Benkleman,  has  received  a no- 
tice that  he  will  be  inducted  into  the  navy  about 
May  15,  1952. 

Dr.  E.  G.  Surber,  Norfolk,  was  guest  speaker  at  a 
meeting  of  the  Red  Cross  Nurses’  Aide  Corps  in 
Norfolk  on  Febr.  18. 

Dr.  John  M.  Thomas,  Omaha,  addressed  Grand 
Island  teachers,  Febr.  18,  on  the  topic  “The  Educa- 
tion of  Exceptional  Children.” 

Dr.  and  Mrs.  J.  C.  Formanack,  Syracuse,  were 
hosts  to  members  of  the  Otoe  County  Medical  So- 
ciety and  their  wives  Febr.  18. 


Dr.  K.  C.  McGrew,  Orleans,  attended  the  Chi- 
cago Medical  Society’s  annual  Clinical  Conference 
during  the  early  part  of  March. 

Dr.  J.  W.  B.  Smith,  formerly  of  Albion  and  now 
living  in  Kalispel,  Montana,  recently  visited  his  son. 
Dr.  Roy  J.  Smith  and  family  in  Albion. 

Dr.  Charles  A.  Tompkins,  Omaha,  spoke  at  a 
public  meeting  in  Grand  Island,  March  31,  on  the 
topic,  “Mental  Health  Begins  in  the  Ciadle.” 

Dr.  Hei'bert  Salsburg,  Tilden,  recently  delivered 
triplets.  The  Omaha  World-Herald  said  that  the 
“Mother,  babies  and  excited  doc  are  all  okay.” 

Dr.  D.  W.  Kingsley,  Hastings,  spoke  to  nurses 
and  the  wives  of  physicians,  dentists  and  pharma- 
cists at  a joint  meeting  in  Lexington,  Febr.  12. 

Dr.  H.  W.  Benson,  Oakland,  was  awarded  a Cer- 
tificate of  Commendation  in  early  Febi-uary  for  his 
nearly  50  years  of  civic  work  and  leadership. 

Dr.  Maurice  E.  Stoner,  Omaha,  was  one  of  the 
main  speakers  at  the  graduation  exercises  March 
2,  for  the  practical  nurses  of  St.  Joseph’s  Hospital. 

Dr.  Harold  Lueth,  Dean  of  the  University  of  Ne- 
braska College  of  Medicine,  spoke  to  the  Omaha 
Crew-Saders,  Febr.  21,  on  “New  Hopes  in  Heart 
Disease.” 

Dr.  Wayne  Brewster,  Holdrege,  attended  a post- 
graduate course  in  chest  surgery  at  Temple  Univer- 
sity, Philadelphia,  Pa.,  during  the  later  part  of 
February. 

Dr.  James  E.  Lewis,  now  a major  in  the  Army 
Medical  CoiiJS,  has  been  joined  by  his  wife  and 
children  in  Frankfurt,  Germany,  where  he  is  current- 
ly stationed. 

Dr.  C.  M.  Wilhelmj,  Omaha,  former  Dean  of  the 
Creighton  School  of  Medicine,  spoke  before  members 
of  the  Pottawattamie  County  Medical  Society  in 
Council  Bluffs,  Iowa,  on  February  19. 

Dr.  O.  C.  Ehlers,  Ravenna,  combined  business  and 
pleasure  on  a recent  trip  to  Texas  and  other  south- 
ern states.  Before  completing  his  vacation,  he  at- 
tended a medical  meeting  at  Houston. 

Congratulations  are  in  order  for  Dr.  and  Mrs. 
R.  A.  Cutshall,  Oxford,  on  the  birth  of  a daughter, 
Julie  Lee,  in  Omaha  on  Jan.  19,  1952.  The  Cut- 
shalls  also  have  two  sons,  Jim  and  Jon. 

Dr.  Herman  Jahr,  Omaha,  spent  a few  days  dur- 
ing the  middle  of  March  in  Chicago,  Washington, 
Baltimore  and  New  York  inspecting  the  operation  of 
premature  baby  nurseries  in  those  cities. 

Dr.  Herman  Johnson,  Omaha,  was  elected  Vice 
President  of  the  American  Academy  of  Orthopedic 
Surgeons  for  1952  at  the  organization’s  annual  meet- 
ing in  Chicago  during  the  latter  part  of  January. 

Dr.  Keith  Sutton,  formerly  of  Lincoln,  and  a 1950 
graduate  of  the  University  of  Nebraska  College  of 
Medicine,  assisted  Dr.  J.  C.  Nelson,  Wymore.  Dr. 
Sutton  r-eturned  to  New  Mexico  in  early  March. 

Dr.  C.  A.  Rydberg,  Litchfield,  was  recently  hon- 
ored on  his  76th  birthday  by  friends  and  relatives 
around  Litchfield  and  Loup  City.  Dr.  Rydberg  has 
been  in  practice  48  years  and  says  he  is  “too  young 
to  retire.” 

Dr.  John  Gedgoud,  Omaha,  spoke  to  members 
of  the  Omaha  Chapter,  International  Council  for 
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Exceptional  Children,  on  February  25,  on  “The  Edu- 
cation of  the  Child  with  Cardiac  or  Rheumatic  Fever 
Involvement.” 

Dr.  L.  G.  H.  Lewis,  Lincoln,  has  been  named  chair- 
man of  a medical  sub-committee  to  work  with  the 
state,  county  and  Lincoln  civil  defense  organizations. 
His  committee  represents  the  Lancaster  County 
Medical  Society. 

Dr.  S.  P.  Wiley,  Gering,  was  moderator,  Febr.  27, 
of  a panel  discussion  held  in  conjunction  with  a 
meeting  of  hospital  administrators  and  physicians 
of  Scotts  Bluff,  Box  Butte,  Morrill,  Cheyenne  and 
Kimball  counties.  The  meeting  was  one  of  nine 
regional  meetings  being  sponsored  by  the  Blue  Cross 
and  Blue  Shield  Plans. 


BOOK  REVIEW 
“The  Serpent -Wreathed  Staff” 

By  Alice  Ti.sdale  Hobart 

If  Mrs.  Alice  Tisdale  Hobart  had  managed  to  de- 
vise a suitable  ending  for  her  402-page  novel,  “The 
Serpent- Wreathed  Staff,”  about  sixty  pages  sooner 
than  she  did,  a tolerant  critic  would  be  able  to 
say  that  she  had  written  a faulty  but  highly  interest- 
ing story  of  human  conflicts  and  loyalties. 

Unfortunately,  however,  the  latter  part  of  the 
book  degenerates  swiftly  and  recklessly  into  an 
amazing  propaganda  piece  for  National  Compulsory 
Health  Insurance.  The  last  forty  or  fifty  pages 
sound  as  if  Mrs.  Hobart  knocked  them  out  hastily 
at  a desk  piled  high  with  pamphlets,  speeches  and 
news  releases  handed  out  by  Federal  Security  Ad- 
ministrator Oscar  Ewing  and  the  Committee  for  the 
Nation’s  Health. 

This  uncraftsmanlike  abuse  of  artistic  license, 
added  to  some  of  the  implications  built  up  in  earlier 
pages,  creates  the  impression  that  the  entire  novel 
was  designed  as  a subtle  presentation  of  the  case 
for  Socialized  Medicine.  As  a result,  Mrs.  Hobai’t 
undeiTnines  much  of  the  validity  that  does  exist  in 
some  of  the  earlier  parts  of  this  book  about  doctors, 
modern  medicine  and  a changing  world. 

Despite  her  failure  to  give  a tnie  interpretation 
of  the  social  and  economic  developments  in  medicine 
today,  the  author  shows  her  usual  skill  in  weaving 
a plot  and  telling  a story.  She  is  at  her  best  when 
describing  the  personal  problems  and  sti-uggles, 
the  emotional  triumphs  and  defeats,  of  her  prin- 
cipal characters.  On  this  fictional  level  the  book 
has  undeniable  merit  and  strength,  for  the  reader 
finds  himself  sharing  the  fears,  anxieties  and  griefs 
of  the  people  in  the  novel. 

When  the  facile,  all-inclusive  plot  is  used  as  a 
mechanism  for  discussion  of  the  social,  economic 
and  political  aspects  of  modern  medicine,  the  book 
suffers  not  only  from  the  standpoint  of  literary 
merit  but  also  from  the  standpoint  of  accurate  re- 
porting. On  this  level  the  book  is  dangerously 
superficial.  Complex  problems  and  issues  affect- 
ing the  practice  of  medicine  are  introduced  in  rapid- 
fire,  hop-skip-and-jump  fashion  — over-simplified 
and  over-estimated,  but  mixed  with  just  enough 
timth  and  half-trath  to  give  credence  to  a distorted 
picture. 

As  all  of  these  elements  are  woven  deftly  into 
the  novel,  their  manner  of  presentation  builds  the 


subtle  implication  — even  in  the  earlier  parts  of  the 
book  — that  most  doctors  are  primarily  and  selfish- 
ly interested  in  making  money,  bolstering  their  own 
reputations  and  preserving  the  status  quo  in  medi- 
cine. 

Mrs.  Hobart  also  gives  the  impression  that  group 
practice,  health  insurance  plans,  preventive  medi- 
cine and  similar  ideas  are  brand  new  developments 
— practically  untried  and  unheard  of  in  a present- 
day  American  city.  Actually,  most  of  the  concepts 
and  projects  which  occur  to  Alan  Towne,  in  sud- 
den flashes  of  inspiration,  are  part  of  the  knowl- 
edge of  any  alert  medical  student.  Actually,  the  in- 
dustrialists and  businessmen  on  Alan’s  hospital 
board  are  utterly  untypical  when  they  talk  and 
act  as  if  they  had  never  heard  of  such  a thing  as 
group  health  insurance  for  their  employes. 

Before  Mrs.  Hobait  writes  another  novel  on  this 
subject,  someone  should  familiarize  her  with  the 
major  facts  and  realities  in  the  field  of  modem 
medical  economics. 

Someone,  for  example,  should  tell  her  about  the 
many  famous  clinics  and  countless  other  forms  of 
group  practice  which  are  in  successful  operation 
throughout  the  counti’y,  some  of  them  since  the 
turn  of  the  century. 

Someone  should  tell  hei'  about  the  hundreds  of 
fast-growing,  constantly-improving  Voluntary 
Health  Insurance  plans,  which  by  the  end  of  this 
year  will  be  protecting  an  estimated  90  million 
Americans  against  the  major  costs  of  illness  and 
accidents.  ‘ 

Someone  should  tell  her  about  the  nationwide 
progress  of  State  and  County  Medical  Societies  in 
setting  up  doctor  placement  programs,  grievance 
committees,  emergency  call  systems,  cost  adjust- 
ment committees,  local  health  units  and  a variety 
of  other  activities  designed  to  make  good  medical 
care  available  to  all  the  people. 

Incidentally,  someone  also  should  infonn  Mrs. 
Hobart  that  the  “National  Medical  Association,”  a 
name  which  she  uses  as  a pseudonym  for  the  Ameri- 
can Medical  Association,  is  the  actual  and  proper 
name  of  the  National  organization  of  Negro  physi- 
cians. 

Everyone  interested  in  American  medicine,  and  in 
the  effort  to  find  intelligent  solutions  to  our  medi- 
cal care  problems,  should  read  “The  Serpent- 
Wreathed  Staff”  — if  for  no  other  reason  than  to 
help  repair  the  damage  which  the  book  does. 

Read  simply  as  a novel,  it  is  a moving,  absorb- 
ing story. 

Read  as  a source  of  information  affecting  public 
opinion  on  medical-economic  issues,  it  unfoi’tunately 
is  an  example  of  careless,  superficial  writing,  with 
a built-in  conclusion  contrary  to  the  convictions  of 
the  great  majority  of  Americans  today. 

— -F.B.E. 

BUY  U.  S.  DEFENSE 
☆ ☆ ☆ BONDS  ☆ ☆ ☆ 


“THANK  YOll  FOR  THE  CHANCE 

to  watch  my  daughter  grow  up” 


I don’t  think  I would  have  known  how  to 
say  good-bye  to  my  little  girl.  Thank  you  for 
the  chance  to  watch  her  grow  up  . . . The 
doctors  tell  me  that  now  all  the  disease  in  me 
has  been  destroyed.  I’m  going  to  live. 

I’m  one  of  the  lucky  ones — one  of  the  70,000 
saved  each  year  from  cancer.  There  should  be 
more  of  us  ..  . 

When  I was  helping  raise  funds  last  April 
for  the  Cancer  Crusade  I never  tliought  I was 
really  working  for  myself — never  dreamed  can- 
cer would  strike  me. 

The  dollars  you  give  to  the  American  Cancer 
Society  mean  so  much  to  those  of  us  who  face 
cancer.  Those  dollars  paid  for  the  lealiet  that 


CANCER  STRIKES  ONE  IN  FIVE! 
Strike  back  — give  to  conquer  cancer 


sent  me  to  my  doctor  . . . He  told  me  yesterday 
they  paid  for  his  training  on  an  American 
Cancer  Society  fellowship. 

Yes,  I am  one  of  the  lucky  ones.  With  your 
help  there  will  be  many  more  . . . thousands 
more.  Won’t  you  show  you  care  with  a gen- 
erous gift?  Thank  you,  thank  you  very  much. 


AMERICAN  CANCER  SOCIETY 

GENTLEMEN: 

□ PLEASE  SEND  ME  FREE  LITERATURE 
ABOUT  CANCER. 

□ ENCLOSED  IS  MY  CONTRIBUTION  OF 

$ TO  THE  CANCER  CRUSADE. 


State 
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Bell,  Grant.  Counties:  Lincoln, 
Perkins,  Keith,  McPherson,  Gar- 
den, Arthur,  Logan,  Deuel. 

Twelfth  District:  Councilor:  Frank 
Herhahn,  Scottsbluff.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne, 
Sioux.  Dawes. 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 
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Adams  (10) D.  W.  Kingsley.  Hastings H.  J.  O’Donnell.  Ingleside 

Boone  (5) W.  J.  Reeder,  Cedar  Rapids Henry  Sydow,  Albion 

Box  Butte  (12) O.  L.  Seng.  Alliance G.  R.  Christenson.  Hemingford 

Buffalo  (9) Dan  Nye,  Kearney R.  F.  Johnston,  Kearney 

Burt  (5) C.  B.  Hayes.  Lyons J.  G.  Allen,  Tekamah 

Butler  (6) D.  E.  Burdick,  David  City L.  J.  Ekeler,  David  City 

Cass  (2) L.  Kunkel.  Weeping  Water Howard  Liston.  Elmwood 

Ced.-Dix. -Dak. -Th.-Wayne  (4)  Robert  Benthack,  Wayne D.  D.  Craig,  Winside 

Cheyenne-Kimball-Deuel  (12). H.  R.  Baker,  Chappel K.  J.  Kenney,  Kimball 

Clay  (17) H.  V.  Nuss,  Sutton 

Colfa.x  (5) L.  C.  Kavan.  Schuyler W.  J.  Kavan,  Clarkson 

Custer  (9) John  Meier,  Broken  Bow Geo.  Erickson,  Broken  Bow 

Dawson  (9) Dean  McGee,  Lexington P.  B,  Olsson,  Lexington 

Dodge  (5) Robert  Reeder.  Fremont R.  T.  Van  Metre,  Fremont 

Filmore  (7) V.  V.  Smrha,  Milligan 

Franklin  (10) Lloyd  S.  McNeill,  Campbell W.  A.  Doering,  Franklin 

Four  County  (9) Roy  S.  Cram.  Burwell Frank  A.  Barta.  Ord 

Gage  (3) A.  R.  Bryant.  Beatrice E.  L.  Penner,  Beatrice 

Garden-Keith-Perkins  (11) F.  M.  Bell,  Grant S.  K.  Imes,  Ogallala 

Hall  (9) J.  H.  Easley.  Grand  Island Loren  Imes.  Grand  Island 

Hamilton  (6) D.  B.  Steenburg,  Aurora J.  M.  Woodard.  Aurora 

Harlan  (10) R.  H.  Kerr.  Alma W.  C.  Bartlett,  Alma 

Holt  and  Northwest  (8) James  P.  Brown,  O’Neill Harold  J.  Panzer.  Bassett 

Howard  (9) A.  H.  Holm,  Wblbach E.  C.  Hanisch.  St.  Paul 

Jefferson  (7) W.  P.  Yoachim,  Fairbury R.  P,  Luce.  Fairbury 

Johnson  (3) L.  J.  Chadek,  Tecumseh J.  A.  Lanspa,  Tecumseh 

Lancaster  (2) H.  S.  Morgan,  Lincoln J.  A .Brown,  Lincoln 

Lincoln  (11) C.  F.  Heider,  North  Platte N.  Chick,  North  Platte 

Madison  Six  (4) U.  S.  Harrison,  Neligh Val  Verges,  Norfolk 

Merrick  (5) R.  R.  Douglas.  Clarks E.  T.  Zikmond,  Central  City 

Nance  (5) Kenneth  R.  Dalton.  Genoa James  C.  Maly.  Fullerton 

Nemaha  (3) F.  M.  Tushla.  Auburn F.  L.  Krampert,  Auburn 

Northwest  Nebraska  (8) A.  J.  Courshon.  Chadron Eric  De  Flon.  Chadron 

Nuckolls  (7) A.  I.  Webman.  Superior C.  T.  Mason,  Superior 

Omaha-Douglas  (1) L.  D.  McGuire,  Omaha J.  D.  Bradley,  Omaha 

Otoe  (2) A.  H.  Bonebrake,  Nebr.  City C.  J.  Formanack,  Syracuse 

Pawnee  (3) A.  B.  Anderson.  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Phelps  (10) Chas.  Streeter.  Bertrand W.  S.  Bivens,  Holdrege 

Platte  (5) P.  H.  McGowan.  Columbus E.  G.  Brillhart,  Columbus 

Polk  (6) C.  L.  Anderson.  Stromsburg Richard  Delfs,  Shelby 

Richardson  (3) H.  S.  Heim.  Humboldt W.  D.  Ketter,  Falls  City 

Saline  (7) C.  Zimmer.  Friend R.  W.  Homan.  Crete 

Saunders  (6) W.  W.  Noyes,  Ceresco C.  W.  Way,  Wahoo 

Scotts  Bluff  (12) L.  J.  Gridley,  Scottsbluff S.  P.  Wiley,  Gering 

Seward  (6) J.  T.  Standard.  Seward R.  Herpolsheimer,  Staplehurst 

Southwest  Nebraska  (10) J.  L.  Batty,  McCook L.  E.  Dickinson,  Jr..  McCook 

Thayer  (7) Louis  G.  Bunting.  Hebron Rudolph  F.  Decker,  Byron 

Washington  (5) Rudolph  Seivers.  Blair Morris  Nielsen,  Blair 

Webster  (10) S.  H.  O'Neill.  Blue  Hill 

York  (6) J.  S.  Bell,  York B.  N.  Greenberg.  York 
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in  OMAHA,  NEBRASKA 

stay  at  Hotel 

Paxton 

In  the  heart  of  downtown 
Omaha,  Hotel  Paxton 
typifies  the  spirit  of  this 
progressive  city  . . . 
continually  improving 
service  for  discriminating 
guests,  accentuating 
charm,  individuality 

and  livability  in  all  guests  rooms,  extending  traditionally 
famous  courtesy  to  travelers  since  1882,  Hotel  Paxton 
at  14th  and  Farnam  is  your  choice  for  good  living. 


Visit  the  • PAX  ROOM  * TAVERN  GRILL 
• MURAL  LOUNGE  * COFFEE  SHOP 
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NATIONAL  HOTELS 
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HOTEL  ADMIRAL  SEMMES Mobile 

HOTEL  THOMAS  JEFFERSON 

Birmingham 
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HOTEL  WASHINGTON Washington 

INDIANA 

HOTEL  rLAYBOOIi  Indianapolis 

LOUISIANA 

.TTTN(I  HOTEI.*  . Xhw  Orleans 

HOTEL  DESOTO  New  Orleans 
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NEW  MEXICO 

HOTEL  ('LOVIS  Clovis 

SOUTH  CAROLINA 
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TEXAS 

HOTEL  STEPHEN  F.  AUSTIN Austin 

HOTEL  EDSON  Beaumont 

HOTEL  BROWNWOOD  Brownwood 

HOTEL  BAKER  Dallas 

HOTEL  TRAVIS  Dallas 

HOTEL  ('ORTEZ  El  Paso 

HOTEL  BUCCANEER  Galveston 

HOTEL  GALVEZ  Galveston 

HOTEL  .TEAN  LAFITTE Galveston 

CORONADO  (’OURTS  Galveston 

MIRAMAR  (’OURT  Galveston 

HOTEL  CAVALIER  Galveston 

HOTEL  PLAZA  ....  Loredo 

HOTEL  LUBBOCK  Lubbock 

HOTEL  FALLS  . ..  Marlin 

HOTEL  CACTUS  San  Angela 

HOTEL  MENGER  San  Antonio 

ANGELES  COURTS San  Antonio 

VIRGINIA 

HOTEL  MOUNTAIN  LAKB  .Mountain  Lake 
HOTEL  MONTICELIjO Norfolk 


NUTRITIONAL  CARE  OF  BABIES  NEGLECTED 
BY  MANY  PARENTS 

Although  babies  of  today  are  receiving  far  better 
medical  and  general  care  during  their  first  months 
of  life  than  they  did  25  years  ago,  their  nutritional 
well-being  is  frequently  unwittingly  neglected  by 
parents  after  the  first  year,  according  to  Drs.  Julian 
P.  Price  and  Walter  M.  Hart. 

Many  children  of  today  are  suffering  from  mal- 
nutrition and  anemia  resulting  from  an  inadequate 
intake  of  foods  containing  iron  and  vitamins,  the  au- 
thors wrote  in  the  current  (Jan.  5)  Joumal  of  the 
American  Medical  Association.  They  based  their 
conclusions  on  a study  of  50  children  brought  to  their 
office  suffering  from  malnutrition  and  anemia.  The 
children,  25  boys  and  25  girls,  ranged  in  age  from 
13  to  42  months.  They  were  pale,  undernourished, 
listless,  tired,  irritable,  and  subsisted  mostly  on  milk. 

The  six  major  causes  given  for  the  condition; 

1.  Misunderstanding  as  to  the  importance  of  milk 
in  the  daily  diet.  Milk  is  not  a complete  food,  and 


many  children  not  only  do  not  need,  but  cannot  take, 
a quart  of  milk  a day  and  eat  the  additional  foods 
required  for  normal  growth  and  development. 

2.  Failure  to  wean  the  baby  from  the  breast  or 
bottle  during  the  last  months  of  the  first  year. 
When  the  baby  is  able  to  handle  a bottle,  he  plays 
with  it  and  drinks  milk  continually,  dissipating  his 
natural  appetite. 

3.  Failure  to  teach  the  child  early  to  feed  himself, 
to  hold  and  drink  from  a cup,  and  to  handle  a spoon. 
When  a child  is  allowed  to  feed  himself,  he  appears 
to  enjoy  it  and  the  eating  of  solid  foods  becomes  a 
pleasure. 

4.  Failure  to  continue  the  administration  of  sup- 
plementary vitamins  after  the  first  few  months  of 
life. 

5.  Poor  understanding  on  the  part  of  parents  as 
to  what  constitutes  a satisfactory  diet. 

6.  Lack  of  periodic  medical  examinations. 


FREE  SAMPLE 


ADDRESS- 
CITY 


STATE- 


AR-EX  MULTIBASE 

New  Universal  Ointment  Vehicle  Com- 
patible with  ALL  Topical  Medicaments 

Prescribe  ointmertts  oI  cosmetic  elegance  — mode  with  AR-EX  Multi- 
bose.  Applies  reodily,  even  to  hairy  areas,  rinses  oR  with  ploin 
woter.  No  screening  action,  making  all  medicoments  ovoiloble. 
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Division 


AR-EX  COSMETICS,  INC. 


1036  W.  VAN  BUREN  ST.  CHICAGO  7,  ILL. 
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WEAK  MUSCLES 

How  progressive  resistance  exercises  may  be  used 
successfully  in  the  treatment  of  weakened  muscles 
resulting  from  disease  or  injury  was  ascribed  in  the 
Febniary  9 Journal  of  the  American  Medical  As- 
sociation. 

These  exei’cises,  designed  to  develop  strength  and 
power  in  the  muscles  rapidly  and  effectively,  con- 
sist of  exercising  the  muscles  against  progressively 
increasing  resistance,  usually  with  the  aid  of 
weights.  The  article  was  written  by  Dr.  Arthur  L. 
Watkins,  assistant  clinical  professor  of  medicine, 
Hai-vard  Medical  School,  and  chief  of  physical  medi- 
cine, Massachusetts  General  Hospital,  Boston. 

Dr.  Watkins  explained  that  the  maximum  re- 
sistance to  movement  by  the  affected  part  of  the 
body  is  determined.  Then  the  patient  is  put  through 
an  exercise  which  starts  with  a 50  per  cent  re- 
sistance which  later  is  stepped  up  to  100  per  cent. 

Each  week  a new  maximum  resistance  test  is  giv- 
en, with  the  exercises  continuing  daily  until  full  de- 
velopment of  the  muscle  is  secured.  However,  it  is 
important  to  have  rest  periods  of  one  or  two  days 
each  week.  Dr.  Watkins  said. 


SURGICAL 

COMPANY,  Inc. 

For  rent  or  sale:  Folding  Wheel 
Chairs,  Invalid  Walkers. 

On  display:  the  new  direct 

writing  Cardiographs  and  Radar 
Diathermy  (Microtherm). 

Write  for  Information 
Medical  Arts  Building,  Omaha,  Nebr. 
Phone  ATlantic  5825 


The  Neurological  Hospital 

2625  West  Paseo, 

KANSAS  CITY,  MISSOURI 

★ ★ ★ 

A voluntary  hospital  providing  the  care 
and  treatment  of  nervous  and  mental  pa- 
tients and  associate  conditions. 


“During  the  first  few  days  of  exercise,  there  may 
be  rapid  increase  in  the  resistance  that  can  be  over- 
come, which  is  undoubtedly  due  to  learning  how  to 
exercise,  rather  than  to  a true  increase  in  strength,” 
he  stated. 

“After  this,  one  can  generally  expect  a fairly 
rapid  and  steady  increase  for  a number  of  weeks, 
followed  later  by  a leveling  off  period  in  the  rate 
of  improvement  of  strength.  The  total  length  of 
time  one  should  exercise,  of  course,  is  based  on 
many  individual  factors.” 

Dr.  Watkins  said  the  exercises  may  be  used  in 
the  treatment  of  knee  and  back  injuries,  such  as 
strain  and  sprains  sustained  in  athletics.  They  also 
may  be  used  to  develop  strength  in  the  upper  ex- 
tremities in  patients  with  lower  extremity  amputa- 
tions, muscles  of  either  lower  or  upper  extremity 
stumps,  and  upper  extremities  in  paraplegia  pa- 
tients. 

Other  uses  include  the  development  of  muscle 
groups  in  patients  with  neurological  afflictions 
such  as  paralysis  of  one  side  of  the  body,  multiple 
sclerosis,  or  other  lesions  of  the  central  neiwous  sys- 
tem causing  weakness  but  not  complete  paralysis. 
The  exercises  also  aid  in  the  rejuvenation  of  muscles 
w’hich  have  become  weak  and  shrunken  due  to  im- 
mobilization in  bed. 

Dr.  Watkins  pointed  out  that  such  exercises  have 
been  helpful  in  the  treatment  of  arthritis  and  polio. 
However,  he  added,  in  cases  of  polio,  treatment 
should  not  begin  until  later  convalescence  and,  even 
then,  not  in  infants  or  young  children,  as  they  are 
not  able  to  give  the  complete  cooperation  and 
muscle  exertion  necessary  for  successful  results. 
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EDITORIAL 

DOCTORS’  COMMITEE  FOR  IMPROVED 
FEDERAL  MEDICAL  CARE 

Some  months  ago  there  came  to  me  by 
mail  an  invitation  to  take  part  in  the  activi- 
ties of  the  National  Doctors’  Committee  for 
Improved  Federal  Medical  Services.  This  is 
said  to  be  “an  affiliate  of  the  Citizens  Com- 
mittee for  the  Hoover  Report.’’  The  names 
of  the  members  of  this  committee  are  those 
of  nationally  known  physicians.  The  objec- 
tives of  the  committee,  as  stated  in  the  bro- 
chures seem  to  be  of  the  highest  order. 
The  factual  report  made  by  the  Hoover  Com- 
mission indicated  that  there  were  some  thir- 
ty-five federal  medical  organizations  operat- 
ing in  complete  independence  of  each  other. 
They  were  in  competition  with  each  other 
for  doctors,  nurses  and  technical  help.  There 
was  no  overall  planing.  There  was  incom- 
petent and  wasteful  purchase  of  materials, 
each  organization  for  itself,  duplication  of 
buildings,  services,  and  many  other  items 
which  were  open  to  criticism.  The  Hoover 
Commission  recommended  the  creation  of  a 
single  unified  system.  Bills  (S.  1140  and 
H.R.  3688),  which  would  carry  out  the  Hoov- 
er Commission  recommendations,  were  be- 
fore the  committee,  the  Doctors’  Committee 
said.  This  Committee  was  anxious  that  hear- 
ings on  these  bills  be  started  at  an  early  date. 

When  the  American  Medical  Association 
was  questioned  as  to  its  attitude  toward 
these  bills  and  the  recommendation  of  the 
Hoover  Commission,  an  indefinite  answer 
was  obtained.  The  Washington  office,  how- 
ever stated  that  the  A.M.A.  was  not  in  sym- 
pathy with  the  provisions  of  these  bills  nor 
with  the  activities  of  the  Doctors’  Commit- 
tee in  behalf  of  them. 

Finally,  in  the  March  1,  1952  issue  of  the 
Journal  of  the  American  Medical  Association, 


page  748  there  appeared  a statement  by  the 
Board  of  Trustees  relative  to  this  matter. 
This  statement  will  not  be  quoted  because 
it  is  available  to  those  who  desire  to  read  it. 
The  central  thought  seems  to  be  that  the 
Board  favors  measures  to  effect  an  economy 
of  operation  of  these  federal  medical  services, 
but  believes  it  can  be  done  through  “a  cen- 
tral hospital  board  with  authority  to  adjust 
the  hospital  program  to  the  needs  of  the 
services  . . .” 

The  position  of  the  Board  of  Trustees  in  re- 
gard to  these  bills  and  to  the  efforts  of  the 
Doctors’  Committee  is  clear  but  the  underly- 
ing reasons  for  their  position  are  not.  Un- 
doubtedly the  Committee  on  Legislation  and 
the  Board  of  Trustees  of  the  American  Medi- 
cal Association  have  sound  basic  reasons  for 
the  stand  they  have  taken  but  have  not  seen 
the  necessity  to  state  these  reasons. 

The  purpose  in  bringing  this  matter  to  the 
attention  of  the  doctors  of  Nebraska  is  that 
many  of  them,  as  well  as  their  wives,  prob- 
ably have  been  approached  through  the  mail, 
with  letters  and  brochures  urging  them  to 
cooperate  in  getting  this  legislation  passed. 
Their  material  is  of  factual  nature  and  the 
arguments  are  convincing.  Even  though  we 
do  not  know  the  exact  reasons  for  non-par- 
ticipation by  the  A.M.A.,  we  must  assume 
that  the  reasons  are  sound  and  that  there- 
fore we  should  give  the  matter  very  serious 
thought  before  participating  in  the  activities 
of  the  Doctors’  Committee. 


“THE  PROGRESS  OF  MEDICINE’’  IN 
POPULAR  MAGAZINES 


I have  before  me  the  April,  1952  issue  of 
Science  Digest.  On  its  cover,  in  large  red 
letters  appears  this  caption:  “New  Energy 
for  Heart  Patients  in  this  issue.’’  The  arti- 
cle to  which  this  refers  is  four  and  a half 
pages  long.  It  is  complete  with  case  his- 
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tories,  the  theory  upon  which  this  new  won- 
der drug  was  developed,  the  names  of  the 
doctors  responsible  for  its  development,  clin- 
ical trials,  etc.  In  an  insert,  the  magazine 
makes  the  following  assertion:  “Mr.  Stim- 

son’s  report  on  these  pages  is  the  first  dis- 
cussion of  the  new  medicine,  Betasyamine,  to 
be  published  in  any  magazine,  medical  jour- 
nals excepted  . . .”  In  the  article  itself  Mr. 
Stimson  says,  “The  story  is  told  in  a recent 
issue  of  Annals  of  Western  Medicine  and 
Surgery  . . and  in  another  place,  “The 
medicine  does  not  work  in  every  case.  It  is 
not  available  generally  as  yet.  It  is  still  be- 
ing tested.” 

Writing  in  popular  magazines  about  medi- 
cal subjects  may  have  good  or  bad  effects. 
When  its  objective  is  to  instruct  the  non- 
medical public  in  regard  to  things  of  a medi- 
cal nature  which  this  public  should  know  for 
its  own  good,  it  belongs  in  the  former  cate- 
gory. When  it  is  written  and  published  for 
any  other  reason,  it  is  likely  to  have  bad  ef- 
fects. One  would  like  to  think  that  when 
this  kind  of  -writing  is  done  by  physicians  it 
always  belongs  in  the  “good”  category  but 
this  is  not  invariably  true.  On  the  other 
hand,  much  of  the  material  turned  out  by 
popular  writers  is  conservative  and  more  or 
less  neutral  in  its  effect.  Some  can  certainly 
be  classed  as  good. 

It  is  easy  to  understand  the  anxiety  of  the 
popular  writer  to  get  a “first”  on  something 
of  a medical  nature.  It  is  the  present 
fashion.  It  is  diffcult  to  understand  the  co- 
operation he  is  able  to  get  from  some  doc- 
tors who  are  responsible  for  new  drugs, 
formulas,  instruments,  appliances,  methods 
of  treatment,  etc.  All  the  article  quoted  in 
the  opening  paragraph  needs,  to  make  it 
a masterpiece  similar  to  that  which  appeared 
in  the  popular  press  a few  summers  ago, 
about  cortisone,  is  to  have  the  pictures  of  the 
doctors  along  with  the  text,  call  Betasyamine 
a “Miracle”  drug,  get  it  published  in  Life 
magazine,  and  then  have  the  new  substance 
fail  to  prove  itself  the  wonder  drug  it  is  pre- 
dicted to  be. 

In  the  January  issue  of  Reader’s  Digest, 
nestled  amongst  a number  of  the  harmless 
type  of  medical  items,  there  appears  an  ex- 
position of  “Postpartum  Plasma  for  Arthri- 
tis,” where  it  is  said  that  “Twelve  men  and 
women  were  severe  arthritis,  all  bedridden  or 
in  wheel  chairs,  received  a half  pint  of  post- 
partum plasma  weekly  . . . Before-and-after 


motion  pictures  . . . show  the  former  invalids 
doing  calisthenics  and  skipping  rope.”  It  is 
possible  that  the  lay  reporter  got  this  with- 
out the  help  of  the  doctor  who  thought  of 
the  postpartum  plasma  idea.  In  any  event 
this  is  a bad  item.  It  concerns  a subject 
which  draws  the  attention  of  the  public  like 
syrup  attracts  the  ant  and  offers  something 
which  has  been  insufficiently  tested  by 
clinical  trial. 

There  is  no  way  in  which  the  medical  pro- 
fession can  keep  the  popular  writer  from 
using  medical  material,  nor  even  guide  him 
in  his  choice  of  subjects.  I submit,  however, 
that  he  will  make  fewer  bad  choices  if  he  is 
not  aided  and  encouraged  by  physicians  who 
seem  unable  to  wait  for  the  slower  process  of 
the  scientific  medical  publication.  How  dif- 
ferent would  a write-up  of  cortisone  in  Life 
sound,  if  it  had  waited  until  the  present ! The 
same  probably  may  be  said  eventually,  of 
Betasyamine. 

The  average  reader  of  popular  medical 
items  has  no  fundamental  information  upon 
which  to  evaluate  what  he  reads.  He  can  be 
deceived  or  have  false  hopes  built  up.  What 
can  the  patient’s  physician  answer  when  he 
demands  the  new  heart  medicine  or  the  post 
partum  plasma?  He  may  explain  that  these 
are  only  in  the  developmental  stages,  that 
they  have  not  been  thoroughly  tried  out, 
that  they  are  not  yet  available,  etc.  He 
should  always  add  that  the  medical  profes- 
sion frowns  upon  the  physician  who  allows 
materials  of  this  kind  to  be  published  with 
his  help  and  blessing  until  it  has  been  tried 
sufficiently  and  is  available ; that  availability 
in  the  market  has  come  to  mean  that  a new 
drug  is  safe,  has  been  tried  enough  to  know 
what  may  be  expected  of  it  and  what  dangers 
may  be  encountered  when  it  is  used. 


PHS  Surgeon  General  Leonard  A.  Scheele  cau- 
tions physicians  and  the  public  to  be  on  the  alert  for 
any  outbreak  of  pari’ot  fever  (psittacosis)  as  a result 
of  two  cases  reported  in  Minnesota  from  an  infected 
parakeet  brought  there  from  southern  Florida.  The 
disease  was  contracted  by  a physician  and  his  wife. 
The  Surgeon  General  noted  it  was  a viral  disease, 
with  symptoms  similar  to  pneumonia  and  influenza. 

Dr.  Scheele  stated  that  additional  cases,  as  yet 
unrecognized  and  unreported,  may  be  occurring  in 
other  parts  of  the  country.  Visitors,  he  said,  are 
known  to  have  purchased  and  transported  a number 
of  tropical  birds  from  the  infected  area.  Dr.  Scheele 
added  there  was  no  real  danger  of  a widespread 
epidemic,  however. 
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ORIGINAL  SECTION 

Clinical  Evaluation  of  the  Wilkerson- 
Heftmann  Blood  Sugar  Test,  With 
Reference  to  Its  Use  by  the 
General  Practitioner* 

Preliminary  Report 

MORRIS  MARGOLIN,  M.D.  and  HAROLD  E.  GENTRY,  JR.,  B.Sc. 
From  the  Department  of  Internal  Medicine, 

University  of  Nebraska,  College  of  Medicine 
Omaha,  Nebraska 

THE  WILKERSON-HEFTMANN  BLOOD  SUGAR 
SCREENING  METHOD 

In  the  course  of  their  large  scale  diabetes 
surveys  in  1947  and  subsequently,  Wilkerson 
and  his  associates  of  the  U.S.P.H.S/^- 
came  to  realize  the  need  of  a rapid  blood 
sugar  technique,  particularly  one  which 
could  be  used  in  the  field.  In  response  to 
this  need  Wilkerson  and  Heftmann  developed 
their  method  in  1948^^b  basing  their  tech- 
nique upon  that  of  Hagedorn  and  his  Asso- 
ciates and  modifying  it  for  the  use  of 
tablets  instead  of  solutions,  the  heating  re- 
quired being  produced  by  time-burning 
methenamine  tablets.  The  principle  of  the 
method  consists  in  the  reduction  of  ferricya- 
nide,  the  unreduced  portion  of  which  oxidizes 
an  iodide  to  form  iodine  which  in  turn  reacts 
with  soluble  starch  to  give  a blue  coloration 
to  the  solution,  indicating  that  the  glucose 
content  of  the  blood  being  tested  was  too  low 
to  reduce  the  ferricyanide  completely.  By  in- 
corporating definite  quantities  of  potassium 
ferricyanide  into  the  reagent  tablet,  the  test 
is  made  to  reveal  the  glucose  content  of  the 
blood  either  as  above  or  below  a specified 
level;  A clear  solution  indicates  it  to  be  in 
excess  of,  and  a blue  coloration  shows  it  to 
be  less  than,  the  predeteiTnined  level.  Other 
reagent  tablets  precipitate  the  protein  out  of 
the  blood  solution,  and  the  steam  of  the  heat- 
ing process  causes  the  precipitate  to  rise  to 
the  top  of  the  test  tube  in  the  form  of  a cake 
which  is  easily  skimmed  off,  obviating  the 
necessity  of  filtering.  All  non-glucose  re- 
ducing substances  are  eliminated  with  the 
proteins  in  this  process,  thus  fitting  the  test 
into  the  true  glucose  category. 

The  equipment  for  the  test  is  very  simple. 
It  consists  of  a test  tube  with  a funnel  top  to 
avoid  splash,  a minute  asbestos  stove,  a 0.1 
cc.  pipette  for  collection  of  blood,  and  a glass 
spoon  with  flanged  piece  of  rubber  at  its  op- 

•Read  before  Omaha  Mid-West  Clinical  Society.  1951. 


posite  end  for  cleaning  the  tube.  This  equip- 
ment, together  with  a supply  of  tablets  suf- 
ficient for  50  tests,  are  packed  in  a container 
the  size  of  an  ordinary  cigar  box,  and  can 
be  easily  carried  about.  The  test  is  rapid, 
requiring  about  five  minutes  for  its  perform- 
ance, and  so  simple  as  to  eliminate  the  need 
of  a trained  technician. 

Originally  designed  for  survey  work  in  dia- 
betes detection,  Drs.  Wilkerson  and  Heft- 
mann provided  for  a single  blood  sugar  level, 
a reading  below  that  level  being  assumed  as 
proving  the  non-existence  of  diabetes,  where- 
as a reading  above  that  point  being  presump- 
tive evidence  of  a positive  diagnosis.  The 
test  became  available  for  general  use  in  late 
1949,  and  by  that  time  two  test  levels  were 
provided  for;  at  130  mg.%  and  at  180  mg.% 
In  addition  a technique  was  worked  out 
where-by,  with  the  use  of  the  130  mg.% 
tablet  and  by  doubling  the  quantity  of  blood 
and  the  number  of  the  other  reagent  tablets, 
a level  of  50  mg.%  is  obtainable. 

PURPOSE  AND  SCOPE  OF  PRESENT  STUDY 

The  need  of  a simple  blood  sugar  test  of 
practical  clinical  value  has  long  been  ap- 
parent. Considering  that  the  number  of 
both  recognized  and  unknown  diabetics  in 
this  country  approaches  two  million,  it  be- 
comes obvious  that  the  great  majority  of 
these  must  of  necessity  receive  their  diag- 
nostic and  therapeutic  services  from  general 
practitioners,  both  urban  and  rural,  many 
remote  from  laboratory  facilities.  The  fre- 
quency of  high  renal  thresholds  for  sugar 
among  diabetics  makes  inadequate  the  sole 
use  of  urinary  tests  upon  which  many  of 
these  practitioners  depend.  On  the  other 
hand,  low  thresholds  are  not  uncommon,  both 
among  diabetics  and  non-diabetics,  and  many 
renal  glycosurics  are  being  treated  as  dia- 
betics for  want  of  blood  sugar  studies.  A 
realization  of  these  facts  has  led  to  this  ex- 
ploration of  the  Wilkerson-Heftmann  test  as 
a possibility  for  satisfying  the  need.  In  it 
we  have  a simple,  inexpensive,  non-time  con- 
suming test  capable  of  being  used  in  the 
office  of  the  general  practitioner  without 
technical  assistance,  as  well  as  at  the  bedside 
of  the  patient.  The  test,  though  originally 
designed  for  screening  puiT)oses  only,  and 
with  obvious  limitations,  does  provide  for 
sugar  levels  of  critical  clinical  importance, 
namely  130  and  180  mgms.%.  In  other  words, 
the  test  provides  1 
cant  blood  sugar 


or  three  clinically  signifi- 
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mg.%,  the  range  of  normal  and  hypoglyce- 
mic values,  the  latter  supplemented  by  the 
50  mg.%  technique;  (2),  between  130  and 
180  mg.%,  the  range  of  satisfactory  diabe- 
tic control;  and  (3)  above  180  mg.%  the 
range  of  unsatisfactory  or  poor  diabetic  con- 
trol. 

With  these  facts  in  mind,  this  study  was 
initiated  about  two  years  ago.  Cases  from 
the  private  practice  of  the  senior  author 
(M.M.)  were  first  utilized,  being  selected 
only  on  the  basis  of  the  need  of  a blood  sugar 
detennination  as  an  aid  in  their  clinical 
evaluation.  Later,  a number  of  cases  were 
added  from  the  Outpatient  Diabetic  Clinic  of 
the  University,  and  15  juvenile  diabetics  in 
residence  at  the  Springdale  Camp  for  Diabe- 
tic Children  were  also  used  in  these  studies. 
Thus  the  total  study  comprises  100  diabetics 
of  all  ages  and  degrees  of  severity,  plus  12 
non-diabetic  individuals  presenting  diagnos- 
tic problems  or  used  as  normal  controls.  More 
than  350  Wilkerson-Heftmann  tests  were 
perfonned. 

The  investigation  was  made  from  both  the 
diagnostic  and  treatment  viewpoints  and 
thus  far,  has  been  limited  to  ambulatory  pa- 
tients. While  in  most  cases  arterial  (capil- 
lary) blood  was  used  in  these  determinations, 
a number  of  venous  bloods  were  also  tested  in 
special  cases  as  shall  be  indicated  later.  In 
taking  venous  blood  we  avoided  the  use  of  a 
tourniquet  as  far  as  possible,  and  after  col- 
lecting about  0.5cc.  of  blood  expressed  a large 
drop  of  it  onto  a clean  piece  of  glazed  paper, 
immediately  drawing  O.lcc  of  it  into  the 
pipette,  thus  avoiding  the  necessity  of  an 
anticoagulant.  A good  blue  color  was  read  as 
a minus  (below  the  level  tested) , a clear,  col- 
orless result  was  read  as  a plus  (above  the 
level),  whereas  a light  or  indefinite  blue  col- 
oration was  read  as  a plus-minus,  assuming 
it  as  being  slightly  above  or  slightly  below 
the  testing  level. 

DEPENDABILITY  OF  THE  TEST 

In  their  original  communication,  Wilker- 
son  and  Heftmann(^>  admit  possible  error  of 
10  mg.%  in  their  test.  Of  50  bloods  compared 
with  a true  glucose  method  (Somogyi-Nel- 
son),  and. tested  at  180  mg.%  level,  21  test- 
ing 170  mg.%  or  below  were  all  blue,  25  test- 
ing at  180  mg.%  or  above  were  consistantly 
clear,  while  4 testing  between  170  and  180 
mg.%  were  either  dark  blue,  light  blue  or 
clear.  Haunz  and  Keranen  indicate  a 
“high  degree  of  accuracy”  in  this  test,  find- 


ing only  7 discrepancies  out  of  200  capillary 
tests  as  compared  with  a true  glucose  venous 
test.  Table  1 gives  a comparison  of  16  cases 
run  by  the  Folin-Wu  and  the  Wilkerson- 
Heftmann  methods  on  the  same  venous 
bloods. 

TABLE  I 


A comparison  of  sugar  values  obtained  by  tbe  Folin-Wu  and 
Wilkerson-Heftmann  methods  on  the  same  samples  of  fasting 
venous  bloods  : 


Folin-Wu 

Wilkerson-Heftmann 

Case 

Age 

mg.% 

130  mg.% 

180  mg.% 

1 

63 

162 

130  + 

180— 

2 

40 

140 

130  + 

180— 

3 

- 63 

170 

130+ 

180— 

4 

. 17 

100 

130— 

180— 

5 _ 

71 

154 

130  + 

180— 

6 

69 

114 

130  + 

180— 

7 - 

. - 60 

126 

130— 

180— 

8 

32 

79 

130— 

180— 

9 

52 

207 

130  + 

180— 

10 

. - 41 

145 

130-f 

180— 

11 

51 

170 

130+ 

180— 

12 

48 

195 

130  + 

180— 

13  . 

59 

123 

130— 

180— 

14 

25 

79 

130— 

180— 

15 

48 

106 

130— 

180— 

16 

25 

100 

130— 

180— 

All  cases  in  Table  1 conform  to  the  Folin- 
Wu  figures  with  the  exception  of  Cases  6,  9, 
10  and  12.  In  the  interpretation  of  these  re- 
sults however,  one  must  keep  in  mind  the 
fact  that  the  Wilkerson-Heftmann  test  gives 
true  glucose  values,  while  the  Folin-Wu  in- 
cludes non-glucose  reducing  substances  and 
leads  to  falsely  high  readings.  Thus  Mosen- 
thal  and  Barry  report  non-glucose  reduc- 
ing substances  in  the  Folin-Wu  procedures  as 
high  as  78  mg.%,  and  add  that  such  sub- 
stances are  highly  variable  and  unpredict- 
able; while  Haunz  and  Keranen  in  their 
study  of  100  cases  comparing  the  Folin-Wu 
and  Somogyi-Nelson  methods,  find  false 
values  in  the  Folin-Wu,  ranging  from  2 to  72 
mg.%  in  excess  of  the  true  glucose  value. 
Both  groups  of  authors  find  that  38%  of 
their  cases  show  false  values  in  excess  of  the 
30  mg.%  generally  accepted  as  the  differen- 
tial between  the  Folin-Wu  and  true  glucose 
methods.  There  is  a growing  sentiment  in  fa- 
vor of  the  abandonment  of  the  time  honored 
Folin-Wu  method  because  of  these  possible 
misleading  results. 

In  view  of  these  facts  it  is  readily  seen 
that  cases  9,  10  and  12,  in  which  the  Folin- 
Wu  is  higher  than  the  Wilkerson-Heftmann, 
do  not  necessarily  constitute  discrepancies. 
Case  6,  however  in  which  the  Wilkerson- 
Heftmann  value  is  greater  than  the  Folin- 
Wu,  cannot  be  explained,  and  must  be  re- 
garded as  a definite  discrepancy.  This  makes 
a single  unexplainable  inaccuracy  in  a total 
of  32  Wilkerson-Heftmann  tests,  an  inci- 
dence of  3.2%.  This  figure  agrees  strikingly 
with  the  3.5%  finding  of  Haunz  and  Reran- 


Volume  37 
Number  5 


BLOOD  SUGAR  TEST:  MARGOLIN,  GENTRY 


141 


en,  and  is  strong  evidence  in  support  of  their 
statement,  relative  to  the  “high  degree  of  ac- 
curacy”, inherent  in  the  test. 

THE  TEST  AS  AN  AID  IN  DIAGNOSIS 

There  is  general  agreement  on  the  fact 
that  a fasting  blood  sugar  in  excess  of  130 
mg.%  is  pi-esumptive  evidence  of  diabetes. 
The  converse  is  not  necessarily  true,  as  mild 
diabetics  may  have  a normal  fasting  blood 
sugar.  To  base  a diagnosis  of  diabetes  on  the 
fasting  blood  sugar  alone  would  therefore 
result  in  an  occasional  false  positive,  and  in 
many  false  negatives.  However,  by  checking 
the  blood  sugar  two  hours  after  an  ample 
carbohydrate  meal,  the  number  of  erroneous 
results  could  be  minimized.  At  such  time  in- 
terval* a level  below  130  mg.%  is  practically 
positive  proof  of  the  non-existence  of  dia- 
betes, whereas  a reading  above  that  level 
would  at  least  place  the  diagnosis  in  a bor- 
derline status.  Hence,  if  only  a single  blood 
sugar  testing  is  to  be  had,  the  safest  time 
would  be  two  hours  after  a meal.  For  more 
conclusive  evidence,  glucose  tolerance  curves 
must  be  resorted  to. 

Recent  work  by  Mosenthal  and  Barry 

(8)  called  attention  to  the  great  variabil- 
ity of  arterial-venous  glucose  differences ; 
that  is,  the  sugar  values  of  finger  tip  (capil- 
lary) blood  as  compared  with  that  of  venous 
blood  taken  simultaneously  from  the  bend  of 
the  elbow  of  the  same  arm.  Such  differences 
have  been  shown  to  vary  from  minus  21 
mg.%  (arterial  sugar  less  than  venous)  to 
plus  102  mg.%,  occuring  in  both  normal  and 
diabetic  individuals  in  fasting  as  well  as  in 
post-prandial  states,  although  the  higher 
figures  are  more  apt  to  occur  after  heavy 
carbohydrate  intake.  These  facts  have  led  to 
the  question  of  the  degree  of  accuracy  of 
venous  versus  arterial  blood  sugar  values. 

Mosenthal  made  the  suggestion  that 
the  venous  is  the  more  accurate  both  in  the 
diagnosis  and  in  the  management  of  diabetes 
since  it  indicates  the  efficiency  of  tissue  uti- 
lization of  glucose  whereas  the  arterial  glu- 
cose level  demonstrates  only  the  absorbtive 
capacity  of  the  intestinal  tract  and  the  glu- 
cose mobilization  from  the  liver,  neither  of 
which  functions  are  necessarily  impaired  in 
diabetes.  On  the  other  hand  he  believes  that 
the  arterial  blood  sugar  is  more  valuable  in 
determining  the  renal  threshold  for  glucose, 
since  filtration  takes  place  in  the  glomeruli 
from  the  arterial  side  of  the  circulation.  Fab- 
rykant  and  Ashe  indicate  that  hypoglyce- 


mic levels  are  best  shown  in  the  arterial 
blood,  since  it  is  deficiency  in  supply  that 
leads  to  the  manifestations.  We  hold  these 
views  to  be  reasonable,  although  admittedly 
much  more  investigation  is  needed  for  def- 
initely safe  conclusions. 

The  following  tables  and  chart  illustrate 
glucose  tolerance  curves  of  normal,  renal  gly- 
cosuric,  and  diabetic  individuals.  Venous 
blood  was  utilized  in  the  normal  (Table  2) 
partly  in  accordance  with  Dr.  Mosenthal’s 
suggestion,  and  partly  to  demonstrate  the 
usefulness  of  the  Wilkerson-Heftmann  meth- 
od with  venous  as  well  as  with  arterial  (cap- 
illary) blood.  The  curve  of  renal  glycosuria 
(Table  3)  was  determined  on  arterial  blood. 
The  diabetic  curve  (chart)  demonstrates  a 
Wilkerson-Heftmann  arterial  curve  as  com- 
pared with  the  Folin-Wu  venous  on  the  same 
patient  taken  on  different  days. 

TABLE  II 

NORMAL  GLUCOSE  TOLERANCE 
Wilkerson-Heftmann  Method  (Venous  Blood).  One  hundred 
grams  of  glucose  given  orally. 

Case:  Male,  16,  diabetic  family  history  plus  incidental 


glycosuria. 

Blood  Sugar 

Time  mg.%  Urine  Sugar 

Fasting  130 — Neg. 

V->h  p.c.  1304-  180— 

Ih  p.c.  1304-  180— 

2h  p.c.  130 — Neg. 


TABLE  III 

RENAL  GLYCOSURIA 

Wilkerson  - Heftmann  Glucose  Tolerance  Curve  (Capillary 
Blood).  One  hundred  grams  of  glucose  given  orally. 

Case : Male,  33,  Glycosuria  and  diabetic  family  history. 

Blood  Sugar 


mg.% 

Time  Capillary  Urine  Sugar 

Fasting  130 — Trace 

Vah  p.c. 1304-  180—  4- 

Ih  p.c. 1304-  180—  -f--f 

2h  p.c.  130 — Trace 


DIABETIC  GLUCOSE  TOLERANCE  CURVE 

WLKERSON-HEFTMANN  (ARTERIAL)  COMPARED  WITH  FOLIN-WU  (VENOUS) 

WO  GRAMS  OF  GLUCOSE  ORALLY 

MALE,  AGE  62,  4 YR.  DIABETIC,  NO  INSULIN 


FAST  jHR.  I HR.  2HR.  3HR  4HR.  5HR. 


4 CAPILLARY  (ABOVE) 

^ CAPILLARY  (BELOW)  ^ FOLIN-WU 

It  will  be  noted  that  both  non-diabetic 
curves  (Tables  2 and  3)  do  not  reach  180 
mg.%  at  any  t i m e and  fall  b e 1 o w 130 
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mg%  by  the  end  of  two  hours.  The  latter 
has  been  a consistent  experience  in  all  normal 
curves  we  have  run.  The  renal  glycosuria 
curve  is  characterized  by  a sugar  spill  in  all 
specimens.  The  chart  of  the  two  diabetic 
curves  is  illustrative  of  the  fact  that  although 
the  full  height  of  the  curve  is  not  demon- 
strable by  the  Wilkerson-Heftmann  method, 
the  duration  of  the  curve  is  nevertheless  re- 
produced with  exact  fidelity. 

There  appears  to  be  some  controversy  in 
the  literature  as  to  the  importance  of  the 
height  of  the  curve  in  a glucose  tolerance 
test.  While  most  authors  insist  on  the  impor- 
tance of  the  height  in  the  diagnosis  of  dia- 
betes, a recent  article  by  Friend  disputes 


cedures,  a diagnosis  of  epilepsy  was  made  on  the 
basis  of  an  EEG.  This  case  indicates  the  way  in 
which  the  Wilkerson-Heftmann  test  can  be  used  in 
problems  suggesting  hypoglycemia. 

THE  TEST  AS  AN  AID  IN  DIABETIC 
MANAGEMENT 

Management  of  the  diabetic  patient  re- 
quires a good  deal  of  clinical  judgment  as 
well  as  laboratory  aid.  The  ideal  of  such  man- 
agement should  be  metabolic  normalcy;  i.e., 
a patient  with  a normal  glycemia,  free  from 
glycosuria  and  acetonuria,  and  maintaining 
expected  weight  and  strength.  Such  control, 
not  always  possible  of  attainment,  should  be 
sought  for  and  approximated.  In  those  cases 
exhibiting  normal  renal  thresholds  for  glu- 


TABLE  IV 

DIAGNOSTIC  PROBLEMS 

Blood  Sugar  mg.% 


Case 

Sex 

Age 

Presenting 

Problem 

Time 

Venous 

W-H* 

Capf 

F-W** 

Venous 

Final 

Diagnosis 

1 

M 

45 

Screening 

2h  p.c. 

130— 

Normal 

2 

M 

10 

Occasional  glycosuria 
and  family  history 

2h  p.c. 

130— 

Renal  Glycosuria 

3 

M 

27 

Glycosuria 

2h  p.c. 

130— 

Renal  Glycosuria 

4 

F 

46 

Family  history 

2h  p.c. 

130— 

Normal 

5 

M 

22 

Glycosuria 

2h  p.c. 

130— 

Renal  Glycosuria  1 

6 

F 

46 

Convulsions  in  fasting 
period  6i/4h  p.c. 

61/^ih 

p.c. 

130— 

50-1- 

88 

Epilepsy 

7 

M 

32 

Glycosuria  and 

2h  p.c. 

130— 

Renal  Glycosuria 

family  history 
* Wilkerson-Heftmann 
**Folin-Wu 
tCapillary 


that  point  of  view.  There  is  no  dispute  how- 
ever on  the  significance  of  the  curves’  dura- 
tion : A prolongation  beyond  two  hours  is  re- 
garded by  all  as  diagnostically  significant. 
Our  tables  and  chart  definitely  demonstrate 
this  feature  of  the  curve  and  provide  an  indi- 
cation, if  not  the  full  demonstration  of  the 
height.  This  is  unequivocally  shown  in  our 
normal  and  renal  glycosuria  tables. 

Table  4 presents  a number  of  diagnostic 
problems  in  which  the  Wilkerson-Heftmann 
test  served  as  an  aid  toward  solution. 

One  will  note  the  130  minus  reading  at  two 
hours  after  a meal,  has  in  every  case  proven 
subsequently  to  be  non-diabetic.  Case  6 needs 
further  elucidation. 

Mrs.  McC.,  a clerical  worker  age  46,  presented  a 
complaint  of  epileptiform  seizures  occuring  at  two 
to  four  week  intervals  over  the  past  year.  Because 
with  one  exception  these  seizures  occurred  about 
12:30  p.m.  six  and  one-half  hours  after  her  pre- 
vious meal,  the  possibility  of  a spontaneous  hypo- 
glycemic reaction  had  to  be  raled  out.  A capillary 
Wilkerson-Heftmann  at  6%  hours  pc  gave  a reading 
130  mg.9^^  minus  and  50  mg.%  plus.  A simultaneous 
venous  Folin-Wu  was  found  to  be  88  mg.%.  For 
absolute  proof  of  presence  of  hypoglycemia,  one 
would  have  to  obtain  the  reading  during  the  seizure 
or  a glucose  tolerance  curve  over  a six  to  seven- 
hour  period.  Before  we  had  occasion  for  such  pro- 


cose,  simple  urinalyses  are  sufficient  as  rou- 
tine, with  an  occasional  blood  sugar  test  to 
serve  as  a check.  However  when  the  renal 
threshold  is  either  too  high  or  too  low  (Renal 
glycosuria  is  not  a rare  concomitant  of  dia- 
betes, especially  in  pregnancy),  the  routine 
use  of  blood  sugar  tests  may  be  essential  for 
adequate  control. 

In  our  Outpatient  Clinic  we  use  the  fasting 
blood  sugar  as  a routine  procedure,  in  addi- 
tion to  a 24  hour  urine  analysis.  In  patients 
requiring  insulin  we  regard  150  mg.%  as  the 
ideal  fasting  level.  We  feel  that  this  level 
protects  them  against  hypoglycemic  episodes 
and  that  it  is  not  too  high  for  safety.  How- 
ever, we  are  not  unmindful  of  the  fact  that 
much  higher  levels  may  be  reached  after 
food  intake,  but  certain  difficulties  in  the  set- 
up of  our  clinic  make  it  impractical  to  resort 
to  postcibal  blood  sugar  determinations.  A 
simple  blood  sugar  technique  could  resolve 
much  of  our  dificulty,  and  on  this  basis  we 
have  recently  made  a sample  exploration  of 
the  Wilkerson-Heftmann  test,  in  addition  to 
the  usual  procedures.  We  believe  a blood 
sugar  range  of  130  to  180  mg.%,  at  two  to 
three  hours  after  meals  to  be  indicative  of 
good  control.  Readings  below  130  mg.%  or 
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above  180  mg.%,  in  our  opinion  require  ad- 
justments in  diet,  insulin,  or  both. 

Table  5 shows  a number  of  clinic  cases  re- 
ceiving such  additional  check  by  the  Wilker- 
son-Heftmann  method. 

Cases  2,  4,  and  7 in  this  table  are  evidence 
of  the  helpful  possibilities  of  the  Wilkerson- 
Heftmann  blood  sugar  test  in  assessing  the 
degree  of  control  of  diabetics.  Case  2 with  a 
blood  sugar  level  in  excess  of  180  mg.%, 
fasting  and  at  2V2  hi'S-  P-c.,  with  only  a 1 


the  degree  of  usefulness  of  the  test  in  actual 
practice. 

Case  1.  L.G.,  male,  age  58.  Known  diabetic  of 

two  months  duration.  Diabetes  discovered  as  a re- 
sult of  loss  of  weight.  Blood  sugar  (Somogyi- 
Nelson)  was  308  mg.%,  2 hrs.  p.c.  After  a period 
of  adjustment  to  an  appropriate  diet,  24-hour  urine 
specimens  constantly  showed  a spill  approximating 
10  grams  of  glucose  daily.  Wilkerson-Heftmann 
tests  taken  at  11  a.m.  (four  hours  after  last  meal) 
repeatedly  showed  a level  below  130  mg.%.  A clini- 
test  check  of  urine  passed  at  four  periods  of  the 
day  showed  an  absence  of  sugar  at  fasting  and  at 
mid-morning,  a 3 to  4 plus  sugar  in  mid-afternoon 


TABLE  V 


Wilkerson-Heftmann  Test  in  the  Man 


Case 

Sex 

Age 

Insulin 

Venous 

(F-W')» 

mg.% 

1 

F 

60 

20u  PZI 

126 

2 

F 

56 

25u  NPH 

290 

3 

F 

66 

12u  PZI 

140 

4 

F 

65 

50u  NPH 

190 

5 

F 

46 

lOu  PZI 

130 

6 

F 

59 

25u  PZI 

118 

7 

F 

68 

18u  PZI 
40u  R 

184 

8 

F 

43 

30u  PZI 

135 

9 

M 

71 

None 

165 

*Folin-Wu 

**  Wilkerson-Heftmann 

plus  sugar  in  the  total  24  hour  urine,  must 
be  regarded  as  having  a high  renal  threshold 
even  if  we  were  to  disregard  the  Folin-Wu 
fasting  blood  sugar  of  290  mg.%.  The  urine 
finding  alone  would  be  misleading,  as  it  indi- 
cates fairly  good  control.  Case  4 is  also  one 
with  a high  renal  threshold,  as  shown  by  the 
high  postalimentary  blood  sugar.  Case  7 
however,  is  out  of  control,  lacking  evidence 
of  a high  renal  threshold,  since  with  a fairly 
normal  fasting  level  she  still  shows  a consid- 
erable glycosuria,  which  can  be  accounted  for 
by  the  postcibal  hyperglycemia. 

All  other  cases  in  table  5 appear  at  first 
glance  to  have  relatively  consonant  urine  and 
blood  sugar  findings.  This  however  cannot  be 
taken  as  proof  that  all  of  these  patients  have 
normal  thresholds  and  that  blood  sugar 
studies  are  superfluous  for  their  manage- 
ment. All  that  can  be  said  unequivocally  of 
these  cases  is  that  they  happened  to  be  under 
good  control  at  the  particular  time  of  the  ex- 
amination. 

The  senior  author  has  now  had  a 2-year 
experience  with  the  use  of  the  Wilkerson- 
Heftmann  Test  in  his  private  practice. 
Though  cautious  at  first,  he  has  been  utiliz- 
ing it  with  increasing  confidence  in  the  rou- 
tine treatment  of  his  cases.  The  following 
case  reports  will  serve  as  an  illustration  of 


agement  of  the  Ambulatory  Diabetic 


Blood  Sugar 


Fasting 

2>/5  hr  p.c. 

Capillary 

Capillary 

24h 

(W-H)*» 

(W-H) 

Urine 

mg.% 

mg.% 

Sugar 

130  + 

180— 

Neg. 

180  + 

180  + 

*4“ 

130— 

130  + 

Neg. 

130+  18C— 

180+ 

Neg. 

180— 

180— 

Neg. 

130— 

180  + 

Neg. 

130+  180— 

180  + 

221/2 

gms. 

130+  180— 

180— 

Neg. 

130— 

180— 

Neg. 

and  a 2 to  3 plus  sugar  at  bed  time.  A recheck  of 
blood  sugar  by  Wilkerson-Heftmann  was  done  2% 
hours  after  his  noon  meal  and  showed  a level  above 
180  mg.%.  He  was  placed  on  10  units  N.P.H.  insulin 
before  breakfast  daily.  His  clinitest  became  sugar 
free  in  all  but  bed  time  specimens,  which  showed  a 
trace  to  1 plus.  The  Wilkerson-Heftmann  at  two 
hours  p.c.  now  remains  at  180  minus. 

Case  2.  Miss  P.F.,  age  57,  has  been  a known  dia- 
betic for  eleven  years  but  has  received  no  treat- 
ment except  for  avoidance  of  high  carbohydrate 
foods.  On  her  first  visit,  although  her  fasting  urine 
was  sugar  free,  a 1 hour  p.c.  specimen  showed  sugar 
4 plus.  Blood  sugar  (Folin-Wu)  at  5 hours  p.c.  was 
300  mg.%.  A 24  hour  urine  specimen  had  a total 
spill  of  6 grams.  After  adjustment  to  appropriate 
diet,  the  24-hour  urine  specimen  was  negative  for 
sugar,  but  a venous  Wilkerson-Heftmann  test  taken 
at  2%  hours  p.c.  showed  a blood  level  in  excess  of 
180  mg.%.  She  was  placed  on  10  units  NPH  insulin. 

Of  the  15  children  tested  at  the  Springdale 
Camp,  only  one  was  stable  and  showed  blood 
sugars  consistent  with  good  management. 
All  others  were  brittle  diabetics  and  showed 
a good  deal  of  fluctuation  in  both  urine  and 
blood  sugars,  as  was  to  be  expected.  In  such 
unpredictable  cases  the  Wilkerson-Heftmann 
test  could  provide  no  aid  in  the  management. 
In  our  experience,  no  other  blood  sugar 
method  could  be  more  helpful.  Fortunately, 
high  renal  thresholds  in  such  young  diabetics 
are  exceptional,  and  all  necessary  informa- 
tion is  usually  obtainable  from  urine  tests. 
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While  our  exploration  did  not  extend  to 
acute  diabetic  emergencies,  it  is  reasonable 
to  assume  that  the  test  could  be  only  of  limit- 
ed usefulness  in  such  situations.  In  Diabetic 
coma,  for  instance,  it  could  be  used  only  as  a 
readily  available  aid  in  the  differentiation 
from  hypoglycemic  shock  or  from  coma  due 
to  causes  other  than  diabetes.  It  might  also 
be  used  in  the  recovery  stages  in  coma  as  an 
aid  in  detennining  the  rate  of  drop  of  the 
glycemic  level.  It  would  be  definitely  inade- 
quate for  other  use  in  this  state.  In  acute 
febrile  and  post-surgical  situations  compli- 
cating diabetes  and  leading  often  to  unpre- 
dictable fluctuations  of  blood  sugars,  the  use 
of  this  test  would  be  limited  and  could  be  of 
value  only  in  the  milder  cases.  However, 
since  such  conditions  are  rarely  treated  out- 
side of  a hospital,  the  question  of  inadequate 
facilities  for  the  usual  blood  sugar  methods 
would  hardly  ever  arise.  On  the  whole,  the 
Wilkerson-Heftmann  Test  can  be  eminently 
useful  in  the  large  majority  of  the  diabetic 
problems  entrusted  to  the  general  practition- 
er. 

SUMMARY  AND  CONCLUSIONS 

1.  The  Wilkerson-Heftmann  Blood  Sugar 
Test  is  a rapid,  simple,  inexpensive,  highly 
accui-ate,  true  glucose  test.  While  providing 
only  for  two  blood  sugar  reference  levels,  it 
provides  also  for  three  clinically  significant 
blood  sugar  ranges : The  range  of  normal  and 
hypoglycemic  values,  t h a t of  satisfactory 
diabetic  control,  and  that  of  unsatisfactory 
and  poor  diabetic  control. 

2.  100  diabetic  and  12  non-diabetic  indi- 
viduals, normals  or  presenting  diagnostic 
problems,  were  utilized  in  this  study  to  ex- 
plore the  value  of  the  test  in  clinical  use.  The 
studies  were  made  from  the  standpoint  of 
both  the  diagnostic  and  therapeutic  useful- 
ness of  the  test. 

3.  It  is  concluded  that  the  test  is  eminent- 
ly useful  both  as  an  aid  in  diagnosis  and  in 
the  routine  management  of  a very  large  ma- 
jority of  diabetic  patients.  Because  of  the 
simplicity,  inexpensiveness,  and  the  minimal 
time  required  for  the  test,  it  is  recommended 
as  a highly  desirable  adjunct  to  the  arm'!’- 
mentarium  of  the  general  practitioner. 

NOTE:  The  Wilkerson-Heftmann  test  is  marketed  by  Eli 

Lilly  & Company.  The  cost  of  the  set.  including  full  equip- 
ment and  material  for  50  tests,  approximates  24  cents  per 
test.  Refill  materials  are  procurable  at  the  rate  of  about  eleven 
cents  per  test. 
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The  Use  of  Sedative  and  Stimulative 
Drugs  In  Emotional  Illness 

FRANK  R.  BARTA,  M.D.,  F.A.C.P. 

Director,  Department  of  Neuropsychiatry, 

Creighton  University  School  of  Medicine  and 
St.  Joseph's  Creighton  Memorial  Hospital 
Omaha,  Nebraska 

Diverse  opinion  regarding  the  use  of  cen- 
tral nervous  system  stimulants  and  depres- 
sants in  the  treatment  of  emotional  illness 
will  subside  when  a rational  basis  for  the  use 
of  these  drugs  is  established.  Difficulty  in 
establishing  proper  therapeutic  indications 
for  their  use  is  in  part  due  to  insufficient 
understanding  of  the  central  nervous  system 
action  of  these  drugs.  This  difficulty  would 
not  be  insurmountable  if  a full  evaluation  of 
the  patient  readily  established  therapeutic 
need  for  sedatives  in  some  cases,  stimulants 
in  others. 

Unfortunately,  this  is  not  the  case.  So 
many  patients  apparently  require  a combina- 
tion of  sedatives  and  stimulants  for  the  ef- 
fective relief  of  symptoms  that  pharmaceuti- 
cal houses  are  now  marketing  increasing  sup- 
plies of  combination  drugs  designed  to  fill 
this  need.  Which  patient  requires  stimulants, 
which  requires  sedatives,  and  which  requires 
a combination  of  the  two  is  usually  deter- 
mined by  the  time-honored  trial  and  error 
method  in  the  individual  patient. 

CURRENT  OPINION 

Psychiatrists  and  other  physicians  of  some 
experience  in  evaluating  personality  type  us- 
ually are  able  to  offer  a very  general  formula 

‘Read  before  the  Regional  Meeting  of  the  American  College 
of  Physicians  at  Lincoln,  Nebraska,  Febr.  23,  1952. 
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of  aid  in  determining  the  type  of  medication 
apt  to  favorably  influence  the  patient  with- 
out undesirable  side  effects.  Kretschmer’s 
work  on  constitutional  types  is  probably  the 
most  widely  utilized  approach  to  the  prob- 
em. 

The  pyknic  or  cycloid  personality  is  usual- 
ly considered  to  be  favorably  influenced  by 
central  neiwous  system  stimulants  such  as 
amphetamine  sulphate.  The  leptosomic  or 
schizoid  personality  is  usually  considered  to 
be  favorably  influenced  by  central  nervous 
system  depressants.  Barbiturates  are  over- 
whelmingly favored  as  depressants.  Some  of 
each  of  these  two  “constitutional”  groups  re- 
quire a combination  of  sedatives  and  stimu- 
lants. Other  patients  not  readily  classified  as 
cycloid  or  schizoid  may  require  sedatives, 
stimulants,  or  both. 

This  general  formula  is  closely  correlated 
with  the  variety  of  emotional  reaction  con- 
sidered to  be  characteristic  of  each  of  these 
personality  types.  Reactions  characterized 
by  much  “affective”  or  emotional  coloring 
are  usually  encountered  in  the  cycloid  type. 
“Affectless”  reactions  tend  to  occur  in  the 
schizoid  type,  though  many  reactions  char- 
acterized by  much  “anxiety”  fall  into  this 
latter  group  and  are  relieved  by  sedation. 
The  formula,  “stimulants  for  depression, 
sedatives  for  anxiety,”  is  followed  by  many 
physicians. 

The  difficulties  inherent  in  establishing 
personality-type  according  to  Kretschmer 
and  the  ill-defined  concepts  of  depression  and 
anxiety  held  by  many  physicians  limit  the 
usefulness  of  the  general  formula  described. 

THE  MORAL  THEORY  OF  BEHAVIOR 

The  author  has  discovered  and  developed 
a new  concept  of  the  nature  and  etiology 
of  mental  illness  which  he  has  used  ex- 
clusively in  his  practice  for  the  past  five 
years.  This  “Moral  Theory  of  Behavior”  is 
based  upon  a unique  detennination  of  person- 
ality or  temperamental  type  which  has  wide 
application  in  the  field  of  medicine.  A minor 
practical  application  of  the  method  is  the 
relative  ease  with  which  it  is  possible  to  de- 
termine the  type  of  central  nervous  system 
drug  most  beneficial  to  the  patient  who  is 
emotionally  or  mentally  disturbed. 

The  author’s  new  answer  to  the  enigma  of 
mental  illness  is  as  yet  unpublished^^).  No  at- 
tempt will  be  made  here  to  fully  describe  this 
new  theory  or  its  development.  Its  practical 


application  will  not  be  considered  except  for 
the  manner  in  which  it  facilitates  choice  of 
stimulative  and  sedative  drugs  in  emotional 
illness.  A brief  description  of  the  philosophic 
and  psychological  principles  upon  which  the 
theory  is  based,  and  an  explanation  of  the 
personality  types  I delineate,  will  make  it 
possible  for  any  physician  to  utilize  my 
method. 

The  theory  is  based  upon  the  self-evident 
observation  that  all  men  act  in  accord  with 
what  they  believe  to  be  right — except  when 
they  deliberately  do  evil.  All  men,  however, 
do  not  “believe”  alike. 

Influenced  by  parents  and  other  early 
teachers,  some  from  their  youth  are  taught 
to  expect  too  much  of  self  without  realizing 
this.  They  thus  go  through  life  trying  to 
measure  up  to  objectively  arduous  and  un- 
reasonable standards  which  seem  subjective- 
ly reasonable.  They  inevitably  become  overly 
conscientious,  over  orderly  or  hyperordinate. 
They  have  an  inferiority  complex  due  to 
their  inability  to  measure  up  to  what  they 
believe  to  be  right  and  reasonable. 

Others  from  their  youth  are  taught  to  ex- 
pect too  little  of  self  without  realizing  this. 
They  go  through  life  finding  it  easy  to  meas- 
ure up  to  objectively  lax  or  easy-going  stand- 
ards which  seem  subjectively  right  and  rea- 
sonable. They  inevitably  become  self-satis- 
fied, under  orderly  or  hypordinate  because  of 
the  ease  with  which  they  measure  up  to  what 
they  believe  to  be  right  and  reasonable. 

In  addition  to  acquiring  an  attitude  toward 
self,  all  men  acquire  an  attitude  toward 
others  through  early  conditioning. 

Some,  from  youth  are  allowed  to  do  as 
they  please.  They  thus  acquire  the  quality  of 
making  their  own  decisions  and  come  to  be- 
lieve that  others  should  agree  with  them.  In 
this  manner  is  dominance  acquired. 

Others,  from  youth,  are  required  to  con- 
form to  what  parents  and  others  demand  of 
them.  They  are  taught  to  consider  always 
what  others  expect.  They  are  seldom  allowed 
to  make  their  own  decisions.  In  this  manner 
is  submission  acquired. 

The  degree  of  Hypordinacy  or  Hyperordin- 
acy  and  the  degree  of  Dominance  or  Submis- 
sion varies  widely  from  individual  to  individ- 
ual because  of  variable  degrees  of  condition- 
ing from  parents  and  others. 

The  individual’s  attitude  toward  self  and 
his  attitude  toward  others  determines  his 
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basic  temperament  or  “personality-type.”  It 
must  be  remembered  that  these  involuntary 
or  unrecognized  excessive  or  deficient  atti- 
tudes toward  self  and  others  have  nothing  to 
do  with  the  voluntary  (deliberate)  excesses 
or  deficiencies  which  constitute  wickedness 
or  moral  evil.  Man’s  voluntary  deviations 

Do^lN^NCE 


mark  him  as  a man  of  certain  character,  but 
they  do  not  enter  into  the  determination  of 
his  basic  temperament. 

Four  personality  or  temperamental  types 
may  be  delineated  on  the  basis  of  one’s  un- 
knowingly erroneous  attitude  toward  self 
and  others.  Each  person  is  a member  of  one 
of  these  four  categories  in  some  degree.  Each 
category  contains  only  persons  of  similar 
temperament  despite  their  diversity  in  char- 
acter. 

In  essence,  the  theory  demonstrates  that 
there  are  four  basic  personality  or  tempera- 
mental types  of  people  in  the  world.  Each 
type  has  acquired  rather  than  inherited  his 
temperament.  Temperament  predisposes 
each  type  to  the  common  functional  psy- 
choses and  psychoneuroses  in  a readily  pre- 
dictably manner. 

Type  I is  the  Dominant  Hypordinate  who 
expects  too  little  of  himself  (hypordinacy) 
and  too  much  of  others  (dominance)  without 
realizing  this.  Extremes  of  this  type  are 
prone  to  manic  episodes  if  opposed.  They  de- 
velop strong  affective  depressions  if  they 
fail  to  satisfy  their  needs  under  circum- 


stances they  can  only  attribute  to  their  own 
shortcomings. 

Type  II  is  the  Submissive  Hyperordinate 
who  expects  too  much  of  himself  (hyperordi- 
nacy)  and  too  little  of  others  (submission), 
without  realizing  this.  Extremes  of  this  type 
are  prone  to  develop  hebephrenic  schizo- 
phrenia. Moderate  reactions  associated  with 
hyperordinacy  are  of  the  neurasthenic  type. 
Moderate  reactions  associated  with  submis- 
sion are  characterized  by  chronic  anxiety. 

Type  III  is  the  Submissive  Hypordinate 
who  expects  too  little  of  self  and  too  little  of 
others  without  realizing  this.  Extremes  of 
this  type  are  prone  to  strong  affective  re- 
current depressions.  They  are  the  manic-de- 
pressive, depressed  type.  Moderate  reactions 


associated  with  submission  here  are  char- 
acterized by  acute  recurrent  anxiety  attacks. 
Moderate  reactions  associated  with  hypordi- 
nacy are  hysterical  in  nature. 

Type  IV  is  the  Dominant  Hyperordinate 
who  expects  too  much  of  self  and  too  much 
of  others  without  realizing  this.  Extremes  of 
this  type  are  prone  to  paranoia  dr  paranoid 
schizophrenia.  Moderate  reactions  are  fre- 
quently of  the  obsessive-compulsive  type. 
Reactions  associated  with  moderate  hyper- 
ordinacy are  recognized  as  neuresthenia  if 
unassociated  with  significant  dominance  or 
submission. 

Figure  I is  a graphic  representation  of  the 
above  conclusions  based  on  my  theory.  It 
should  be  understood  that  persons  of  any  of 
the  four  basic  types  may  develop  minor  re- 
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actions  of  depression  or  anxiety  if  their  de- 
viations of  temperament  are  relatively  mod- 
erate (if  they  are  relatively  well  adjusted). 
It  is  only  in  the  more  pathologic  degrees  of 
temperament  that  the  reactions  character- 
istic of  type  appear.  This  is  of  practical  sig- 


will  seldom  profit  from  sedation  except  at 
the  hour  of  sleep. 

Submissive  Hyperordinate  types  invar- 
iably react  favorably  to  central  nervous  sys- 
tem depressants  (e.g.  sodium  amytal)  in  all 
reactions.  This  type  is  adversely  affected  and 
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PRACTICAL  GUIDE  IN  CLASSIFYING  TEMPERAMENT 

Fig.  3 


nificance  since  most  emotional  reactions  seen 
by  physicians  other  than  psychiatrists  are 
minor  in  nature. 

INDICATIONS  FOR  DRUGS 
Figure  II  indicates  the  general  formula  by 
which  stimulative  and  sedative  drugs  may  be 
prescribed  for  these  four  personality  types. 

Dominant  Hypordinate  types  invariably 
react  favorably  to  central  nervous  system 
stimulants  (amphetamine  sulphate)  in  all 
reactions  with  the  possible  exception  of 
mania.  Even  the  manic  sometimes  seems  to 
respond  well  if  dosage  is  sufficient.  This  type 


complains  of  “nervousness”  if  given  central 
nervous,  system  stimulants. 

Submissive  Hypordinate  types  react  best 
to  a combination  of  sedative  and  stimulative 
drugs  more  heavily  weighted  in  respect  to 
sedation. 

Dominant  Hyperordinate  types  react  to  a 
combination  of  sedative  and  stimulative 
drugs  more  heavily  weighted  in  respect  to 
stimulation. 

The  two  qualities  of  a given  temperament 
are  not  always  of  equal  proportion.  A strong- 
ly submissive  personality,  for  example,  may 
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be  only  slightly  hypordinate,  or  vice  versa. 
Each  quality  varies  independently  in  each  of 
the  four  types.  For  this  reason  it  is  perhaps 
more  desirable  to  evaluate  the  degree  of  each 
quality  independently  and  prescribe  medica- 
tion as  indicated  for  each  of  the  qualities. 
This  can  be  done  by  remembering  that  Hyp- 
ordinacy  and  Dominance  require  stimulative 
drugs,  Hyperordinacy  and  Submission  re- 
quire sedative  drugs. 

These  indications  for  medication,  of 
course,  apply  only  during  waking  hours. 
They  seem  to  move  the  patients  qualities  of 
temperament  in  the  direction  of  “good  ad- 
justment.” Indeed,  personality  types  of 
strong  degree  frequently  feel  better  when 
taking  medication  according  to  this  formula 
even  at  times  when  they  are  free  of  an  ob- 
vious emotional  illness. 

I find  it  useful  to  think  of  the  Dominant- 
Submissive  co-ordinate  as  being  associated 
with  the  sensory  cerebral  cortex  and  the 
orthosympathetic  nervous  system.  The  Hyp- 
ordinate - Hyperordinate  co  - ordinate  I as- 
sociate with  the  motor  cerebral  cortex  and 
the  parasympathetic  nervous  system. 

Amphetamine  sulphate  apparently  stimu- 
lates both  motor  and  sensory  cortex.  It  is 
orthosympathetic  augmentory  and  parasym- 
pathetic inhibitory.  Thus  it  favorably  in- 
fluences (reverses)  Dominance  in  which 
there  is  a strong  parasympathetic,  weak 
orthosympathetic  tone  and  insufficient 
awareness  of  stimuli  of  the  external  environ- 
ment (sensory  cortical  depression).  It  also 
favorably  influences  Hypordinacy  in  which 
there  is  excessive  parasympathetic  tone  and 
depressiop^of  the  motor  cortex. 

Sodium  Amytal  and  othenbarbiturates  are 
orthosympathetic  inhibitory  and  parasym- 
pathetic augmentory,  but  apparently  depress 
the  motor  cerebral  cortex  more  than  the  sen- 
sory cortex.  They  are  therefore  not  too  ef- 
fective in  extreme  Submissive  types.  Codeine 
or  morphine  would  be  much  more  suitable 
for  Submissives  were  there  no  danger  of 
habituation  to  contend  with.  Aromatic  analy- 
gesics  (e.g.  aspirin)  in  combination  with 
barbiturates  may  have  their  indications 
here,  since  they  seem  to  suppress  orthosym- 
pathetic activity  and  may  have  some  sensory 
cortical  depressive  action.  The  barbiturates 
are  quite  effective  in  Hyperordinacy  which  is 
associated  with  excessive  motor  cortical 
stimulation  and  parasympathetic  inhibition. 


Figure  3 offers  a simple,  practical  guide  by 
which  basic  personality  type  may  be  ascer- 
tained. 

SUMMARY 

The  current  use  of  central  nervous  system 
stimulative  and  sedative  drugs  is  frequently 
ineffective  due  to  practical  difficulties  in  de- 
termining their  proper  indication. 

A simple  formula  for  evaluating  person- 
ality type  and  the  indications  for  these  drugs 
is  presented. 

A possible  explanation  for  the  effective- 
ness of  this  formula  is  described. 
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Eczema  Vaccinatum 

CHARLES  M.  ROOT,  M.D. 

Instructor,  Dept,  of  Internal  Medicine 
College  of  Medicine 
Omaha,  Nebraska 

Vaccinia  is  a disease  which  is  produced  by 
the  cow  pox  virus.  In  its  typical  form  it  pro- 
duces the  lesion  of  a primary  reaction  seen 
following  vaccination  for  small  pox.  The 
virus  of  cow  pox  is  said  to  be  the  same  as 
the  virus  of  small  pox  except  for  the  fact 
that  it  has  been  attenuated  by  passage 
through  the  cowU). 

Vaccination  with  the  cowpox  virus  pro- 
duces vaccinia,  a mild  disease,  and  a subse- 
quent immunity  to  small  pox,  a virulent  dis- 
ease. Although  the  procedure  of  vaccination 
is  almost  always  accomplished  without  un- 
toward results,^  complications  will  occasional- 
ly arise.  Eczema  vaccinatum  is  one  of  the 
complications  occasionally  seen  and  is  the 
subject  of  this  case  presentation  and  discus- 
sion. 

Case:  R.  S.  a 27  year  old  white  male,  first  noted 
a sore  on  his  right  temple,  on  October  26,  1951. 
Later  that  day  he  noted  swelling  of  the  right  pre- 
auricular  region.  Because  the  sore  and  swelling  be- 
came worse,  he  consulted  his  physician  on  October 
27,  1951.  In  view  of  the  fact  that  he  had  a chronic 
dermatitis  involving  the  face,  the  trunk  and  to  a 
lesser  extent  the  arms  and  legs,  it  was  assumed 
that  he  had  scratched  himself  and  had  subsequently 
developed  a cellulitis. 

He  was  given  800,000  Units  of  procaine  penicil- 
lin on  October  28,  1951.  That  evening  he  began  to 
run  a high  fever  and  was  delirious.  He  was  seen  by 
the  author  in  consultation  the  following  morning. 
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October  29,  1951  and  hospitalization  was  advised. 
At  the  time  of  hospitalization  at  the  Nebraska 
Methodist  Hospital,  Omaha,  Nebraska,  the  original 
lesions  had  changed  from  papules  to  vesicles  and 
then  to  pustules.  Numerous  new  lesions  appeared 
involving  the  entire  right  side  of  the  face,  forehead 
and  eyelids  and  extending  beyond  the  mid-line  in  a 
few  places. 


After  obtaining  a specimen  for  culture  and  sensi- 
tivity tests  to  various  antibiotics,  the  patient  was 
started  on  a course  of  aureomycin — 500  milligrams 
every  six  hours.  The  culture  subsequently  grew  a 
hemolytic  staphlococcus.  Sensitivity  tests  revealed 
the  organism  be  most  sensitive  to  aureomycin 
and  in  lesser  degrees  to  terramycin,  Chloromycetin, 
streptomycin  and  not  sensitive  to  penicillin. 

The  following  day,  the  lesions  were  progressive, 
showing  greater  suppuration  and  secondary  swelling. 
On  October  31,  1951,  it  was  noted  that  the  lesions 
were  unbilicated  and  showed  an  hemorrhagic  ten- 
dency. It  was  at  this  point  in  the  course  of  the  dis- 
ease that  the  true  nature  of  the  case  was  suspected. 


Further  history  revealed  that  the  patient’s  two 
children  had  been  vaccinated  on  October  14,  1951 
and  that  both  had  a primary  reaction.  He  had 
played  with  both  children  several  times  each  day 
during  the  course  of  their  primary  reactions.  A 
tentative  diagnosis  of  eczema  vaccinatum  was 
made.  Material  for  laboratory  confirmation  was  col- 
lected. (Note  Plate  I - 10-30-51).* 

Aureomycin  dosage  was  decreased,  to  250  milli- 
grams every  six  hours  on  November  1,  1951.  The 
lesions  rapidly  became  hemorrhagic  and  were  soon 
cnasted.  The  patient  was  dismissed  on  November  3, 
1951  in  a much  improved  condition  after  following  a 
typical  course  of  vaccinoid  type  reaction.  (Note 
Plate  II  - 11-3-51)*  (A  prior  vaccination  had  been 
performed  during  his  youth  with  a primary  reaction. 
A scar  was  observed  on  the  left  arm.) 


Kaposi’s  varicelliform  eruption<2)  was 
considered  in  the  differential  diagnosis.  The 
history  of  his  exposure  to  his  recently  vac- 
cinated children  however,  was  against  this 


‘Photos  by  courtesy  of  Dr.  J.  R.  Schenken.  Pathologist,  Ne- 
braska Methodist  Hospital. 
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diagnosis.  Chick  embryo  innoculation  studies 
showed  the  virus**  to  be  that  of  vaccinia  and 
not  the  virus  of  herpes  simplex  as  one  would 
expect  in  Kaposi’s  eruption. 

COMMENT 

We  were  amazed  at  the  minimal  amount 
of  residual  scarring  (Note  Plate  III-11-7- 
51).*  We  have  attributed  the  minimal  scar- 
ring to  control  of  secondary  infection  by  use 
of  antibiotics.  A check  of  the  literature  re- 
veals that  there  are  other  observers  in  ac- 
cord with  this  observation^^- 

The  purpose  of  this  paper  is  two-fold. 
First,  to  add  a case  of  exzema  vaccinatum  to 
the  literature.  Second,  and  more  important, 
to  point  out  precautions  which  should  be  tak- 
en to  prevent  complications  of  vaccination. 

Patients  with  eczema  or  chronic  denna- 
toses  should  not  be  vaccinated.  Caution  is  to 
be  exercised  in  vaccinating  persons  with  nor- 
mal skin,  in  homes  where  persons  who  have 
eczema  are  residing.  Generalized  vaccinia 
may  develop  in  either  case.  These  patients 
are  very  toxic  and  some  die. 

SUMMARY 

A.  A case  of  eczema  vaccinatum  in  an  in- 
dividual with  a pi-e-existing  chronic  dermat- 
itis has  been  presented. 

B.  A warning  to  avoid  vaccination  of  pa- 
tients with  eczema  has  been  re-emphasized. 

C.  This  case  demonstrates  that  people 
with  any  chronic  dermatitis  should  avoid 
contact,  with  people  who  have  been  vac- 
cinated recently. 

D.  Residual  scarring  from  vaccinia  is 
thought  to  be  decreased  by  use  of  approp- 
riate antibiotics.  In  this  case,  aureomycin 
was  considered  the  drug  of  choice. 
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The  Treatment  of  Frostbite* 

LEE  STOVER,  M.D. 

Lincoln,  Nebraska 

More  men  were  exposed  to  the  effects  of 
cold  during  the  second  World  War  than  per- 
haps at  any  other  time  since  the  retreat  of 
the  Armies  of  Napoleon  from  Moscow  in 
1815.  Because  the  casualties  due  to  cold  in 
the  last  war  were  so  numerous,  in  certain 
units  exceeding  the  total  casualties  from 
every  other  cause,  numerous  investigations 
have  been  launched  to  study  frostbite  in  va- 
rious animals,  and,  in  humans. 

It  was  formerly  believed  that  the  way  in 
which  the  major  ischemic  damage  in  this 
condition  was  produced  was  the  result  of  re- 
duced blood  flow  consequent  to  the  swelling 
of  the  limb  from  edema  and  extravasation. 
Therefore,  treatment  at  that  time  was  di- 
rected toward  reducing  the  swelling  and  di- 
minishing tissue  metabolism  by  prolonging 
the  period  of  thawing  and  local  cooling  of  the 
injured  parts.  As  a result  of  the  recent  ex- 
perimental work,  however,  another  concept 
has  developed ; namely,  that  the  principal 
harm  results  from  prolonged  intense  vaso- 
constriction and  subsequent  thrombosis  of 
arterioles. 

When  a portion  of  the  body  is  exposed  to 
severe  cold,  there  is  first  a moderate  dila- 
tion of  the  blood  vessels  and  the  flow  of  blood 
becomes  more  rapid.  As  further  cooling  oc- 
curs, there  is  a severe  arteriolar  constriction. 
There  is  no  longer  any  oxygen  exchange  be- 
tween the  blood  and  the  body  tissues,  and,  if 
freezing  temperatures  are  maintained  for  a 
long  enough  period  of  time,  there  is  complete 
solidification  of  that  portion  of  the  body. 
This  takes  place  at  a temperature  somewhat 
lower  than  might  be  anticipated  due  to  the 
effects  of  “super-cooling,”  so  that  while 
freezing  of  the  skin  may  occur  at  a tempera- 
ture as  high  as  25  degrees  F.,  it  may  not  oc- 
cur until  a level  as  low  as  4 degrees  F.,  is 
reached.  These  temperature  levels  may  be 
affected  by  various  contributory  factors, 
such  as  length  of  exposure,  humidity,  wind 
velocity,  and  a pre-existing  circulatory  stasis 
in  the  indiivdual,  either  as  a result  of  con- 
stricting bands  of  clothing,  awkward  body 
positions,  or  pre-existing  occlusive  arterial 
disease. 

Following  thawing,  as  shown  by  various 
means,  particularly  by  the  use  of  fluorescein 

*Read  at  the  Regional  Meeting,  American  College  of  Physi- 
cians, Lincoln,  Nebr.,  February  23,  1952. 
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dye,  the  vasoconstriction  in  at  least  the  su- 
perficial layers  of  the  extremity,  may  persist 
for  as  long  as  24  hours.  This  is  followed  by 
a period  of  very  pronounced  vasodilation. 
Friedman,  Lange,  and  Weiner  in  their  study 
on  the  pathology  of  experimental  frostbite^^h 
found  that  as  soon  as  vasodilation  occurs 
there  is  a conglutination  of  the  red  blood 
cells,  not  as  true  thrombi,  but  as  clots  similar 
to  that  seen  in  malarial  blood  and  comparable 
to  the  “sludging”  which  has  been  described  in 
traumatic  shock.  The  individual  red  cells 
within  the  clump  can  usually  be  discerned 
as  separate  elements  for  about  two  days  aft- 
er exposure.  Following  this,  they  become 
hyalinized  and  form  a firm,  solid,  intralum- 
inar  clot.  If  the  cold  injury  has  been  severe, 
the  endothelium  of  the  arterioles  and  capil- 
laries becomes  severely  damaged,  so  that 
pathologic  permeability  of  their  walls  may  re- 
sult. There  is,  therefore,  an  extravasation 
of  erythrocytes  and  plasma  into  the  sur- 
rounding tissues  with  resultant  swelling. 
Ischemic  necrosis,  observable  clinically  as 
gangrene,  usually  develops  in  untreated  in- 
dividuals about  two  days  after  exposure. 
This  late  development  of  swelling  of  the  part 
constitutes  what  was  once  felt  to  be  the  pri- 
mary pathology,  the  importance  of  the  earlier 
stage  of  arteriolar  vasoconstriction  not  hav- 
ing been  recognized. 

It  would  seem,  therefore,  that  the  pri- 
mary problems  of  immediate  treatment  in 
this  condition  are  twofold.  First,  to  reverse 
the  vascular  situation  to  normal  as  quickly 
as  possible  by  preventing  the  foi*mation  of 
these  dense  hyaline  thrombi,  and  concurrent- 
ly to  do  everything  possible  to  return  the 
extravascular  cellular  elements  to  their  nor- 
mal state. 

It  is  known  that  freezing  in  itself  does  not 
necessarily  injure  cells  fatally,  as  was  once 
thought  to  be  the  case.  Investigators  work- 
ing with  single  celled  organisms  have  found 
that  the  damage  resulting  from  freezing  is 
incurred  chiefly  at  the  time  of  solidification 
and  of  thawing  and  not  during  the  frozen 
state<2. 3).  It  is  known  that  maintaining 
muscle  and  muscle  cells  at  a level  just  below 
their  freezing  point  removes  a high  percent- 
age of  water  from  the  cell  as  ice,  thus  de- 
hydrating it  and  increasing  the  electrolyte 
concentration  within  the  cell  to  a level  which 
denatures  and  precipitates  protein.  It  is  also 
known  that  a colloidal  solution  frozen  to  an 
equilibrium  at  a temperature  just  below  its 
freezing  point  is  often  disrupted  by  the 


formation  of  large  ice  crystals  which  prevent 
a reconstitution  of  the  dispersed  phase  on 
thawing.  It  is  believed  that  this  same  in- 
crease in  crystal  size  probably  occurs  in  froz- 
en tissue  while  it  is  in  this  critical  tempera- 
ture stage  during  slow  thawing. 

Lempke  and  Shumacker<^^  in  a recent 
study  on  experimental  frostbite  in  mice  and 
rabbits  found  that  the  feet  of  mice  subjected 
to  their  standard  cold  injury  of  exposure  for 
30  seconds  at  — 15  degrees  C.,  and  then  main- 
tained in  a frozen  state  at  4 degrees  C., 
showed  much  more  injury  than  did  those  ani- 
mals in  which  the  exposed  regions  were 
thawed  rapidly.  It  was  their  belief  that 
maintaining  these  tissues  at  a temperature 
near  their  freezing  point  definitely  increased 
the  injury.  They  also  found  that  rapid  thaw- 
ing brings  about  prompt  vasodilation,  there- 
by cutting  short  the  period  of  capillary  stasis 
and  minimizing  the  likelihood  of  subsequent 
vascular  thrombosis.  As  a result  of  this 
work,  it  now  seems  generally  agreed  that 
rapid  thawing  by  the  exposure  of  the  affect- 
ed part  to  warm  air  or  even  perhaps  by  im- 
mersing it  in  cool  water  is  the  immediate 
treatment  of  choice. 

Another  significant  point  of  attack  in  this 
problem  has  been  toward  measures  which 
decrease  the  conglutination  of  red  blood  cells 
in  the  area  with  resultant  eventual  hyaline 
thrombus  formation.  An  effort  has  been 
made  to  do  this  by  the  use  of  the  various  an- 
ticoagulant drugs.  Lange  and  Boyd,  work- 
ing on  rabbits,  were  the  first  to  try  the  use 
of  heparin  experimentally  in  frostbite 
They  found  that  if  the  drug  was  used  during 
the  period  of  circulatory  restoration  it  pre- 
vented gangrene  in  all  of  their  animals,  al- 
though sensory  and  motor  nerve  paralysis 
was  often  not  averted.  All  of  their  control 
animals,  in  which  no  anticoagulants  were 
used,  developed  complete  gangrene  of  the 
part  exposed.  They  were  able  to  transfer 
these  studies  satisfactorily  to  humans,  and 
found  that,  at  least  as  far  as  small  areas  of 
frostbite  are  concerned,  effective  hepariniza- 
tion prevents  gangrene  and  necrosis^^L  While 
other  investigators  have  been  unable  com- 
pletely to  confirm  these  results,  most  of  them 
have  been  able  to  observe  at  least  a moderate 
decrease  in  gangrene  formation,  and  the 
consensus  of  opinion  at  present  is  that  ade- 
quate heparinization  is  a valuable  therapeutic 
aid  though  not  invariably  reliable,  particu- 
larly if  the  drug  is  given  during  the  early 
stages  of  treatment  in  the  prevention  of  gan-. 
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grene  in  the  experimental  animah'^h  In  the 
largest  recent  series  in  humans,  that  of 
Theis,  O’Connor,  and  Wahh^h  it  was  found 
that  the  routine  use  of  anticoagulants  re- 
duced the  number  of  amputations,  and  short- 
ened the  duration  of  the  hospital  stay  appre- 
ciably. 

Sympathectomy  and  the  sympathetic- 
blocking  agents,  such  as  tetra-ethyl-ammo- 
nium  chloride  have  been  tried  experimentally 
in  a number  of  animals.  The  results  are  ex- 
tremely variable,  depending  on  the  animal 
and  the  portion  of  its  body  which  has  been 
frozen.  However,  at  least  in  the  frozen  feet 
of  dogs,  it  has  been  found  that  sympathec- 
tomy, and  to  a lesser  degi’ee  the  use  of  tetra- 
ethyl-ammonium chloride,  has  been  effective 
in  reducing  the  amount  of  gangrene  which 

results  from  cold  exposure^®' ^0,  ii)_  ^ word 

of  caution  must  be  interjected  as  to  the  use 
of  sympathectomy  in  humans  who  have  been 
heparinized  since  the  recent  report  of  a fatal 
hemorrhage  following  multiple  lumbar  sym- 
pathetic blocks  in  an  individual  who  was  re- 
ceiving anticoagulant  therapy^^^b 

In  addition,  recent  animal  experimentation 
with  the  use  of  dihydrogenated  alkaloids  of 
ergot  has  given  promising  results 

To  integrate  and  apply  these  experimental 
results  to  the  therapy  of  humans  with  this 
condition,  it  would  seem  that  there  is  more 
or  less  general  agreement  on  the  following 
items  of  therapy: 

First,  the  use  of  slow  thawing  by  the  ap- 
plication of  ice  or  of  the  rubbing  of  the  part 
with  snow  should  be  abandoned,  and  the  part 
should  be  thawed  in  the  air  at  room  tempera- 
tures. 

Second,  the  use  of  anticoagulants  should  be 
begun  as  soon  as  possible  after  the  diagnosis 
is  made  unless  there  is  some  definite  contra- 
indication to  their  use  in  that  particular  pa- 
tient. 

Third,  if  it  is  apparent  that  a serious 
frostbite  involving  an  extremity  has  oc- 
curred, one  of  the  sympatholytic  drugs  or  ac- 
tual sympathectomy  should  be  considered. 

In  addition,  of  course,  the  usual  precau- 
tions in  the  treatment  of  any  severe  occlusive 
arterial  disease  should  be  observed.  There 
should  be  no  elevation  of  the  part  unless 
marked  edema  is  present,  and  then  only  for 
short  periods  of  time.  A surgical  aseptic 
technique  should  be  maintained  in  the  local 


treatment  of  the  injury.  If  necessary,  light 
pressure  dressings  can  be  applied  if  there  is 
blistering  and  extravasation,  but  the  affected 
area  should  be  protected  by  wrapping  in  a 
loose  cotton  batting,  or  any  other  loose,  fluf- 
fy type  of  dressing.  The  gangrene  of  frost- 
bite is  particularly  prone  to  develop  serious 
infection  and  the  usual  measures  of  preven- 
tion are  indicated,  including  the  use  of  anti- 
tetanic  serum  as  necessary.  Amputation 
should  always  be  delayed  in  these  cases,  if 
possible,  for  a considerable  period  of  time. 
Very  often  the  area  of  gangrene  is  much 
more  superficial  than  one  would  expect  from 
its  appearance.  In  time  these  layers  of  skin 
will  peel  off,  leaving  perfectly  viable  tissue 
beneath,  so  that  amputation  should  be  de- 
ferred until  there  is  definite  evidence  that 
hf'aling  by  conservative  therapy  will  not  be 
effective. 

CASE  REPORT 

E.H.,  a 57-year-old  white  male  farmer,  has  been 
a known  diabetic  for  ten  years.  He  stated  that  he 
had  had  some  minor  degree  of  frostbite  several 
times  each  winter  for  the  past  5 or  6 years.  How- 
ever, outside  of  minor  local  discomfort  for  2 or  3 
days,  his  symptoms  were  never  severe.  He  was 
never  particularly  impressed  by  his  susceptibility 
to  cold  and  he  never  took  any  precautions  against 
it.  It  was  his  custom  to  work  outdoors  in  winter 
weather  without  gloves,  and  he  would  never  wear 
boots  or  overshoes  because  they  were  too  much 
trouble.  He  stated  that  10  days  before  his  ad- 
mission to  the  hospital,  namely,  on  December  12, 
1951,  he  had  scooped  grain  for  several  hours  in  an 
unheated  building.  That  night  he  noted  numbness, 
tingling,  and  redness  of  the  fingers  of  his  left  hand. 
This  persisted  for  several  days  and  then  gradually 
disappeared.  On  December  20,  forty-eight  hours  be- 
fore hospital  admission,  he  was  again  exposed  for 
a period  of  several  hours  while  working  outdoors. 
That  night  he  began  to  have  severe  burning  sensa- 
tions in  his  feet  and  in  his  left  hand.  He  was  quite 
apologetic  because  he  had  not  I'ubbed  these  areas 
with  snow'  or  ice,  and  said  that  he  had  not  done  so 
because  he  did  not  feel  that  the  injury  was  severe 
enough  to  warrant  the  uncomfortable  procedure. 
He,  therefore,  treated  his  injury  in  a very  modern 
fashion.  He  sat  in  a warm  room  with  his  shoes 
off  and  thawed  the  areas  at  room  temperature.  De- 
spite this,  his  symptoms  increased  in  severity,  and 
24  hours  before  admission  he  developed  a patchy 
purplish  discoloration  of  the  feet,  and  of  the  second 
and  third  fingers  of  the  left  hand.  He  refused  hos- 
pitalization for  a period  of  24  hours  but,  because  of 
severe  pain  he  finally  consented  to  be  admitted. 

On  admission  to  the  hospital  he  was  found  to 
have  frank  gangrene  of  a portion  of  the  distal 
phalanges  of  the  second  and  third  fingers  of  the  left 
hand,  together  with  patchy  areas  of  gangrene  on 
the  dorsum  and  soles  of  both  feet.  There  was  some 
erythema  in  areas  which  were  not  involved  by  gan- 
grene. All  of  the  peripheral  pulses,  including  the 
radial,  ulnar,  dorsalis  pedis  and  posterior  tibial 
pulses,  were  present,  equal,  and  of  good  quality.  On 
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palpation  of  these  vessels  there  was  no  appreciable 
degree  of  arteriosclerosis.  There  w a s diminished 
sensation  in  both  feet,  but  none  in  the  hands,  except 
the  areas  of  actual  gangrene.  Roentgenograms  of 
the  lower  extremities  showed  no  evidence  of  arterial 
calcification.  There  was  no  edema  of  the  extrem- 
ities. 

On  admission  the  patient  had  a 4-f-  glycosuria 
and  a fasting  blood  sugar  of  263  mgm%.  Other 
blood  studies  including  hemoglobin,  erythrocyte 
count,  leucocyte  count,  hematocrit,  blood  urea,  and 
Wassermann  were  entirely  normal. 

The  patient  was  placed  on  anticoagulant  therapy 
with  heparin  and  bishydroxycoumarin  (Dicumarol), 
the  use  of  heparin  being  discontinued  after  48 
hours,  the  prothrombin  time  having  become  suffi- 
ciently elevated.  Loose  dressings  w ere  placed 
around  the  extremities,  and  the  temperature  of  his 
room  was  kept  at  85  degrees.  In  an  effort  to  pro- 
mote vasodilation  he  was  given  Priscoline  in  doses 
of  50  mgm.  every  6 hours.  At  first  he  had  severe 
pain  in  his  left  hand  and  in  both  feet,  but  within 
24  hours  after  admission  he  was  practically  free 
from  pain  and  remained  so  throughout  his  hospital 
stay.  He  was  given  antibiotics  to  prevent  the  de- 
velopment of  infection.  Antitetanic  serum  was  also 
administered.  The  diabetes  was  not  a serious  prob- 
lem and  was  promptly  and  easily  controlled  by  the 
use  of  diet  and  insulin. 

All  of  these  lesions  slowly  improved,  and  by  Jan- 
uary 12,  1952,  22  days  after  admission  his  feet  had 
returned  practically  to  normal.  The  sensory  dis- 
turbance in  his  feet  had  also  completely  disappeared. 
He  still  had  some  bluish  discoloration  of  the  tips 
of  the  left  second  and  third  fingers,  but  it  was  evi- 
dent that  complete  restoration  to  normal  would  oc- 
cur and  he  was  therefore  dismissed  from  the  hos- 
pital. A communication  from  his  physician  two 
weeks  after  his  discharge  from  the  hospital  indi- 
cated that  he  had  completely  recovered  and  that  he 
was  back  at  full-time  work,  as  usual  without  gloves 
and  with  inadequate  protection  of  the  feet. 

In  conclusion,  the  recent  experimental  work  in 
the  treatment  of  frostbite  has  been  briefly  re- 
viewed, and  one  case  of  frostbite  has  been  presented. 
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The  Terminal  Sterilization  Technique 
of  Formula  Preparation 

G.  E.  STAFFORD,  M.D. 

Lincoln,  Nebraska 

The  teiTtiinal  sterilization  technique  in  the 
preparation  of  infant  formulas  in  hospitals, 
as  recommended  by  the  American  Hospital 
Association^)  and  the  Ck)mmittee  on  Fetus 
and  Newborn  of  the  American  Academy  of 
Pediatrics has  gained  justifiable  promin- 
ence during  the  past  few  years.  In  this  local- 
ity there  are  tliree  general  hospitals  caring 
for  newborn  infants  as  well  as  the  Nebraska 
State  Home  for  Children,  where  many  well 
infants  are  cared  for.  Of  these  institutions 
only  one  was  using  the  terminal  sterilization 
technique  in  the  preparation  of  its  fonnulas. 
During  the  past  year  there  has  been  an  in- 
creased incidence  of  diarrhea  occuring  in 
fonnula  fed  newborns  in  at  least  one  of  the 
hospitals  using  the  aseptic  technique  of 
formula  preparation.  To  investigate  the  com- 
parative sterility  of  the  formulas  being  of- 
fered infants  in  these  institutions  it  was  de- 
cided to  conduct  a survey  of  the  methods 
used  and  the  number  of  bacteria  present  in 
the  fonnulas. 

Samples  of  formulas  and  water  being  of- 
fered to  infants  in  the  four  institutions  were 
collected  and  immediately  delivered  under 
sterile  conditions  to  the  Nebraska  State 
Laboratories  for  determination  of  the  bac- 
teria count.  No  attempt  was  made  to  deter- 
mine the  type  of  contaminant  in  the  samples 
other  than  to  determine  the  presence  or  ab- 
sence of  coliform  bacteria.  Neither  was  there 
any  attempt  to  determine  the  degree  of  con- 
tamination of  the  various  ingredients  used  in 
making  the  formulas,  or  of  the  equipment 
used.  It  was  the  purpose  of  the  survey  to  de- 
termine the  contamination  of  the  product  as 
it  was  offered  to  the  infants. 

Several  individual  bottles  of  different 
types  of  formulas  and  water  were  collected 
from  each  institution  at  weekly  intervals  for 
three  times.  Several  samples  were  taken 
each  time  to  rule  out  incidental  contamina- 
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tion  and  to  check  the  general  results  of  the 
different  techniques  being  used. 

Hospital  No.  1 — 220  Beds;  30  Bassinets.  This  hos- 
pital is  using  terminal  sterilization  of  all  formulas 
and  water  as  recommended  by  the  American  Hos- 
pital Association.  The  formula  room  is  located  on 
the  basement  floor  and  away  from  treatment  floors. 
It  is  supervised  by  a graduate  nurse.  The  bottles, 
nipples  and  utensils  used  in  the  preparation  are 
thoroughly  washed  in  a detergent  solution  and 
rinsed.  In  another  part  of  the  formula  room  the 
formulas  are  mixed  using  “clean”  but  not  sterile 
technique.  Previously  boiled  nipples  are  placed  on 
the  filled  bottles  and  the  nipple  and  neck  of  the  bot- 
tle are  covered  by  a paper  cap.  These  units  are  then 
placed  in  an  autoclave  and  subjected  to  steam  at 
seven  pounds  pressure  for  ten  minutes.  They  are 
then  cooled  for  two  hours  at  room  temperature  after 
which  they  are  sent  to  the  pediatric  and  nursery 
floors  for  refrigeration  until  used.  When  needed 
the  bottle  and  contents  are  warmed  in  a water  bath, 
the  paper  cap  removed  and  the  bottle  offered  to  the 
infant. 


RESULTS  OF  BACTERIAL  COUNTS 
HOSPITAL  NO.  1 TERMINAL  STERILIZATION 


Sample  Bact./ml 

1.  Evap.  Milk  Formula 80 

2.  Whole  Milk  Formula 20 

3.  Powd.  Milk  Formula 0 

Sample  BacL/ml 

1.  Evap.  Milk  Formula 200 

2.  Evap.  Milk  Formula 30 

3.  Evap.  Milk  Formula 400 

4.  Water  0 

5.  Powd.  Milk  Formula 0 

Sample  Bact./ml 

1.  Whole  Milk  Formula 30 

2.  Water  0 

3.  Evap.  Milk  Formula 0 

4.  Evap.  Milk  Formula 180 

HOSPITAL  NO.  2 ASEPTIC  TECHNIQUE 

Sample  Baet./ml 

1.  Evap.  Milk  Formula 200 

2.  Evap.  Milk  Formula 1,500 

Sample  Bact.  /ml 

1.  Evap.  Milk  Formula 55,000 

2.  Water  4,500,000 

3.  Powdered  Milk  Formula ^ 2.300 

4.  Evap.  Milk  Formula 700 

Sample  Bact./ml 

1.  Powd.  Milk  Formula 20,000 

2.  Evap.  Milk  Formula 150 

3.  Water  180,000 

4.  Evap.  Milk  Formula 15,000 


Hospital  No.  2 — 183  Beds;  40  Bassinets.  In  this 
hospital  aseptic  technique  is  used  in  the  prepara- 
tion of  formulas.  After  preliminary  sterilization  of 
the  bottles  and  utensils,  under  pressure,  the  form- 
ulas are  mixed  using  sterile  water  obtained  from 
the  obstetrical  floor.  The  formula  room  is  a sepa- 
rate room,  away  from  treatment  rooms,  and  is 
supervised  by  the  head  nurse  of  the  pediatric  de- 
partment. The  actual  making  of  the  formulas  is 
done  with  aseptic  technique  by  a scrubbed  and 
capped  student  nurse. 

After  the  formulas  are  mixed  they  are  poured 
into  individual  bottles,  capped  with  a rubber  cap, 
cooled  at  room  temperature  and  delivered  to  the 
pediatric  and  nursery  floors.  When  an  infant  is  to 
be  fed  the  rubber  cap  is  removed  and  replaced  by  a 
nipple  that  has  been  previously  boiled  in  the  de- 
partment. A paper  cap  is  fitted  over  the  nipple,  the 
bottle  warmed  and  fed  to  the  infant. 

Hospital  No.  3 — 126  Beds;  20  Bassinets.  An- 
other variation  of  the  aseptic  technique  is  used  at 
this  hospital.  The  formula  room  is  a part  of  the 
diet  kitchen  and  the  actual  mixing  of  the  formulas  is 
done  by  a scrubbed  and  capped  student  nurse  work- 
ing under  the  supervision  of  the  head  nurse  from 
the  pediatric  department.  The  formulas  are  pre- 
pared with  aseptic  care,  using  sterile  utensils  and 
water  obtained  from  the  obstetrical  department. 
The  mixed  foimulas  are  poured  into  sterile  liter 
flasks  which  are  then  capped  with  metal  screw  caps 
and  delivered  to  the  floors  for  refrigeration.  When 
an  infant  is  to  be  fed  the  formula  is  poured  into  the 
previously  autoclave  bottles,  a sterile  nipple  put  in 
place,  glass  cap  applied,  and  the  bottle  warmed  for 
feeding. 

Home  for  Children — 21  Bassinets.  The  formulas 
used  at  this  institution  are  prepared  by  the  night 
attendants  and  the  aseptic  technique  is  used.  The 
utensils,  bottles  and  other  equipment  are  sterilized 
by  boiling,  as  an  autoclave  is  not  available.  The 
bottles  used  here  are  the  combination  cap  and 
nipple  type.  When  an  infant  is  to  be  fed  the  screw 
cap  is  loosened,  the  rubber  diaphragm  is  removed 
from  the  nipple  unit  and  the  nipple  reversed  for 
feeding. 


HOSPITAL  NO.  3 ASEPTIC  TECHNIQUE 


Sample  Bact./ml 

1.  Powd.  Milk  Formula 500 

2.  Evap.  Milk  Formula 0 

3.  Evap.  Milk  Formula 200 

Sample  Bact. /ml 

1.  Evap.  Milk  Formula 100 

2.  Evap.  Milk  Formula 70 

3.  Evap.  Milk  Formula 250 

Sample  Bact./ml 

1.  Powd.  Milk  Formula 900 

2.  Water  3,800 

3.  Evap.  Milk  Formula 2.300* 

4.  Evap.  Milk  Formula 70 


HOME  FOR  CHILDREN  ASEPTIC  TECHNIQUE 


Sample  Bact./ml 

1.  Evap.  Milk  Formula 650 

2.  Evap.  Milk  Formula 200 

Sample  Bact./ml 

1.  Evap.  Milk  Formula 0 

2.  Evap.  Milk  Formula 130 

Sample  Bact./ml 

1.  Evap.  Milk  Formula 3,000 

2.  Evap.  Milk  Formula 30 


Sterility  of  foi*mulas  is  desirable  but — due 
to  the  physical  and  chemical  characteristics 
of  milk,  this  is  not  always  possible  with  any 
method  of  sterilization,  if  it  is  to  remain  un- 
changed. The  American  Hospital  Associa- 
tion has  stated  that  an  acceptable  formula 
is  one  which  contains  fewer  than  twenty-five 
bacteria  per  ml.  (cc.).  According  to  this 
standard  few  of  the  samples  submitted  for 
examination  were  acceptable  although  this 
was  more  nearly  approached  by  Hospital  No. 
1 using  terminal  sterilization  technique. 
Hospital  No.  3 and  the  Home  for  Children 
would  seem  to  be  producing  fairly  acceptable 
formulas,  using  the  aseptic  technique.  How- 
ever, in  the  case  of  Hospital  No.  2,  most  of 
the  samples  were  grossly  contaminated. 


On  the  strength  of  the  findings  shown 
above  all  three  of  the  institutions  not  now 
using  the  terminal  sterilization  technique 
are  making  plans  to  do  so. 

♦Coliform  bacteria  were  isolated  from  this  specimen. 
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Space  does  not  permit  a detailed  discus- 
sion of  all  the  details  involved  in  the  ter- 
minal sterilization  of  formulas.  Briefly, 
there  are  two  methods  by  which  it  can  be  ac- 
complished : 

1.  Subjecting  the  “clean”  formula  unit  (filled 
bottle,  nipple  in  place  and  covered  with  glass,  plas- 
tic or  paper  cap)  to  steam  at  7 pounds  pressure  for 
ten  minutes.  The  temperature  of  the  milk  reaches 
230  degrees  F.  This  requires  the  use  of  an  auto- 
clave and  is  known  as  the  Pressure  Method. 

2.  Subjecting  the  formula  unit  to  w’ater  and 
flowing  steam  at  a temperature  of  212  degrees  F. 
for  twenty-five  minutes.  This  is  known  as  the  Non- 
Pressure  Method  and  requires  less  expensive  equip- 
ment. 

Both  methods  have  been  shown  to  be 
equally  effective  from  a practical  stand- 
point, in  that  all  pathogenic  bacteria  are 
killed  and  so  are  all  saprophytes  except  a 
few  spore  formers ‘‘h  Hodson^^)  has  shown 
that  there  is  no  significant  destruction  of 
any  of  the  nutrients  of  the  food,  using  either 
method. 

In  1949  an  extensive  survey  of  fifty-seven 
of  the  larger  Kansas  hospitals  was  done  by 
the  Division  of  Maternal  and  Child  Health  of 
the  Kansas  State  Board  of  Health Of 
these,  sixteen  were  using  tenninal  steriliza- 
tion and  the  majority  of  the  samples  taken 
from  these  hospitals  were  satisfactory.  The 
reverse  was  true  in  those  taken  from  the 
forty-one  hospitals  using  the  aseptic  tech- 
nique. The  same  year  it  was  made  manda- 
tory that  terminal  sterilization  be  used  in  all 
hospitals  and  foster  homes  in  that  state  car- 
ing for  infants  under  one  year  of  age. 

Similar  surveys  conducted  elsewhere  have 
all  shown  that  formulas  prepared  by  the  ter- 
minal sterilization  method  were  satisfactory 
in  a much  larger  percent  of  the  samples  ex- 
amined 

Several  factors  recommend  terminal  ster- 
ilization as  the  method  of  choice  in  the  pre- 
paration of  fonnulas.  It  is  most  economical 
as  regards  cost,  particularly  if  the  Non-Pres- 
sure Method  is  used.  It  requires  less  time 
and  uses  a minimum  of  trained  personnel. 
The  use  of  this  technique  greatly  lessens  the 
handling  of  the  formulas  on  the  treatment 
floors  and  so  minimizes  the  chance  for  acci- 
dental contamination  of  the  individual  form- 
ula units. 

CONCLUSIONS 

1.  This  survey  has  shown  that  in  this  lo- 
cality formulas  prepared  by  the  terminal 
sterilization  method  are  consistently  either 


sterile  or  contain  a smaller  number  of  bac- 
teria than  those  prepared  by  the  aseptic 
technique. 

2.  The  terminal  sterlization  method  is 
economical  as  regards  the  expenditure  of 
money,  time  used  in  the  preparation  and 
trained  help. 

3.  Because  of  the  relative  effectiveness 
of  the  terminal  sterilization  of  formulas  it 
would  be  desirable  that  it  be  made  manda- 
tory in  all  hospitals  and  foster  homes  caring 
for  infants  under  one  year  of  age. 
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Life  insurance  companies  of  the  United  States 
and  Canada  will  give  more  than  $780,000  this  year 
for  research  in  heart  disease,  it  was  announced  here 
today  (New  York,  Mar.  13)  by  M.  Albert  Linton, 
Chairman  of  the  Board  of  the  Life  Insurance  Medi- 
cal Research  Fund. 

The  grants  being  made  to  medical  schools  and  to 
individual  scientists  for  heart  disease  research  this 
year  bring  to  $4,700,000  the  total  amount  of  money 
given  by  the  life  insurance  business  since  the  Life 
Insurance  Medical  Research  fund  was  organized  late 
in  1945.  The  Fund  is  supported  by  the  annual  con- 
tributions of  141  U.  S.  and  Canadian  companies. 

Included  in  this  year’s  grants  are  50  grants-in- 
a i d,  totalling  $641,735,  being  given  to  medical 
schools  and  research  centers  for  the  support  of 
heart  disease  research,  and  37  fellowships  amount- 
ing to  $142,100  going  to  young  doctors  to  enable 
them  to  obtain  ti’aining  and  experience  in  research. 

The  resources  of  the  Life  Insurance  Medical  Re- 
search Fund  are  devoted  entirely  to  research  on 
disease  of  the  heart  and  blood  vessels,  which  are 
responsible  for  more  deaths  than  the  next  five 
causes  of  death  combined.  Since  the  organization 
of  the  Fund,  185  research  programs  and  201  re- 
search fellowships  have  been  supported,  in  92  in- 
stitutions all  over  the  United  States  and  Canada. 
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FIBROSARCOMA  FOLLOWING  TRAUMA 


Nebr.  S.  M.  Jour. 
May,  1952 


Fibrosarcoma  Following  Trauma* 

DR.  F.  STONE:  The  case  (No.  78256- 
L.G.H.)  is  that  of  a nine  year  old  male  who 
came  in  complaining  of  swelling  in  the  inner 
aspect  of  the  right  elbow.  He  was  perfectly 
well  until  three  years  old  when  he  fell  off  of 
a tractor  and  injured  his  right  elbow.  Follow- 
ing the  injury,  x-ray  examination  on  two  oc- 
casions, was  reported  negative.  At  the  age 
of  five,  the  parents  noted  that  his  arm  began 
to  draw  into  a flexed  position.  Aside  from 
his  inability  to  straighten  his  ann,  he  had  no 
complaints.  He  adapted  himself  to  this  con- 
dition and  noted  nothing  different  until 
about  three  weeks  prior  to  admission  when 
some  soreness  was  noted. 

The  past  and  family  history  is  entirely 
negative  except  for  the  fact  that  the  mother 
has  had  bilateral  mastectomies  for  malig- 
nancy of  the  breasts. 

X-ray  examination  made  at  the  time  of  ad- 
mission disclosed  a mass  of  calcification  in 
the  anticubital  fossa.  Both  the  x-ray  find- 
ings and  clinical  findings  strongly  suggested 
a traumatic  myositis  ossificans. 

On  surgical  exploration  there  was  a finri, 
hard,  encapsulated  mass  which  was  removed 
in  it’s  entirety. 

DR.  F.  TANNER : The  material  submitted 
was,  grossly,  quite  characteristic  of  sarcoma. 
It  was  rather  glassy  in  appearance,  whitish, 
and  also  quite  soft.  Microscopically,  this 
tumor  was  found  to  be  a grade  III  fibrosar- 
coma, either  of  periosteal  or  soft  tissue  ori- 
gin. 

DR.  F.  STONE : The  parents  were  advised 
of  the  surgical  and  pathological  findings  and 
amputation  was  advised.  After  several 
months  of  procrastination  the  parents  have 
now  decided  to  have  the  amputation. 

DR.  J.  T.  McGREER : Are  there  any  axil- 
lary glands? 

DR.  F.  STONE : There  is  an  axillary  gland 
palpable  now,  but  we  are  not  certain  whether 
it  represents  lymphadenopathy  following 
surgery  or  metatasis. 

DR.  R.  WHITH AM : What  does  the  chest 
x-ray  show? 

•Lincoln  Hospitals  Tumor  Clinic — ^Lincoln  General,  Bryan 
Memorial  and  St.  Elizabeth’s  Hospitals  participating.  John  T. 
McGreer,  M.D.,  Chairman. 


DR.  F.  STONE : The  chest  x-ray  is  nega- 
tive. 

DR.  F.  TANNER:  This  type  of  tumor 
usually  spreads  by  way  of  the  blood  stream 
rather  than  by  way  of  lymphatics.  I believe, 
however,  the  lymph  nodes  should  be  biopsied 
before  amputation. 

DR.  F.  STONE:  While  the  tumor  was 
rather  well  encapsulated,  it  was  adherent  to 
all  of  the  surrounding  nerves  and  tendons,  so 
that  it  was  our  feeling  that  in  all  probability 
we  did  not  remove  it  in  it’s  entirety. 

DR.  R.  WHITHAM:  Is  it  true  that  this 
type  of  tumor  tends  to  recur  locally  and  does 
not  metastasize  very  early? 

DR,  F.  TANNER:  This  type  of  tumor 
may  recur  locally  and  also  exhibit’  evidence 
of  metastasis.  It  is  impossible  to  predict 
exactly  what  will  happen  on  the  basis  of  the 
histology. 

DR.  R.  WHITHAM.  I would  be  in  favor 
of  doing  radical  dissection  on  the  axilla  and 
amputating  as  high  as  possible. 

DR.  F.  TANNER:  It  seems  to  me  that 

the  history  in  this  case  is  worthy  of  com- 
ment. We  used  to  feel  that  trauma  was  not 
important  as  an  etiological  factor  in  the  pro- 
duction of  bone  tumors.  It  was  considered 
that  attention  was  directed  to  a previously 
existing  tumor  by  some  minor  trauma  which 
had  nothing  to  do  with  the  original  produc- 
tion. Here,  however,  is  a boy  with  a definite 
history  of  trauma,  and  a four  year  contrac- 
ture deformity  before  any  tumor  developed, 
and  he  has  had  definite  symptoms  and  find- 
ings since  the  original  trauma.  As  time  goes 
on  it  seems  more  and  more  evident  that 
trauma  must  be  considered  as  an  important 
etiological  factor  in  the  production  of  tumors 
of  this  sort. 

DR.  J.  M.  NEELY : I believe  this  is  parti- 
cularly true  of  fibrosarcomas,  although  the 
history  of  trauma  is  not  unusual  in  osteo- 
genic sarcoma.  It  might  also  be  worth  while 
to  mention  the  fact  that  it  is  extremely  dif- 
ficult, in  some  instances,  to  accurately  dif- 
ferentiate, histologically,  between  osteogenic 
sarcoma  and  myositis  ossificans.  There  have 
been  a good  many  unnecessary  amputations 
done  because  of  this  fact. 

(EDITOR'S  NOTE:  This  excerpt  from  the  transcribed  trans- 

actions of  the  Lincoln  Hospitals’  Tumor  Clinic  was  prepared 
for  publication  by  Dr.  J.  Marshall  Neely. 
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Mental  Health  Clinics  in 
Nebraska 

A new  health  program  destined  to  chal- 
lenge national  attention  is  being  climaxed  in 
Nebraska  with  the  establishment  of  seven 
mental  health  clinics  at  different  points  in 
the  state.  In  the  making  for  nearly  five 
years,  the  program  is  designed  to  relieve 
over-crowding  in  the  state’s  three  mental  in- 
stitutions while  reducing  the  waiting  list  of 
some  five  hundred  mentally  ill  persons  now 
unable  to  gain  admittance  to  the  state’s  hos- 
pitals. 

Active  interest  taken  by  Governor  Val  Pe- 
terson and  the  members  of  the  Nebraska 
Board  of  Control,  Mrs.  Harold  Prince,  Wil- 
liam H.  Diers  and  Thomas  J.  Dredla  in  coop- 
eration with  the  Board  of  Regents  of  the 
University  of  Nebraska  has  resulted  in  the 
development  of  the  new  program.  The  Board 
of  Control  and  the  Board  of  Regents  will  con- 
tinue to  cooperate  in  the  joint  operation  of 
the  facility. 

The  de-frosting  on  October  15,  1951,  of 
funds  raised  by  the  one  and  one-tenth  mill 
tax  levied  by  the  Nebraska  state  legislature 
in  1947  will  make  possible  the  erection  of  a 
new  building  on  the  campus  of  the  Univer- 
sity College  of  Medicine  in  Omaha  in  which 
the  agencies  directing  the  program  will  be 
located.  The  estimated  cost  of  the  construc- 
tion is  $1,250,000.  Of  that  sum  the  federal 
government  will  allocate  one-half.  The  two 
Nebraska  Boards  will  direct  the  expenditure 
of  the  tax  funds  covering  the  remaining  cost. 

The  new  building  will  house  the  Nebraska 
Psychiatric  Unit  which  was  set  up  in  1948  in 
one  wing  of  the  Douglas  County  hospital  in 
Omaha.  This  unit  will  head  the  seven  health 
clinics.  The  Psychiatric  Unit  was  established 
as  the  result  of  efforts  of  the  Board  of  Con- 
trol and  the  Board  of  Regents  to  expand  the 
training  and  service  facilities  of  the  Univer- 
sity Medical  Center  to  render  greater  service 
to  the  mentally  ill  of  the  state  than  was  for- 
merly possible. 

An  important  feature  of  the  program  is  to 
build  up  medical  and  ancillary  staff  of  the 
various  psychiatric  activities  so  that  each 
hospital  in  the  state  will  be  staffed  by  an 
adequate  number  of  well-trained  psychia- 
trists and  also  by  other  members  of  the  psy- 
chiatric team  which  is  necessary  for  an  ef- 
ficient mental  health  plan.  In  addition  to 


present  training,  the  Psychiatric  Unit  will 
offer  a training  course  for  psychiatric  aides. 
Tentative  plans  are  for  the  first  class  to  be- 
gin by  January  1,  1952.  The  educational  pro- 
gram will  also  be  extended  to  larger  groups 
of  interested  persons  who  should  play  a part 
in  the  mental  health  activities  of  the  state. 
This  will  include  workers  in  the  various  pri- 
vate and  public  social  agencies,  clergymen, 
school  teachers,  law  enforcement  officers 
and  members  of  interested  lay  groups. 

The  increasing  need  for  out-patient  serv- 
ices is  being  recognized  on  every  hand.  It 
is  to  meet  this  need  that  the  auxiliary  health 
clinics  are  being  set  up.  Located  at  strategic 
points  over  the  state  they  will  be  the  more 
easily  accessible  to  persons  living  in  widely 
separated  areas.  The  seven  clinics  will  be  at 
the  Psychiatric  Unit  in  Omaha,  Lincoln  State 
Hospital  in  Lincoln,  Norfolk  State  Hospital 
at  Norfolk,  Hastings  State  Hospital  at  Ingle- 
side,  the  Central  Nebraska  Mental  Hygiene 
Clinic  at  Hastings,  and  at  Alliance  and 
Scottsbluff. 

Persons  already  committed  to  an  institu- 
tion who  show  signs  of  steady  improvement 
will  be  given  a thorough  screening  in  one  of 
the  clinics  to  determine  their  eligibility  for 
out-patient  treatment.  After-care  will  not  be 
limited  to  “checking  up’’  on  parole  patients 
but  will  include  active  therapy  for  those  who 
need  it.  Experience  has  shown  that  after- 
care is  needed  to  prevent  unnecessary  re- 
lapses, especially  during  the  first  year  fol- 
lowing hospitalization.  It  is  expected  that 
waiting  lists  will  be  screened  periodically  in 
order  that  realistic  priority  can  be  given  to 
those  who  need  immediate  admission. 

To  make  certain  they  were  planning  con- 
structively in  their  efforts  to  meet  and  deal 
adequately  with  Nebraska’s  mental  health 
problems,  the  Board  of  Control  members  se- 
cured the  services  of  Dr.  Ralph  Chambers, 
chief  inspector  for  the  American  Psychiatric 
Association,  of  Washington,  D.C.  Dr.  Cham- 
bers spent  several  weeks  in  the  state  inspect- 
ing the  mental  hospitals  and  determining 
their  needs. 

Directing  over-all  plans  for  the  work  in  the 
state’s  seven  mental  health  clinics  will  be  Dr. 
Cecil  L.  Wittson  who  has  had  charge  of  the 
Psychiatric  Unit  in  Omaha  since  July,  1950. 
Doctor  Wittson,  a graduate  of  the  College  of 
Medicine,  University  of  South  Carolina,  did 
further  work  at  the  College  of  Physicians 
(Continued  on  page  169) 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 


Organization  Section 

E.M.I.C.  PROGRAM 

As  reported  previously  in  The  Journal  and 
membership  bulletins,  Congress  now  has  be- 
fore it  companion  bills  which  would  re- 
establish the  Emergency  Maternity  and  In- 
fant Care  program  enacted  during  World 
War  II.  The  present  program  is  essentially 
the  same  as  the  last  one,  offering  free  ma- 
ternity and  infant  care  for  the  wives  and 
children  of  enlisted  personnel  in  the  armed 
forces. 

S.  1245  and  S.  2337  are  the  current  bills 
on  this  subject.  In  addition,  S.  2337  would 
provide  a program  of  hospital  care  for  all 
dependents  of  enlisted  personnel.  Repre- 
sentatives of  the  American  Medical  Associa- 
tion have  testified  before  the  Health  Subcom- 
mittee of  the  Senate  in  opposition  to  these 
bills.  In  order  that  you  may  become  better 
acquainted  with  medicine’s  stand  on  this 
important  issue,  excerpts  from  this  testi- 
mony will  be  shown  here. 

First  to  testify  was  Dr.  Edwin  S.  Hamil- 
ton of  Kankakee,  Illinois,  member  of  the 
A.M.A.  Board  of  Trustees.  Dr.  Hamilton 
was  the  principal  speaker  for  Senior  Medical 
Day  in  Omaha,  held  in  Omaha,  March  27. 
He  said: 

“Figures  recently  released  by  the  Depart- 
ment of  Defense  show  that  less  than  1 in  10 
of  the  enlisted  men  in  these  grades  (first 
three  grades)  have  dependents  other  than 
dependent  parents  and  about  one  half  that 
number,  or  about  1 in  20,  have  a wife  only. 
Only  a part  of  this  number  will  have  chil- 
dren during  the  two  years  of  an  enlisted 
man’s  tour  of  military  duty.  Of  that  num- 
ber many  are  already  receiving  dependent 
medical  care  at  hospitals  of  the  Armed 
Services. 

“With  respect  to  the  remainder,  it  should 
be  remembered  that  many  service  men  are 
perfectly  able  and,  in  fact,  desirous  of  using 
the  services  of  their  regular  physicians  with- 
out federal  financial  assistance.  I believe 
that  experience  shows  that  only  about  50  per 
cent  of  the  dependents  of  service  personnel 
who  are  eligible  for  medical  care  make  any 
effort  to  obtain  it. 

“.  . . The  American  Medical  Association  is 
opposed  to  the  enactment  of  S.  1245  and  S. 
2337  because  no  evidence  has  been  found 
which  would  endicate  that  the  wives  and  chil- 
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dren  of  enlisted  men  . . . are  not  now  being 
cared  for  by  existing  facilities  and  agencies. 
This  conclusion  (that  the  program  is  not 
needed)  is  based  on  the  fact  that  a number 
of  reservists  will  continue  to  be  released  . . . 
and  that  their  places  will  be  filled  in  a large 
measure  through  Selective  Service  processes. 
The  policy  of  the  Selective  Service  System 
at  this  time  is  not  to  draft  fathers  . . . The 
percentage  of  enlisted  men  in  the  Armed 
Forces  with  dependents  has  dropped  4.8  per 
cent  during  the  year  1951.” 

Dr.  Woodruff  L.  Crawford,  Rockford, 
Illinois,  Chairman  of  the  A.M.A.  Committee 
on  Maternal  and  Child  Care,  was  the  second 
to  testify.  His  testimony  dealt  largely  with 
the  events  leading  up  to  the  introduction  of 
these  bills  in  Congress.  He  said  that  several 
“exploratory  conferences”  had  been  held 
which  were  attended  by  representatives  of 
the  Children’s  Bureau,  and  other  major 
health  organizations  and  persons  who  would 
have  an  interest  in  the  services  provided  un- 
der E.M.I.C.  program. 

“All  of  the  conferees  with  the  exception 
of  the  representatives  of  the  Children’s  Bu- 
reau agreed  that  the  need  for  such  a program 
had  not  been  demonstrated  and  that  no  pro- 
gram should  be  initiated  until  evidence  of 
need  became  apparent.”  Dr.  Crawford  also 
told  of  the  study  his  committee  had  made 
in  Los  Angeles  which  made  it  “clear  that 
the  medical  needs  of  the  servicemen’s  fam- 
ilies are  adequately  being  taken  care  of  in  the 
Los  Angeles  area.” 

In  summary,  both  physicians  declared  that 
conclusions  reached  thus  far  definitely  do 
not  indicate  a need  for  a national  E.M.I.C. 
program. 


YOUR  RETIREMENT 

Your  attention  is  directed  to  an  editorial 
in  the  April  12  issue  of  the  Journal  of  the 
American  Medical  Association.  This  editorial 
discusses  the  Reed-Keogh  bill  which  provides 
that  the  Internal  Revenue  Code  be  amended 
to  enable  self-employed  professional  persons, 
and  some  employed  persons,  to  exclude  from 
current  taxable  income  amounts  sufficient  to 
finance  a reasonable  retirement  annuity. 

As  you  will  recall,  American  physicians 
were  successful  last  year  in  getting  them- 
selves excused  from  the  provisions  of  Social 
Security.  It  should  be  noted,  however,  that 
a concerted  effort  is  being  made  in  some 


quarters  to  bring  doctors  into  the  Social  Se- 
curity framework.  This,  of  course,  is  a 
compulsory  program  for  those  covered  by  it. 
The  Reed-Keogh  measure  provides  a means 
for  financing  a voluntary  pension  plan. 

The  A.M.A.,  the  American  Bar  Association, 
the  American  Dental  Association,  and  other 
groups  have  banded  together  to  support  the 
voluntary  plan  and  are  opposed  to  having 
the  Social  Security  Act  extended  to  cover 
their  members.  Dr.  Lull’s  recent  “Secre- 
tary’s Letter”  said  that  “members  of  the 
leftist  Physicians  Forum  in  New  York  have 
gone  all  out  in  a campaign  to  have  doctors  in- 
cluded under  sociay  security.” 


CRIPPLED  CHILDREN’S  CLINIC 

May  10 — Norfolk,  State  Hospital;  L.  S. 
Campbell,  M.D.,  and  Herman  Jahr,  M.D. 

May  24 — Scottsbluff,  St.  Mary’s  Hospital; 
Fritz  Teal,  M.D.,  or  Howard  Mitchell,  M.D., 
and  G.  E.  Robertson,  M.D. 


MEDICOLEGAL  CLINIC  BY 
DR.  ALLAN  R.  MORITZ 

The  following  notes  record  the  impres- 
sions gained  from  the  “Clinics”  held  during 
the  afternoon  session  by  Allen  R.  Moritz,  for 
the  Lincoln  Bar  Association  and  the  Lancas- 
ter County  Medical  Society. 

Dr.  Moritz,  a former  Nebraskan,  is  now 
Chairman  of  the  Institute  of  Pathology, 
Western  Reserve  University  School  of  Medi- 
cine, Cleveland,  Ohio.  He  also  addressed 
these  two  societies  after  dinner,  on  the  sub- 
ject of  “Unexplained  Deaths.” 

There  is  a big  difference  between  an  in- 
voluntary witness  and  an  expert  witness.  A 
physician  being  called  to  testify  in  a given 
case  should  have  clearly  in  mind  which 
type  of  witness  he  is.  If  he  does  not  know, 
the  value  of  his  testimony  is  usually  greatly 
reduced.  An  involuntary  witness  is  one  who 
has  been  subpoenaed  because  of  the  special 
facts  or  information  he  may  have  about  the 
case.  He  does  not  give  opinion.  An  expert 
witness  is  one  who  appears,  either  voluntar- 
ily or  by  subpoena,  for  opinion  because  of  his 
special  skills  or  knowledge  that  have  a rela- 
tion to  the  case.  Both  are  paid  witnesses. 

It  is  an  “expensive  luxury”  to  indulge  in 
anger  on  the  witness  stand.  If  a physician 
becomes  angry  because  of  questioning  being 
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carried  on  by  either  of  the  attorneys,  his 
usefulness  in  the  case  is  diminished.  A law- 
yer should  go  over  the  case  thoroughly  with 
his  medical  witness  to  give  the  doctor  a bet- 
ter opportunity  to  answer  questions  properly. 
The  lawyer  should  tell  him  in  advance  what 
questions  he  will  ask.  Doctors  were  also  cau- 
tioned to  not  answer  questions  hastily,  but 
rather  be  deliberate  in  their  response.  Often- 
times a seemingly  superflous  question,  an- 
swered hastily  without  thought,  will  come 
back  to  “haunt”  a physician  in  light  of  sub- 
sequent questioning.  In  such  instances,  the 
doctor  invariably  wishes  he  could  change  or 
at  least  modify  his  previous  answer. 

It  should  be  remembered  that  each  lawyer 
has  the  responsibility  of  doing  the  best  he 
possibly  can  for  his  client.  To  attain  this, 
he  may  often  ask  leading  or  embarrassing 
questions  aimed  at  minimizing  the  effective- 
ness of  his  opponent’s  testimony.  Rarely  is 
this  done  to  discredit  the  physician  person- 
ally. If  the  doctor  becomes  angry,  the  case 
of  the  lawyer’s  client  has  been  enhanced. 

Quite  often  there  will  be  conflicting  view- 
points by  expert  witnesses.  This  does  not 
mean  that  one  doctor  is  right  and  the  other 
wrong.  To  illustrate  this  point,  an  example 
was  used  where  the  opinions  of  two  psychia- 
trists may  differ  as  to  whether  a defendant 
was  conscious  of  his  crime ; whether  he  knew 
right  from  wrong  at  the  time  of  commis- 
sion; whether  he  was  mentally  competent  at 
the  time  the  crime  was  committed,  etc.  Dr. 
Moritz  said,  in  contrast  to  this,  that  the  more 
precise  the  nature  of  the  medical  field  in- 
volved, the  less  likelihood  for  conflict  in  the 
opinions  of  expert  witnesses. 

It  is  not  infrequent  that  a clinical  diag- 
nosis of  death  will  differ  markedly  from  au- 
topsy findings.  This  points  up  the  necessity 
for  physicians  being  extremely  careful  in 
their  diagnosis  of  cause  of  death.  In  this  con- 
nection, he  related  two  cases:  1.  The  death 
of  the  mistress  of  an  Indiana  politician.  The 
lady  was  said  to  have  died  of  a heart  dis- 
ease. Two  years  later  the  body  was  exhumed 
and  found  to  have  a severely  fractured  skull. 
2.  A baby  was  found  dead,  presumably  of 
unexplained  causes.  Only  during  a careful 
autopsy  was  it  discovered  that  cotton  had 
been  stuffed  into  the  baby’s  throat. 

Dr.  Moritz  stated  that  it  was  also  impor- 
tant for  law  enforcement  officers  to  tell  the 
physician  doing  an  autopsy  what  type  of  in- 


formation is  w a n t e d.  To  illustrate  this 
point,  he  described  the  following  case: 

A man  was  found  dead  as  a result  of  two 
bullet  holes  in  his  head.  Both  bullets  had 
passed  completely  through  his  head,  leaving 
distinguishable  holes  in  both  front  and  rear 
which  were  found  at  autopsy.  A suspect 
in  the  murder  was  picked  up.  He  claimed 
to  have  shot  the  deceased  in  self  defense. 
It  was  theorized  that  if  the  bullets  had  en- 
tered from  the  rear,  it  was  extremely  unlike- 
ly that  such  was  the  case.  On  the  other 
hand,  if  they  had  entered  from  the  front, 
it  was  entirely  possible  that  he  had  acted  in 
self  defense.  To  determine  this,  a second  au- 
topsy was  done  to  determine  the  direction 
taken  by  the  bone  fragments.  This  would 
not  have  been  necessary  if  the  district  at- 
torney had  asked  for  this  information  in  the 
first  place. 

A question  was  asked  from  the  floor  as 
to  whether  or  not  only  physicians,  and/or 
preferably  pathologists,  should  serve  as  cor- 
oners. In  answering.  Dr.  Moritz  noted  a 
plan  that  could  be  used  in  Nebraska  and 
which  is  currently  being  used  in  Maine, 
Rhode  Island,  Maryland,  Massachusetts  and 
Virginia. 

Basically  their  programs  are  thus  ar- 
ranged : 

There  is  a state  coroners  agency  support- 
ed by  all  of  the  counties  whose  services  are 
available  to  each  of  the  counties.  The  state 
is  divided  into  districts,  with  a deputy  medi- 
cal man  in  each  district  who  inquires  into 
unexplained  deaths  or  deaths  where  some 
doubts  exist  as  to  cause.  If  the  deputy  feels 
there  is  reason  for  an  autopsy,  an  expert 
from  the  state  office  is  sent  out  to  do  it. 

He  felt  that  the  decision  as  to  the  cause 
of  any  death  should  always  come  from  a 
physician. 

A pertinent  fact  brought  out  in  Dr.  Moritz’ 
discussion  of  the  problems  relating  to  trauma 
and  cancer  was  that  none  of  the  studies 
made  thus  far  show  any  evidence  that  can- 
cer is  more  likely  to  occur  at  the  site  of  a 
previous  injury  than  any  other  place  in  the 
body.  Nor  is  there  any  evidence  that  tu- 
mors are  caused  by  injury.  At  the  present 
time,  he  said,  there  is  as  much  evidence  that 
injury  prevents  cancer  as  there  is  that  in- 
jury causes  cancer. 
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PROGRAM 

EIGHTY-FOURTH  ANNUAL  SESSION 
NEBRASKA  STATE  MEDICAL 
ASSOCIATION 
May  12,  13,  14,  15,  1952 
Hotel  Cornhusker,  Lincoln,  Nebraska 
-MONDAY,  MAY  12,  1952 
GOLF  TOURNAMENT 

1:00  p.m Hillcrest  Country  Club 

East  “O”  Street 

TRAP  SHOOT 

1:00  p.m Lincoln  Gun  Club 

North  48th  Street 

SPORTSMAN  DINNER Hotel  Cornhusker 

Ballroom 

Cocktails  6:00  p.m.  Dinner  7:00  p.m. 

Reservations  should  be  made  with  committee 
chairman,  John  T.  McGreer,  Jr.,  M.D.,  924  Sharp 
Building,  Lincoln  8,  Nebraska. 

TUESDAY  MORNING,  MAY  13,  1952 

9:00  Meeting  to  be  opened  by  D.  B.  Steenburg, 
M.D.,  Aurora,  President,  Nebraska  State 
Medical  Association. 

H.  C.  Stewart,  M.D.,  Pawnee  City,  Presiding 

9:05  “Pyloric  Hypertrophy  in  the  Adult— Diagnosis 
and  Treatment” 

— W.  P.  Kleitsch,  M.D.,  Omaha 

9:25  “Management  of  Urinaiy  Infections  with  Par- 
ticular Reference  to  Bacterial  Sensitivity 
Tests” 

— L.  W.  Lee,  M.D.,  Omaha 

9:45  “Stenosis  of  the  Esophagus  Due  to  Ingestion 
of  Corrosives” 

Dwight  Brigham,  M.D.,  Omaha  (by  invita- 
tion) 

— Herman  M.  Jahr,  M.D.,  Omaha 

10:05  “Progress  in  the  Treatment  of  the  Disabled 
Hip” 

— F.  S.  Webster,  M.D.,  Lincoln 
10:25  Discussion 

10:45  “Pyuria  in  Children” 

— James  Marvin  Baty,  M.D.,  Professor  of 
Pediatrics,  Tufts  College  Medical  School; 
Physician-in-Chief,  The  Boston  Floating 
Hospital  for  Infants  and  Children 

11:05  “The  Radiological  Aspect  of  the  Diagnosis  of 
Chronic  Abdominal  Pain  in  Children” 

— Carroll  Berman,  M.D.,  Radiologist  to  The 
Boston  Floating  Hospital  for  Infants  and 
Children 

11:35  “Megacolon” 

— Orvar  Swenson,  M.D.,  Associate  Professor 
Surgery,  Tufts  College  Medical  School; 
Surgeon-in-Chief,  The  Boston  Floating 
Hospital  for  Infants  and  Children 

12:30  Alumni  Luncheon 

TUESDAY  AFTERNOON 
Charles  H.  Sheets,  M.D.,  Cozad,  Presiding 

2:00  Presidential  Address 

— D.  B.  Steenburg,  M.D.,  Aurora 

2:20  Installation  of  Incoming  President 
— Harold  S.  Morgan,  M.D.,  Lincoln 


2:30  Guest  Introduction 

— M.  C.  Pedersen,  D.D.S.,  President,  Ne- 
braska State  Dental  Association 

2:40  Necrology 

— George  Salter,  M.D.,  Norfolk 

2:50  NEW  ENGLAND  MEDICAL  CENTER,  The 
Boston  Floating  Hospital 
— Panel  Discussion,  “Emergencies  of  the 
Newborn” 

J.  J.  O’Neill,  M.D,,  Omaha,  Moderator 

— James  Maiwin  Baty,  M.D. 

— Carroll  Berman,  M.D. 

— Orvar  Swenson,  M.D. 

QUESTIONS— From  the  Floor 
TUESDAY  EVENING 

7:00  FUN  NITE,  Italian  Village,  Lancaster  Coun- 
ty Medical  Society,  sponsors 

WEDNESDAY  MORNING,  MAY  14,  1952 
John  R.  Schenken,  M.D.,  Omaha,  Presiding 

9:00  Panel  Discussion  on  Cancer 

— Frank  Tanner,  M.D.,  Lincoln — Pathology 
— George  W.  Covey,  M.D.,  Lincoln — Internal 
Medicine 

— J.  Marshall  Neely,  M.D.,  Lincoln — Radi- 
ology 

— Roy  H.  Whitham,  M.D.,  Lincoln — General 
Surgery 

— T.  T.  Smith,  M.D.,  Omaha — Otorhinolaryn- 
gology 

— Maurice  Grier,  M.D.,  Omaha — Obstetrics 
and  Gynecology 

— Howard  Hunt,  M.D.,  Omaha — Radiology 

10:30  Discussion 

H.  J.  Lehnhoff,  Jr.,  ^I.D.,  Omaha,  Presiding 

10:40  “Present  Status  of  ACTH  and  Cortisone  in 
Clinical  Practice” 

— Jerome  Conn,  M.D.,  Professor  of  Internal 
Medicine,  University  of  Michigan  Medical 
School,  Ann  Arbor 

11:10  “Contact  and  Occupational  Dermatoses” 

— A.  C.  Curtis,  M.D.,  Professor  of  Derma- 
tology, University  of  Michigan  Medical 
School,  Ann  Arbor 

11:40  “Problems  Relating  to  the  Recognition  of  Hy- 
dronephrosis in  Eveiy  Day  Medical  Practice” 
— Reed  Nesbit,  M.D.,  Professor  of  Urol- 
ogy, University  of  Michigan  Medical 
School,  Ann  Arbor 

WEDNESDAY  AFTERNOON 

12:30  Luncheon,  Ballroom 

— Harold  S.  Morgan,  M.D.,  Lincoln,  Presiding 

1:30  “The  School  Health  Problem  in  Nebraska” 

— D.  A.  Dukelow,  M.D.,  Bureau  of  Health 
Education,  American  Medical  Association, 
Chicago. 

2:30  University  of  Michigan  Medical  School  — 
Panel  Discussion,  “Some  Clinical  Aspects  of 
Abnormal  Calcium  and  Phosphoiais  Metabo- 
lism” 

O.  V.  Calhoun,  M.D.,  Lincoln,  Moderator 

— Jerome  Conn,  M.D. 

— A.  C.  Curtis,  M.D. 

— Reed  Nesbit,  M.D. 

QUESTIONS — From  the  Floor 
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7:00  Banquet,  Nebraska  State  Medical  Associa- 
tion, Hotel  Cornhusker 
Awarding  of  50-Year  Pins 
“How  to  Keep  Our  Liberty” 

— Mr.  Raymond  Moley,  Editor  Newsweek 

THURSDAY  MORNING.  MAY  15,  1952 
J.  E.  Meyer,  M.D.,  Columbus,  Presiding 

9:00  “Thoracolumbar  Sympathectomy  in  the  Treat- 
ment of  Essential  Hypertension” 

— Stanley  E.  Potter,  M.D.,  Omaha 

9:20  “Anesthesia  for  Caesarean  Section” 

— Robert  C.  Therien,  M.D.,  Omaha 

9:40  “Adenomycosis” 

— S.  L.  Walters,  M.D.,  Lincoln 

10:00  “The  Diagnosis  of  Heart  Disease” 

— F.  Lowell  Dunn,  M.D.,  Omaha 

10:20  Discussion 

10:30  “Common  Fallacies  Concerning  Gallbladder 
Disease” 

— Robert  S.  Sparkman,  M.D.,  Clinical  As- 
sistant Professor  of  Surgery,  Southwestern 
Medical  School  of  the  University  of  Texas, 
Dallas 


PROGRAM  OF  27th  ANNUAL  MEETING 
Headquarters  Hotel  Cornhusker,  Lincoln,  Nebraska 

Come  for  an  interesting,  stimulating  and  educa- 
tional vacation.  In  both  medical  association  and 
Woman’s  Auxiliary  planning,  many  changes  have 
been  made  to  make  these  days  outstanding.  Please 
Boost  Attendance!  Registration  headquarters  — 
Hotel  Cornhusker. 

Monday,  May  12,  1952 

6:00  p.m.  Pre-Convention  Executive  Dinner,  Uni- 
versity Club 

WHO  IS  EXPECTED  TO  ATTEND: 
Officers 

Chairmen  of  Standing  and  Special 
Committees 

Presidents  of  County  Auxiliaries 
District  Councilors 

WHO  MAY  ATTEND: 

A cordial  invitation  is  extended  to  all 
interested  Woman’s  Auxiliary  mem- 
bers, particularly  members-at-large, 
and  wives  of  guests  of  the  Nebraska 
State  Medical  Association,  to  attend 
this  and  all  meetings  and  planned  so- 
cial functions. 


11:00  “Rational  Use  of  Antibiotics” 

— Sol.  Haberman,  Ph.D.,  Professor  of  Bac- 
teriology and  Immunology,  Graduate  Re- 
search Institute,  Baylor  University,  Dallas 

11:30  “Diagnosis  and  Treatment  of  Anemias” 

— J.  M.  Hill,  M.D.,  Director,  Wadley  Research 
Institute  and  Blood  Center;  Dean,  Gradu- 
ate Research  Institute,  Baylor  University, 
Dallas 

THURSDAY  AFTERNOON 

12:30  Luncheon,  Ballroom — Joint  Meeting  with 
Woman’s  Auxiliary 

“YOU  AND  YOUR  A.M.A.” 

Joseph  D.  McCarthy,  M.D.,  Omaha,  Presiding 

Member,  Council  on  Medical  Service, 
American  Medical  Association 

1:30  “Improving  Rural  Medical  Care” 

— Henry  B.  Mulholland,  M.D.,  Charlottesville, 
Virginia;  Member,  Council  on  Rural 
Health,  American  Medical  Association 

“Relations  Between  the  Profession  and  the 
Public” 

— Mr.  John  L.  Bach,  Chicago,  Illinois;  Direc- 
tor of  Press  Relations,  American  Medical 
Association 

“What  Does  the  A.M.A.  Do  for  Me?” 

— George  F.  Lull,  M.D.,  Chicago,  Illinois; 
Secretary  and  General  Manager,  American 
Medical  Association 

QUESTIONS  concerning  operation  of  the 
A.M.A.  are  invited. 

2:45  THE  TEXAS  GROUP — Symposium  on  Im- 
munology and  Hematology 

Dan  A.  Nye,  M.D.,  Kearney,  Moderator 

“Hypersplenism  and  Related  Conditions” 

— J.  M.  Hill,  M.D. 

“Surgical  Aspects  of  Hypersplenism” 

— Robert  S.  Sparkman,  M.D. 

“Transfusion  and  Immunological  Problems” 
— Sol.  Haberman,  Ph.D. 


9:00  a.m. 
9:30  a.m. 

12:30  p.m. 
3:00  p.m. 

7:00  p.m. 

9:30  a.m. 
10:30  a.m. 

12:30  p.m. 


7:00  p.m. 

9:30  a.m. 
12:30  p.m. 


Tuesday,  May  13,  1952 
Registration 

Annual  Business  Meeting,  Mrs.  B.  R. 
Bancroft,  Presiding 

Informal  Buffet  Luncheon,  State  Suite, 
Hotel  Cornhusker  (Tickets  $1.25). 

Time  for  Shopping 

Tea,  Miller  and  Paine,  Lancaster  County 
Woman’s  Auxiliary,  Hostess 
Art  Exhibit  by  Artists  of  the  Lincoln 
Art  Guild 
Style  Show 

Fun  Night,  Italian  Village,  Lancaster 
County  Medical  Society,  Host 

Wednesday,  May  14,  1952 
Installation  and  Memorial  Service 
Panel  Discussion,  “What  Your  Auxiliary 
Can  Do!” 

— Mrs.  R.  E.  Garlinghouse,  Presiding 
Luncheon,  Hotel  Lincoln,  Ballroom 
(Tickets  $1.75),  Available  at  the  Regi- 
stration Desk 
Guest  Speaker 

— Mrs.  Mason  G.  Lawson,  2nd  Vice  Presi- 
dent, Woman’s  Auxiliary,  American 
Medical  Association 
Time  for  Shopping 
Banquet,  Hotel  Cornhusker. 

Thursday,  May  15,  1952 
Post-Executive  Board  Meeting,  Mrs.  R. 

E.  Garlinghouse,  Presiding 
Joint  Meeting  with  Nebraska  State  Med- 
ical Association 
“You  and  Your  A.M.A.” 

— George  F.  Lull,  M.D.,  Secretary  and 
General  Manager,  American  Medical 

A ccn/>i Q'f'in'n 

— H.  B.  Mulholland,  M.D.,  Council  on 
Medical  Service,  American  Medical  As- 
sociation 

— Mr.  John  L.  Bach,  Director  of  Public 
Relations,  American  Medical  Associa- 
tion 
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Senior  Medical  Day 

Since  Nebraska  is  predominantly  rural  in 
its  geography  and  economics,  it  is  only  fit- 
ting that  its  medical  profession  should  be 
one  of  the  first  in  America  to  sponsor  a 
program  aimed  at  securing  more  and  bet- 
ter medical  care  for  the  rural  communities. 

This  was  the  ideal  hoped  to  be  attained 
by  Senior  Medical  Day,  which  was  sponsored 
by  the  Rural  Medical  Service  Committee  of 
the  Nebraska  State  Medical  Association, 
March  27,  at  the  Paxton  Hotel  in  Omaha. 
Guests  of  the  association  for  this  one-day 
meeting  were  the  senior  students  of  the  Uni- 
versity of  Nebraska  College  of  Medicine  and 
Creighton  University  School  of  Medicine. 
Some  150  students  and  50  physicians  from  all 
parts  of  the  state  attended  the  event. 

The  program  presented  was  excellent.  It 
pointed  out  some  of  the  advantages  of  rural 
practice;  related  many  of  the  interesting  as- 
pects of  practicing  medicine;  and  described 
the  purpose  and  function  of  medical  organi- 
zations. In  addition,  one  paper  dealt  with 
“The  Mechanics  of  Establishing  Your  Of- 
fice.” In  brief,  the  entire  program  was  de- 
signed to  demonstrate  that  a happy  and  satis- 
fying practice  can  be  established  in  Nebras- 
ka’s rural  areas. 

Dr.  Edwin  S.  Hamilton,  Kankakee.  Illinois, 
member  of  the  A.M.A.’s  Board  of  Trustees, 
was  the  program’s  principal  speaker.  He 
told  the  students:  ‘The  A.M.A.  has  already 
done  more  for  you  than  you  could  possibly 
imagine.”  Elaborating,  he  asserted  that 
through  the  leadership  of  the  A.M.A.,  all  stu- 
dents now  receive  their  medical  education 
from  fully  accredited  schools.  “There  are 
no  more  diploma  mills,”  he  added.  He  also 
pointed  out  the  A.M.A.’s  part  in  improving 
internships  and  residencies  in  the  nation’s 
teaching  hospitals. 

Dr.  Floyd  Rogers,  Lincoln,  spoke  on 
“Medical  Ethics — The  Doctor’s  Golden  Rule.” 
He  declared  that  medical  ethics  is  simply 
“good  manners.”  By  way  of  explanation,  he 
showed  the  importance  of  good  manners  re- 
garding consultations,  transfer  of  patients 
and  setting  fees.  Dr.  Rogers  also  told  the 
students  that  they  had  not  “earned”  their 
education,  but  that  their  skills  and  knowl- 
edge in  medicine  had  been  given  to  them  by 
physicians  of  many  generations  past. 

Dr.  Harold  Morgan,  Lincoln,  presented  a 
vivid  picture  of  the  functions  and  activities 


of  medical  organization.  He  described  the 
integral  parts  of  the  medical  association,  such 
as  its  committees.  Board  of  Trustees,  House 
of  Delegates  and  Board  of  Councilors,  ex- 
plaining fully  their  operational  procedures. 
No  medical  organization,  he  said,  could  ac- 
tivate worthwhile  programs  without  this 
basic  structure. 

Dr.  Ralph  Cassel,  Fairbury,  spoke  on  “Why 

I Chose  a Small  Town  to  Practice  Medicine.” 
In  depicting  the  thrill  of  country  practice, 
he  stressed  the  opportunities  here  for  fun, 
close  friendships,  community  activities, 
treating  a variety  of  cases  and  the  ease  of 
getting  specialist  help  if  needed.  He  par- 
ticularly urged  the  future  physicians  to  rec- 
ognize, when  in  practice,  their  limitations 
and  secure  consultation  when  required.  Dr. 
Cassel  related  that  at  the  close  of  World  War 

II  he  wanted  to  specialize,  but  for  several 
reasons  was  unable  to  take  a residency.  Now 
that  he  has  been  in  general  practice  for  five 
years,  he  would  not  change  his  practice  for 
any  consideration. 

Speaking  on  “The  Doctor’s  Obligation  to 
His  Community,”  Dr.  Fay  Smith,  Imperial, 
stated  that  the  doctor  taking  part  in  com- 
munity activities  will  himself  “grow  a great 
deal.”  Mr.  Grant  Godfrey,  Beatrice,  spoke 
on  “The  Mechanics  of  Establishing  Your  Of- 
fice.” 

Merrill  Smith,  Executive  Secretary,  was 
asked  to  make  a few  remarks  before  the 
meeting  adjourned.  He  told  the  students: 
“You  are  about  to  inherit  the  traditions  of  a 
great  profession.  It  is  your  responsibility 
to  maintain  the  high  standards  and  ideals 
that  will  be  passed  on  to  you.” 

The  success  of  the  program  was  best 
summed  up  by  Dr.  Hamilton : ‘This  has  been 
one  of  the  finest  medical  meetings  I have 
ever  attended.  I am  going  to  make  a full  re- 
port to  the  A.M.A.  and  request  that  other 
state  medical  associations  be  urged  to  spon- 
sor similar  programs.” 


DOCTORS  TRY  TO  FIND  CARDINAL 
SYMPTOM  IN  OVARIAN  CANCER 

Ovarian  cancer  is  so  insidious  that  even  after 
reviewing  143  cases  two  Chicago  doctors  reported 
today  that  they  were  unable  to  reveal  a character- 
istic symptom,  which  would  indicate  to  the  patient 
or  his  physician  the  possible  presence  of  such  a lesion 
in  its  early  stages. 
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News  and  Views 

SPRINGDALE  CAMP 

Springdale  Camp,  a non-profit  community 
project  to  help  diabetic  children,  will  open 
this  year,  on  June  8th  and  close  on  June  21st. 

The  regular  charge  is  $50.00  for  the  two 
weeks,  but  the  public  has  spontaneously  pro- 
vided funds  so  that  we  can  take  children  re- 
gardless of  their  ability  to  pay. 

This  camp  was  organized  and  is  directed 
by  Nebraska  doctors,  largely  through  the 
Diabetic  Committee  of  the  Nebraska  State 
Medical  Association. 

If  you  have,  amongst  your  patients,  a dia- 
betic boy  or  girl  who  you  think  would  prof- 
it by  two  weeks  of  camp  life  with  instruction 
in  the  care  of  diabetes,  we  will  be  glad  to 
have  you  write  for  an  application  blank,  to 
Miss  Anna  Smrha,  Department  of  Health, 
State  Capitol,  Lincoln. 

F.  L.  ROGERS,  Chairman, 

Camp  Committee. 


NEBRASKA  TRUDEAU  SOCIETY 

The  Nebraska  Trudeau  Society,  affiliate 
of  the  American  Trudeau  Society,  will  meet 
at  the  Rome  Hotel,  Omaha,  at  seven  o’clock 
p.m.,  Thursday,  May  15,  1952.  This  will 
be  a dinner  meeting.  Three  excellent  papers 
on  tuberculosis,  its  differential  diagnosis  and 
treatment,  will  be  presented  by  Drs.  Wm. 
Nutzman,  Stanley  E.  Potter  and  J.  Marshall 
Neely. 

The  guest  speaker  will  be  Dr.  H.  Dumont 
Clark,  Associate  Professor  of  Medicine,  Uni- 
versity of  Colorado.  His  topic  will  be  “Rec- 
ognition and  Treatment  of  Early  Tuberculo- 
sis.” 

A cordial  invitation  is  extended  to  all  Ne- 
braska doctors,  to  attend  this  meeting. 

J.  F.  GARDINER,  M.D.,  President, 
The  Nebraska  Trudeau  Society. 


The  Lincoln  Symphony  Orchestra  gives  its 
final  concert  of  the  year,  on  Monday  eve- 
ning, May  12th,  at  8:30  p.m.,  at  the  Uni- 
versity of  Nebraska  Coliseum.  This  concert 
consists  mainly  of  Beethoven’s  9th  Sym- 
phony, with  the  University  of  Nebraska 
chorus  and  soloists.  It  will  be  under  the  di- 
rection of  Mr.  Leo  Kopp. 

Since  this  is  the  first  day  of  the  Annual 
Sessions  and  the  evening  of  the  Sports  Din- 
ner, the  ladies  who  will  be  in  town  may  be 
interested  in  attending  the  concert. 


Doctors  have  been  “robbing  the  California  physi- 
cians sei-vice,”  their  own  carefully  nurtured  volun- 
tary health  plan,  of  about  one  million  dollars  a year 
by  overcharging  and  chiseling,  a spokesman  for  the 
organization  reported  Thursday  (March  20). 

The  fraudulent  claims,  the  (Los  Angeles  County 
Medical  Society)  bulletin  said,  consisted  mainly  of 
claims  against  the  CPS  for  operations  on  subscrib- 
ers that  were  never  performed;  for  office  calls  never 
made;  for  major  surgery  that  in  fact  was  only  minor 
surgery;  for  post-operative  care  never  given,  and 
for  imaginary  x-rays,  anesthesia  and  laboratory 
work. 

The  bulletin  said  offenders,  if  necessary,  would  be 
brought  “before  the  bar  of  justice”  and  the  chisler 
“unmasked  not  only  as  a cheater  of  his  fellow  doc- 
tors but  of  the  Internal  Revenue  Department  as 
well.” 

The  cheating  was  uncovered  through  a question- 
naire distributed  by  CPS  trustees  among  health  plan 
subscribers  . . . The  survey  so  far  has  turned  up 
evidence  against  more  than  two  hundred  doctors. 

A similar  story  was  carried  in  the  March  24  is- 
sue of  Time  Magazine. 


A 250  thousand  dollar  Public  Health  Service  grant 
to  the  University  of  Nebraska  Hospital  at  Omaha 
has  been  approved.  Senator  Fred  Seaton’s  office  has 
announced. 

The  grant  is  the  federal  government’s  share  of 
the  estimated  $500,000  cost  of  an  89-bed  psychiatric 
unit  to  be  added  to  the  hospital.  The  hospital’s  ap- 
plication for  the  grant  was  approved  by  the  Hos- 
pital Facilities  Division  of  the  Public  Health  Service. 


A sizeable  enrollment  of  American  students  in 
foreign  medical  schools  was  reported  to  the  A.M.A. 
Council  on  Medical  Education  and  Hospitals  in  Feb- 
ruary. 

Dr.  Francis  R.  Manlove  of  the  A.M.A.  reported 
on  a survey  which  disclosed  that  671  American  stu- 
dents are  currently  enrolled  in  50  foreign  schools. 
He  pointed  out,  however,  that  the  number  may  great- 
ly exceed  that  revealed  by  the  suiwey. 

Most  of  the  students  are  enrolled  in  Swiss  schools 
with  schools  in  the  Netherlands,  France,  Ireland, 
Gei-many  and  Italy  ranking  next  high  on  the  list. 
He  indicated  that  most  of  these  students  had  pre- 
viously been  refused  admission  to  medical  schools 
in  America. 

Dr.  Manlove  said  that  the  University  of  Paris 
Medical  School  has  6,988  students,  31  of  which  are 
Americans.  A Havana  school  has  3,392  students, 
26  being  Americans.  He  urged  medical  examining 
boards  to  consider  seriously  the  problem  that  will 
be  presented  within  a few  years  when  these  students 
return  to  America  and  seek  licensure  for  practice. 


' Speaking  at  the  University  of  North  Carolina, 
FSA  Administrator  Oscar  Ewing  made  these  obser- 
vations: “.  . . we  could  add  this  benefit  (hospitali- 
zation at  65)  to  social  security  by  next  year,  and 
do  it  without  any  increase  in  the  present  wage  de- 
ductions (and)  . . . the  plain  timth  is  they  (vol- 
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untary  health  plans)  do  not  go  far  enough  — and 
they  vei-y  probably  can  never  go  far  enough.”  Na- 
tional compulsory  health  insurance,  Mr.  Ewing  said, 
was  arrived  at  as  a solution  “with  inexorable  logic,” 
but  “if  anyone  can  come  fomard  with  a better  way 
. . . we  will  . . .be  happy  to  welcome  him  and  his 
ideas.” 

Three  scientists  of  the  U.S.  Bureau  of  Mines  have 
reported  on  a two-and-a-half  year  study  of  static 
electricity  in  hospital  operating  rooms  in  which  they 
state  that  “major  changes  are  needed  in  most  hos- 
pitals” if  the  hazard  of  anesthetic  explosion  is  to  be 
reduced  to  the  minimum. 

Among  their  recommendations  are: 

1.  Conductive  rubber  mattresses,  pads  and  pil- 
lows should  be  used. 

2.  Conductive  shoes  should  be  worn  by  all  per- 
sonnel. 

3.  Suitable  conductive  breathing  tubes,  masks  and 
bags  should  be  installed  on  anesthesia  machines. 

4.  Stools  with  smooth,  rounded  feet  and  bare- 
metal  tops  are  the  most  satisfactory. 

5.  Outer  garments  of  wool,  silk  or  synthetics 
such  as  nylon,  rayon  or  orlon  should  be  prohibited 
in  anesthetizing  locations. 

6.  A suitable  measuring  instrument  should  be 
installed  in  convenient  and  safe  place  for  testing 
conductivity  of  shoes  of  all  personnel  entering  anes- 
thetizing area. 


Amongst  the  many  grants  of  money  made  by  the 
Life  Insurance  Medical  Research  Fund  in  February, 
1952,  one  was  received  by  a Nebraska  man,  Stephen 
R.  Greenberg,  of  Omaha.  This  is  listed  as  a “Pre- 
doctoral  Fellowship”  and  is  “.  . . for  research  under 
the  guidance  of  Dr.  Albert  Kuntz,  Saint  Louis  Uni- 
versity School  of  Medicine,  St.  Louis,  Missouri.” 


Attention  is  called  to  a bulletin  sent  out  by  State 
of  Nebraska-Department  of  Health-Division  of  Lab- 
oratories, under  date  of  Febr.  15,  1952  which  ad- 
vises the  physicians  how  to  go  about  the  identifica- 
tion of  viruses,  in  case  this  seems  important  or  ad- 
visable. If  you  did  not  receive  this  information,  it 
is  well  to  remember  that  it  can  be  obtained  from 
the  Department  of  Health. 


The  executive  boards  of  nine  Omaha  hospitals 
have  voted  to  reduce  the  number  of  hospital 
staff  meetings  for  the  current  year.  This  action 
was  taken  in  order  to  eliminate  the  multiplicity  of 
staff  meetings.  It  followed  the  recommendations 
submitted  by  a special  committee  headed  by  Drs. 
Lynn  Thompson  and  Leroy  W.  Lee. 

In  making  its  recommendations,  the  committee 
presented  two  important  exhibits: 

1.  A letter  from  the  American  Medical  Associa- 
tion stating  that  the  problem  of  multiple  staff  meet- 
ings was  of  a local  nature  and  must  be  solved  locally. 

2.  A letter  from  Dr.  Paul  Hawley,  director  of 
the  American  College  of  Surgeons,  stating  that  four 
hospital  general  staff  meetings  per  year  are  suffi- 
cient to  meet  the  colleges’  requirements. 


Woman's  Auxiliary 

WELCOME  TO  LINCOLN 

The  Lancaster  County  Medical  Auxiliary 
takes  great  pleasure  in  extending  to  every 
doctor’s  wife  an  invitation  to  the  Annual 
Meeting  of  the  Nebraska  State  Medical  Asso- 
ciation Auxiliary  in  Lincoln,  May  12,  13,  14 
and  15,  1952.  Your  state  officers  are  mak- 
ing every  effort  to  provide  worthwhile  pro- 
grams for  the  business  meetings.  Tuesday 
morning,  May  13,  the  annual  reports  of  the 
state  chairmen  and  local  auxiliary  presi- 
dents will  be  made  at  a business  meeting 
called  to  order  in  the  State  Suite  of  the  Hotel 
Cornhusker  at  9:30  a.m.  Official  business 
for  the  year  1951-52  will  be  conducted  at 
that  time. 

Feeling  that  ideas  and  goals  for  the  com- 
ing year  should  be  presented  at  the  spring 
meeting,  Mrs.  B.  R.  Bancroft  has  arranged 
for  the  Wednesday  morning  meeting  to  be 
devoted  to  “The  Year  Ahead.”  At  this  time 
we  hope  to  present  stimulating  ideas  for  all 
auxiliaries  in  the  state. 

For  officers,  and  state  chairmen,  and 
county  auxiliary  presidents  the  Executive 
Board  Meeting  Monday,  May  12,  is  of  great 
importance.  This  meeting  will  be  a Dutch 
Treat  Dinner  at  the  University  Club  at  6:30 
p.m.  The  Post  Convention  Executive  Board 
Meeting  will  be  a Dutch  Treat  Breakfast  at 
the  Hotel  Cornhusker,  9:30  Thursday.  It 
is  of  great  importance  that  officers,  com- 
mittee chairmen,  and  county  auxiliary  presi- 
dents for  the  coming  year  attend  this  meet- 
ing. 

For  your  social  hours  the  Lancaster  Coun- 
ty Medical  Auxiliary  is  making  every  effort 
to  provide  for  your  entertainment  and  pleas- 
ure. On  Tuesday,  following  the  business 
meeting,  an  informal  buffet  luncheon  will  be 
held  at  the  Hotel  Cornhusker.  Tuesday  aft- 
ernoon the  tea  has  been  arranged  in  Miller 
and  Paine’s  fourth  floor  auditorium.  The 
Lincoln  Artists  Guild  annual  spring  exhibit  is 
to  be  on  display  and  Miller  and  Paine  will  pro- 
vide a style  show. 

Tuesday  night  is  Fun  Night  at  the  new 
Italian  Village,  52nd  and  0 Streets.  This  you 
can’t  miss ! 

Wednesday’s  luncheon  will  be  at  the  Hotel 
Lincoln.  Please  come.  Get  acquainted  with 
your  fellow  members.  The  banquet  Wednes- 
day night  at  the  Hotel  Cornhusker  is  the 
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highlight  of  the  meeting.  The  ever  enjoy- 
able Madrigal  Chorus  will  be  there  to  enter- 
tain you  at  your  request.  Raymond  Moley  is 
to  be  the  speaker  of  the  evening.  What  more 
could  you  ask? 

Stay  over  for  the  Thursday  luncheon  — a 
combined  meeting  of  the  Nebraska  State 
Medical  Association  and  the  Woman’s  Aux- 
iliary. The  medical  association  is  providing 
the  program. 

Again  . . . Welcome  to  your  Annual  Meet- 
ing. 

Come  early ! Stay  late ! 

MRS.  LYNN  SHARRAR.  President, 
Lancaster  County  Medical  Auxiliary. 


NEBRASKA  STATE  DEPARTMENT 
OF  HEALTH 

NEWS  NOTES 

The  Nursing  Section  of  the  Nebraska  Pub- 
lic Health  Association  met  March  7 and  8 
at  the  Omaha-Douglas  County  Health  Center 
in  Omaha.  Over  80  nurses  attended  the  two- 
day  sessions.  This  set  of  objectives  was 
adopted:  To  interest  more  people  in  pub- 

lic health ; to  improve  the  educational  back- 
ground of  public  health  nurses;  and  to  at- 
tract more  student  nurses  to  public  health 
nursing.  Miss  Margaret  Taylor,  Associate 
Professor  of  Public  Health,  University  of 
Minnesota,  was  the  guiding  consultant. 


“Health  Education  at  the  Midcentury” 
Workshop,  June  2-7,  at  Omaha  University, 
features  Dr.  Stanley  Byrd,  Stanford  Univer- 
sity, California.  The  theme  of  the  Work- 
shop: “The  Administration  of  the  School 

Health  Program.”  Administrators,  teachers 
and  nurses  will  attend.  Write  Dr.  Frank  Gor- 
man, Omaha  University,  for  further  infor- 
mation. 


The  Lincoln  Mental  Health  Society  spon- 
sored a lecture  by  Dr.  Andre  Repond  in  No- 
vember, 1951.  Dr.  Repond  is  past  president 
of  the  World  Federation  for  Mental  Health, 
a practicing  psychiatrist  in  Switzerland.  His 
topic,  “Mental  Health  in  Rural  Areas,”  was 
particularly  interesting  in  that  the  problems 
of  Swiss  mental  hygienists  were  strikingly 
similar  to  those  of  Nebraska. 


On  January  18,  1952,  The  Lincoln  Mental 
Health  Society  and  the  Division  of  Mental 
Health  sponsored  a one  day  conference  for 
the  exchange  of  information  regarding  ac- 
tivities of  and  services  to  older  people  in  Lin- 
coln. Dr.  Paul  Meadows,  professor  of  so- 
ciology of  the  University  of  Nebraska,  gave 
the  opening  address,  which  was  followed  by 
discussion  group  meetings.  There  were  four 
such  groups  on : Recreation  and  Education  of 
Older  People;  Employment  of  Older  People; 
Health  of  the  Older  Person;  and  Housing  of 
Older  People  in  Lincoln.  The  afternoon  was 
given  over  to  reports  from  these  groups.  The 
unique  feature  of  this  conference  was  the 
participation  of  older  people  in  it,  helping  to 
pose  the  questions  and  suggest  some  solu- 
tions to  them.  Everyone  was  enthusiastic 
about  it,  and  plans  are  under  way  for  a sec- 
ond conference  in  June.  Mimeographed  notes 
of  this  conference  are  available  through  the 
Division  of  Mental  Health  of  the  State  Health 
Department. 


The  Social  Studies  Group  of  the  American 
Association  of  University  Women  in  Scotts- 
bluff,  and  the  Division  of  Mental  Health  of 
the  State  Health  Department  are  planning  a 
two-day  Mental  Health  Institute  in  Scotts- 
bluff  in  June.  This  will  include  discussion 
groups  on  local  resources  and  needs,  films 
on  mental  health  topics,  and  an  outstanding 
speaker  on  the  topic,  “The  Community  Mo- 
bilizes for  Better  Mental  Health.” 


Tlie  first  of  a series  of  meetings  of  the 
Health  Officers  Section  of  the  Nebraska  Pub- 
lic Health  Association  was  held  in  North 
Platte  on  April  2,  1952.  Dr.  J.  B.  Redfield, 
Chairman  of  the  section,  invited  the  Medical 
Advisors  of  the  County  and  City  Boards  of 
Health  of  the  area  to  attend.  Fourteen  physi- 
cians were  present  for  the  meeting.  The 
group  was  welcomed  to  North  Platte  by  May- 
or K.  Mindenhall.  Following  a short  business 
meeting  Dr.  E.  A.  Rogers,  Acting  Director 
of  the  State  Health  Dept.,  and  Dr.  F.  Lowell 
Dunn,  member  of  the  Public  Health  Com- 
mittee of  Nebraska  State  Medical  Society, 
spoke  to  the  group.  Dr.  Rogers  discussed 
“The  Local  Health  Officer  and  the  Proposed 
Revision  of  Communicable  Disease  Regula- 
tions,” and  Dr.  Dunn  gave  “An  Interpreta- 
tion of  Modern  Public  Health.” 
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Know  Your 
Blue  Shield  Plan 


The  Blue  Cross-Blue  Shield  Plans  cordially  in- 
vite physicians  attending  the  Annual  Session  of  the 
Nebraska  State  Medical  Association,  May  12  through 
15,  to  visit  the  Plans’  exhibit  booth. 


The  annual  national  Conference  of  Blue  Cross- 
Blue  Shield  Plans  was  held  March  29  through  April 
3 in  San  Francisco.  Representing  the  Nebraska 
Plans  were:  Arthur  L.  Coad,  Dr.  Arthur  J.  Offer- 
man,  Joseph  O.  Burger,  Frank  C.  Heinisch,  E.  K. 
McDermott,  Dr.  Howard  B.  Hunt,  Dr.  G.  Prentiss 
McArdle  and  Floyd  M.  Edwards.  Among  the  sub- 
jects discussed  at  the  meeting  were  national  enroll- 
ment, actuarial  principles  of  medical-surgical  cov- 
erage for  catastrophic  illness. 


NEBRASKA  MEDICAL  SERVICE 

BALANCE  SHEET 
February  29,  1952 

Cash  in  Banks $214,859.58 

Premiums  in  Process  of  Collection 29,527.00 

Investment — U.  S.  Bonds 550,997.38 

Accrued  Interest  on  U.  S.  Bonds 6,497.48 

Total  Assets  $801,881.44 

Liabilities,  Reserves  and  Surplus: 

Trade  Accounts  Payable $ 1,096.43 

Due  Nebraska  Blue  Cross 13,463.44 

Claims  Payable — Reported  but  Unpaid-  4.483.50 

Unearned  Premiums  145.380.89 

Accrued  Payroll  Taxes 211.80 


Total  Liabilities  $164,636.06 

Reserves : 

Claims  Payable — Unreported $170,248.80 

Collection  Losses  1,500.00 

Maternity  Care  Liability 205,038.00 

Premium  Tax  Liability 1.320.44 

Sales  Bonuses  330.00 


Total  Reserves  $378,437.24 

Unassiffned  Surplus  $258,808.14 

Total  Liabilities,  Reserves.  Surplus $801,881.44 


Two  District  Blue  Cross-Blue  Shield  meetings 
were  held  during  April.  Hospital  administrators  and 
physicians  from  Dawson,  Deuel,  Garden,  Keith,  Lin- 
coln and  Perkins  counties  met  with  members  of  the 
Plans’  boards  and  administrative  staff  in  North 
Platte  on  April  14.  A similar  meeting  was  held  in 
McCook  on  April  15  for  hospital  administrators  and 
physicians  of  Chase,  Dundy,  Frontier,  Furnace,  Har- 
lan, Hitchcock,  Phelps  and  Red  Willow  counties. 


Twenty-one  county  medical  societies  were  repre- 
sented at  the  Conference  o^  Blue  Shield  Liaison  Com- 
mittees held  March  20  at  Hotel  Cornhusker,  Lincoln. 
Attendance  at  the  morning  and  afternoon  sessions 
was  55.  Additional  guests  of  the  Blue  Shield  Plan 
were  60  Lincoln  physicians  who  attended  the  lunch- 
eon. Among  the  speakers  at  the  conference  were: 
Dr.  Donald  B.  Steenburg,  Dr.  Hai’old  S.  Morgan, 
Dr.  Donald  J.  Wilson,  Dr.  Arthur  J.  Offerman,  Dr. 
N.  J.  Everitt,  Dr.  Joseph  D.  McCarthy,  Dr.  G. 
Prentiss  McArdle  and  Mr.  M.  C.  Smith.  A sum- 
mary of  the  discussions  has  been  sent  to  all  mem- 
bers of  the  Blue  Shield  Liaison  Committees  of  each 
county  medical  society. 

The  response  of  Nebraska  nhysicians  to  the  offer- 
ing of  Blue  Cross-Blue  Shield  cards  for  enclosure 
with  their  April  1 statements  exceeded  all  expecta- 
tions. Nearly  400  physicians,  from  all  sections  of 
the  state,  returned  order  cards  requesting  a sup- 
ply of  cards.  Quantities  ordered  ranged  from  25 
cards  to  3,000,  but  the  majority  were  for  200  to  500 
cards.  Nearly  62,000  of  the  enclosure  cards  were 
furnished  to  physicians,  and  a good  number  of  these 
have  been  filled  out  and  returned  to  the  Blue  Cross- 
Blue  Shield  office  by  patients  who  wish  to  enroll. 


“BRAIN  WAVE  MACHINE”  TESTS  URGED 
FOR  PREVENTION  OF  ACCIDENTS 
The  electroencephalograph  may  be  of  value  in 
preventing  disaster  in  industry,  according  to  an  arti- 
cle in  the  “A.M.A.  Archives  of  Industrial  Hygiene 
and  Occupational  Medicine,”  published  by  the  Ameri- 
can Medical  Association. 

Drs.  Joseph  L.  Feteerman  and  Victor  M.  Victor- 
off,  neuropsychiatrists  at  the  Fetterman  Clinic, 
Cleveland,  said  the  machine  yields  valuable  informa- 
tion about  normal  and  painless  pathological  pro- 
cesses deep  within  the  body. 


STATEMENT  OF  INCOME  AND  EXPENSE 


February,  1952 

Income: 

February 

Premiums  $166,168.33 

Enrollment  Fees  1,824.00 


2 Months 
to  Date 
$329,733.23 
3,112.00 


Total  Eai-ned  Income $167,992.33 

Claim  Expense: 

Claims  Paid  $136,405.75 

Less — 

Reported  but  Unpaid 4,441.00 

Reserve  for  Unreported 167,215.00 

Plus — 

Reported  but  Unpaid 4,483.50 

Reserve  for  Unreported 170,248.80 


$332,845.23 


$272,755.50 

3.875.50 
166,736.73 

4.483.50 
170.248.80 


Total  Claims  Incurred $139,482.05 

Overhead : 

Salary — Secretary  $ 500.00 

Collection  Expen  e 6.50 

Printing.  Stationery.  Supplies 183.70 

Postage  9.03 

Travel  Expense  53.13 

Professional — Actuarial  200.00 

Professional — Auditing  840.00 

Professional — Medical  275.00 

Payroll  Taxes — FICA  7.50 

Other  Taxes  and  Licenses 668.56 

Conventions  and  Conferences 91.49 

Dues  and  Subscriptions 176.70 

Miscellaneous  Expense  1.50 

Administrative  Expense  Paid  B.C 11.794.11 

Bonuses — Sales  175.00 

Sales  and  Publ  Rel.  Expense 
Paid  B.C.  1.649.33 


.$276,875.57 


$ 1,000.00 

13.00 
986.85 

89.43 

137.68 

200.00 

840.00 

550.00 

15.00 
1.320.44 

206.64 

344.62 

2.50 

24,094.48 

350.00 

3,059.86 


Total  Overhead 


$ 16,631.55 


$ 33.210.50 


Gain  or  Loss  from  Underwriting $ 11.878.73  $ 22.759.16 

Other  Income: 

Interest  on  U.S.  Bonds 385.42  385.42 


Total  Other  Income 385.42  385.42 

Transfer  to  Maternity  Care  Reserve-  108.00  — 564.30 


Net  Transfer  to  Surplus $ 12,372.15  $ 22,580.28 


CASE  REPORT— FEBRUARY.  1952 


Number  of  Services  Rendered 4,509 

Females  2.703 

Males  1,806 

Subscribers  1.734 

Dependents 2.775 


MEMBERSHIP  SUMMARY  — FEBRUARY,  1952 

Groups  enrolled  during  Februai-y 72 

Groups  cancelled  during  February 21 

Number  of  active  groups.  March  1,  1952 3.355 


1952- 


Sub- 

scribers 

70.718 


Membership,  February  1. 

Additions — 

Regular  Group  1,686 

Individual  Enrollment  157 

Transfers  from  Other  Plans 116 

Less  Terminations  637 

Plus  Reinstatements  72 

Net  Gain  1.394 

Membership,  March  1,  1952 72,112 


De- 
pendents 
120.011 


122,035 


Partici- 

pants 

190,729 


194.147 
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TECHNICAL  EXHIBITS 
at  the  Annual  Session  in  Lincoln 

Abbott  Laboratories.  North  Chicago.  Illinois — Booth  No.  14. 
Abbott  will  exhibit  Nembutal,  a short-acting  barbituate ; De- 
soxyn,  a cerebral  stimulant ; Di-Paralene,  a long-acting  anti- 
histaminic ; Sucaryl,  a non-caloric,  heat-stable  sweetener  which 
can  be  used  in  baking,  canning  and  cooking,  and  various  peni- 
cillin and  vitamin  products. 

Aloe  Company,  A.  S.,  1831  Olive  Street.  St.  Louis,  Missouri — 
Booth  No.  2.  Visit  Booth  No.  2 where  the  Aloe  representative 
will  show  you  a cross  section  of  the  complete  line  of  physicians’ 
equipment  and  supplies  carried  by  the  A.  S.  Aloe  Company. 
Highlighted  will  be  New  Modern  Steeline — tomorrow’s  treatment 
room  furniture  today — featuring  the  body  contour  table  top. 
magnetic  door  catches  and  advanced  design  all  in  new  decora- 
tors’ colors. 

The  Audograph  Company  of  the  Northwest,  541  North  Broad- 
way, Milwaukee.  Wisconsin — Booth  No.  4.  The  revolutionary 
Gray  Audograph  electronic  dictating  machine  and  its  running 
mate,  the  Gray  Phon Audograph  (for  telephone  dictation),  are 
being  demonstrated  to  show  how  effectively  you  or  your  or- 
ganization can  be  served.  Not  only  the  professional  man.  but 
top  executives  who  up  to  the  time  they  used  Gray  Audograph 
were  completely  averse  to  the  use  of  dictating  equipment, 
are  now  enthusiasts.  Gray  Audograph  offers  the  maximum 
in  performance  and  economy. 

Ayerst,  McKenna  and  Harrison,  Lt..  22  East  40th  Street,  New 
York.  N.Y. — Booth  No.  32.  Physicians  attending  the  Nebraska 
State  Medical  Association  meeting  are  cordially  invited  to  visit 
the  Ayerst  booth  where  they  will  receive  a warm  welcome. 
Our  representatives  will  be  there  to  answer  any  inquiries  rela- 
tive to  all  products  of  our  manufacture. 

Blue  Cross  - Blue  Shield  Plans,  518  Kilpatrick  Bldg.,  Omaha. 
Nebraska — Booth  No.  19.  You  are  cordially  invited  to  visit  our 
booth  to  secure  information  about  Nebraska’*?  non-profit  plans 
for  hospital-medical  care.  Blue  Shield  supplies  and  literature 
will  be  available. 

Ciba  Pharmaceutical  Products,  Inc.,  556  Morris  Avenue,  Sum- 
mit. N.J. — Booth  No.  11.  Ciba  Pharmaceutical  Products,  Inc., 
Summit.  New  Jersey,  invites  you  to  visit  their  booth  which  will 
feature  Itrumil.  an  antithyroid  compound  with  a different  mode 
of  therapeutic  action  in  Hyperthyroidism.  Representatives  in 
attendance  will  be  very  pleased  to  discuss  this  and  other  Ciba 
products  and  to  provide  you  with  material  for  clinical  investi- 
gation. 

The  Coca-Cola  Company,  Atlanta.  Georgia — Booth  No.  34.  Ice- 
cold  Coca-Cola  will  be  served  through  the  courtesy  and  cooper- 
ation of  the  Coca-Cola  Bottling  Company  of  Lincoln  and  the 
Coca-Cola  Company. 

Crosby  Surgical  Company.  118  North  18th  Street.  Omaha, 
Nebraska — Booth  No.  10.  We  extend  a hearty  welcome  to  all 
Nebraska  physicians  to  visit  our  booth  at  the  Annual  Session. 
It  will  be  our  privilege  to  explain  the  equipment  displayed. 

The  Dairy  Council,  Omaha.  Nebraska — Booth  No.  33.  “Weight 
Reduction  Through  Diet”  will  be  the  theme  of  the  Dairy  Council 
of  Omaha’s  exhibit.  Stop  to  get  your  copy  of  this  sensible, 
satisfying,  effective  diet.  It  is  the  result  of  a research  study 
carried  on  by  Dr.  Margaret  A.  Ohlson  at  Michigan  State  Col- 
lege. She  is  President  of  the  American  Dietetic  Association. 
We’ll  be  looking  forward  to  your  visit. 

Donley-Stahl  Company,  1331  N Street.  Lincoln.  Nebraska — 
Booth  Nos.  22.  23,  24.  We  will  display  the  latest  medical 
equipment  with  qualified  representatives  on  hand  to  give  you 
technical  information.  Our  display  of  equipment  will  include: 
Air  Lock  (Oxygen  pressure  for  resuscitation  of  infants)  ; 100 

M. A.  - 100  K.V.  x-ray  tilt  table  for  radiography  and  fluoros- 
copy : Ritter  all-purpose  examining  table : Short  wave  dia- 

thermy (FCC  approved)  ; Electrocardiographs — direct  writing 
and  galvinometer  string  models  : Hamilton  furniture  ; and  Pelton 
Autoclave  for  office  use. 

The  Doho  Chemical  Corporation,  100  Varick  Street.  New  York. 

N. Y. — Booth  No.  28.  Doho  Chemical  Corporation  is  pleased  to 
exhibit  Auralgan,  the  ear  medication  for  the  relief  of  pain  in 
Otitis  Media  and  removal  of  Cerumen  : Rhinalgan,  the  nasal 
decongestant  which  is  free  from  systemic  or  circulatory  ef- 
fect and  equally  safe  to  use  on  infants  as  well  as  the  aged ; 
and  the  new  Otosmosan,  the  effective,  non-toxic  ear  medication 
which  is  Fungicidal  and  Bactericidal  (gram  negative-gram  posi- 
tive) in  the  suppurative  and  aural  dermatomycotic  ears.  Mallon 
Chemical  Corporation,  subsidiary  of  the  Doho  Chemical  Corpor- 
ation, is  also  featuring  Rectalgan.  the  liquid  topical  anesthesia 
for  relief  of  pain  and  discomforture  in  hemorrhoids,  pruritus 
and  perineal  suturing. 

General  Electric  Company,  436  Des  Moines  Building,  Des 
Moines.  Iowa — Booth  No.  8.  The  direct  writing  Cardioscribe 
will  be  displayed  at  the  meeting.  Included  also  will  be  some 
of  the  recent  additions  to  our  accessory  line. 

Lanteen  Medical  Laboratories,  Inc.,  2020  Greenwood  Street, 
Evanston.  Illinois — Booth  No.  25.  Lanteen  Medical  Labora- 
tories. Inc.,  extend  a cordial  invitation  to  visit  their  exhibit  in 
Booth  No.  25.  Representatives  will  be  happy  to  discuss  the 


well  known  Lanteen  products  and  also  a special  offer  at  this 
time. 

Lederle  Laboratories  Division,  30  Rockefeller  Plaza,  New 
York,  N.Y. — Booth  No.  26.  You  are  cordially  invited  to  visit 
our  exhibit  in  Booth  No.  26  where  you  will  find  representatives 
who  are  prepared  to  give  you  the  latest  information  on  Lederle 
products. 

Ully  and  Company,  Eli,  Indianapolis,  Indiana — Booth  No.  3. 
Your  Lilly  medical  service  representative  cordially  invites  you 
to  visit  the  Lilly  exhibit  located  in  space  3.  Featured  will  be 
a demonstration  of  functional  packaging  as  an  aid  to  medical 
practice.  Modern  manufacturing  departments  will  be  illustrated. 
Literature  on  new  therapeutic  developments  will  be  available. 

Lippincott  Company,  J.  B.,  East  Washington  Square.  Phila- 
delphia, Pa. — Booth  No.  31.  J.  B.  Lippincott  Company  pre- 
sents, for  your  approval,  a display  of  professional  books  and 
journals  geared  to  the  latest  and  most  important  trends  in 
current  medicine  and  surgery.  These  publications,  written 
and  edited  by  men  active  in  clinical  fields  and  teaching,  are 
a continuation  of  more  than  100  years  of  traditionally  signifi- 
cant publishing. 

Mead  Johnson  and  Company,  Evansville,  Indiana — -Booth  No. 
6.  Mead  Johnson  and  Company  will  feature  Lactum  and  Dalac- 
tum,  convenient  formulas  of  evaporated  milk  containing  Dextri- 
Maltose ; three  water-soluble  vitamin  preparations.  Poly-Vi- 
Sol.  Tri-Vi-Sol  and  Ce-Vi-Sol : Fer-In-Sol,  a palatable,  highly 
concentrated  solution  of  ferrous  sulfate.  Also  Mulcin.  a pleas- 
ingly flavored  vitamin  emulsion,  for  teaspoonful  dosage,  as  well 
as  four  Pablum  cereals,  including  barley  and  rice.  Representa- 
tives in  attendance  will  be  glad  to  furnish  information  regard- 
ing the  above  products. 

The  Medical  Protective  Company,  Fort  Wayne,  Indiana — 
Booth  No.  17.  Having  completed  another  year  in  which  not 
a single  policyholder  suffered  involuntary  loss  from  his  own 
pocket  in  a malpractice  claim  or  suit  defended  by  this  organ- 
ization, The  Medical  Protective  Company,  specialists  in  pro- 
fessional protection  exclusively  since  1899,  invites  you  to 
visit  with  its  representatives  at  Booth  No.  17.  Answers  to 
problems  in  the  doctor-patient  relationship  are  yours  for  the 
asking. 

Ortho  Pharmaceutical  Corporation.  Raritan.  N.J. — Booth  No. 
12.  Ortho  cordially  invites  you  to  visit  their  exhibit  at  Booth 
12.  The  Ortho  display  will  feature  Preceptin(R)  vaginal  gel, 
their  new  product  for  conception  control  designed  for  use 
without  a vaginal  diaphragm.  Preception  vaginal  gel  has 
achieved  an  outstanding  record  of  clinical  effectiveness  and 
has  been  widely  acclaimed  by  the  medical  profession.  Your 
inquiries  on  Preceptin  vaginal  gel  are  invited. 

Phebus  Surgical  Company,  1728  St.  Mary’s  Avenue.  Omaha, 
Nebraska — Booth  No.  18.  Phebus  Surgical  Company.  Division 
of  Standard  Chemical  Company.  Omaha.  Nebraska,  cordially 
invites  you  to  inspect  the  equipment  and  supplies  that  we  have 
on  display.  They  will  include  such  items  as  Rayethon  Micro- 
therm. Beck-Lee  Cardiall,  Pelton  FL-2  Autoclave  and  many 
other  items.  Our  representatives  will  be  glad  to  answer  any 
of  your  questions. 

Philip  Morris  end  Company,  100  Park  Avenue,  New  York, 
N.Y. — Booth  No.  9.  Philip  Morris  and  Company  will  show  the 
results  of  research  on  the  irritant  effects  of  cigarette  smoke. 
An  interesting  demonstration  will  be  made  on  smokers  at  the 
exhibit  which  will  show  the  difference  in  cigarettes. 

Physicians  and  Hospitals  Supply  Company.  1400  Harmon 
Place,  Minneapolis.  Minnesota — Booth  Nos.  29  and  30.  You  ar€ 
cordially  invited  to  visit  our  booth.  Many  new  items  of  inter- 
est, including  the  new  FCC  Diathermy  will  be  on  display.  Many 
other  items  of  interest  will  be  exhibited. 

Picker  X-Ray  of  Iowa,  611  Nebraska  Street.  Sioux  City, 
Iowa — Booth  No.  20.  Picker  X-Ray  Corporation  of  Iowa  will 
show  the  new  Dynamax  “20”  light  weight  rotating  Anode  Tube. 
This  revolutionary  new  tube  brings  all  of  the  advantages  of  a 
rotating  anode  tube  to  users  of  smaller  x-ray  equipment : even 
those  with  self-rectified  apparatus.  It  may  be  used  with  ex- 
isting equipment. 

Robbins  Company,  Inc.,  A.  H.,  1711  Ellen  R-^ad.  Richmond, 
Virginia — Both  No.  16.  The  A.  H.  Robbing  Company  exhibit 
is  featuring  Donnatal,  sedative-antispasmodic ; and  Allbee  with 
C,  capsules  supplying  “saturation  dosage”  of  the  water-solu- 
ble vitamins.  Robins’  medical  service  representative?  welcome 
the  privilege  of  discussing  with  physicians  attending  the  An- 
nual Session  these  and  other  products  in  the  company’s  line 
of  prescription  specialties. 

Sandoz  Pharmaceuticals,  68  Charlton  Street.  New  York,  N.Y. 
— Booth  15.  Physicians  attending  Nebraska  State  Medical  As- 
sociation Annual  Session  are  cordially  invited  to  visit  the  San- 
doz Pharmaceuticals’  display  which  will  feature  the  following: 
Hydergine,  a new  approach  and  a new  product  of  hyperten- 
sion and  peripheral  vascular  diseases.  Cafergot.  the  first  ef- 
fective oral  preparation  for  the  treatment  of  migraine  and  re- 
lated headaches.  Bellergal,  a time-te?ted  preparation  for  use 
in  functional  disorders.  A new  handbook  listing  our  products 
will  be  available  and  representatives  in  attendance  will  gladly 
answer  any  questions  about  these  and  other  Sandoz  products. 
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Saunders  Company,  W.  B.,  West  Washington  Square,  Phila- 
delphia. Pa. — Booth  No.  1.  Among  the  many  new  books  and 
new  editions  available  for  your  inspection  at  the  Saunders 
exhibit  will  be:  “Advances  in  Medicine  and  Surgery,’*  from  the 
Graduate  School  of  Medicine  of  the  University  of  Pennsyl- 
vania; “1952  Current  Therapy;”  Bland’s  “Clinical  Use  of 
Fluid  and  Electrolyte;”  Hardy’s  “Surgery  and  the  Endocrine 

System  Cecil’s  “Specialities  in  General  Practice “Lahey 

Clinical  Surgical  Practice ;”  Kroger  and  Freed’s  “Psychoso- 

matic Gynecology ;”  Meschan’s  “Normal  Radiographic  Anato- 
my new  (third)  edition  of  Callander’s  “Surgical  Anatomy ;” 
Cecil  and  Loeb’s  “Medicine;”  “American  Illustrated  Medical 

Dictionary  Alvarez  on  the  Neuroses  ; etc. 

Searle  and  Company,  G.  D„  Chicago  80,  Illinois — Booth  No. 
21.  You  are  cordially  invited  to  visit  the  Searle  booth  where 
our  representatives  will  be  happy  to  answer  any  questions  re- 
garding Searle  products  of  research.  Featured  will  be  Ban- 
thine,  the  true  anticholinergic  drug  for  the  treatment  of  pep- 
tic ulcers  : Dramamine.  for  the  prevention  and  active  treatment 
of  motion  sickness  ; and  Alidase,  Searle  brand  of  hyaluronidase 
which  permits  subcutaneous  feedings  at  intravenous  speed. 
Other  time  proven  products  of  Searle  research  on  which  in- 
formation may  be  obtained  are  Searle  Aminophyllin  in  all 
dosage  forms,  Metamucil.  Ketochol,  Floraquin,  Kiophyllin,  Dio- 
doquin.  Pavatrine,  and  Pavatrine  with  Phenobarbital. 

Seiler  Surgical  Company,  111  South  17th  Street,  Omaha,  Ne- 
braska— Booth  No.  5.  We  welcome  all  members  and  friends  to 
this  annual  medical  meeting  and  look  forward  to  your  visiting 
our  booth  during  your  attendance.  It  is  our  pleasure  to  serve 
you.  Best  wishes  for  a successful  meeting. 

Smith-Dorsey  Company.  233  South  10th  Street,  Lincoln,  Ne- 
braska— Booth  No.  27.  Smith-Dorsey  extends  a cordial  invita- 
tion to  you  and  asks  that  you  make  their  booth  your  headquar- 
ters during  the  Annual  Session.  Among  the  new  products 
of  research  which  will  be  featured  are:  Neutrazyme  supposi- 
tories, a new  therapy  for  idiopathic  pruritus  ani ; Calvatine-C, 
which  offers  adequate  prenatal  therapy  in  one  tablet : Pabirin, 
an  improved  sodium  free  salicylate  for  intensive  therapy ; 
Vagisol  Suppositabs,  a modem  therapy  for  trichomonad  in- 
fections. Also  featured  are  many  new  injectable  preparations. 

Squibb  and  Sons,  E.  R.,  32-14  Northern  Boulevard,  Long  Is- 
land City.  N.Y. — Booth  No.  7.  Squibb  will  feature  Pentids  at 
the  Nebraska  State  Medical  Association  meeting.  Pentids  are 
the  new  200,000  unit  penicillin  tablets  (buffered)  formulated 
for  convenient  t.i.d.  dosage.  Your  Squibb  representative  in- 
vites you  to  visit  the  Squibb  booth  to  discuss  Pentids  and  re- 
lated products. 

Winthrop-Stearns,  Inc.,  170  Varick  Street,  New  York,  N.Y. — 
Booth  No.  13.  Winthrop-Stearns  will  feature  the  following 
products:  Telepaque,  the  new,  highly  effective  and  well  toler- 
ated oral  cholecystopaque  medium,  which  gives  denser,  clear 
cut  pictures  of  the  gallbladder  and,  in  a substantial  number  of 
cases,  also  permits  visualization  of  the  biliary  ducts ; Neocur- 
tasal  Iodized,  a trustworthy  salt  without  sodium,  with  the  ad- 
dition of  0.01  percent  of  potassium  iodide. 


GENERAL  PRACTICE  POSTGRADUATE 
TRAINING 

The  General  Practice  Group  of  the  University  of 
Tennessee  has  established  a postgraduate  clinical 
training  program  for  general  practitioners.  This 
has  been  approved  by  the  American  Academy  of 
General  Practice  for  its  members. 

The  program  is  designed  for  the  general  practi- 
tioner on  an  individual  basis,  according  to  his  indi- 
vidual needs.  One  week  to  one  month  of  training  is 
offered. 

Each  doctor  will  spend  morning  hours  in  his  choice 
of  any  one  of  the  University  specialty  fields.  This 
will  be  active  work  at  the  resident  level.  The  after- 
noons will  be  spent  in  the  General  Practice  Clinic 
where  the  medical  students  get  active  general  prac- 
tice experience.  Evenings  are  utilized  in  the  emer- 
gency room  of  the  John  Gaston  Hospital  which  is 
supervised  by  members  of  tbe  General  Practice 
Staff. 

General  practioners  wbo  would  like  to  participate 
or  who  desire  further  information,  may  write  to  the 
General  Practice  Office,  University  of  Tennessee, 
Memphis,  Tennessee.  There  is  no  fee  charged  for 
this  training. 


MENTAL  HEALTH  CLINICS  IN  NEBRASKA 
(Continued  from  page  157) 

and  Surgeons,  Columbia  University,  and  in- 
terned at  Roper  Hospital,  Charleston,  S.  C. 
He  held  a psychiatric  residency  in  Central  Is- 
lip  State  Hospital,  New  York,  for  eight  years 
and,  at  present,  holds  the  chair  of  Neurology 
and  Psychiatry  in  the  University  of  Nebras- 
ka College  of  Medicine.  Dr.  Wittson  saw  ac- 
tive duty  in  the  United  States  Navy  from 
December,  1940,  until  July,  1946,  holding  the 
rank  of  Commander.  He  is  certified  in  Psy- 
chiatry by  the  American  Board  of  Neurology 
and  Psychiatry  and  is  licensed  in  South  Car- 
olina, North  Carolina,  New  York  and  Ne- 
braska. 

The  Central  Nebraska  Mental  Hygiene 
Clinic  at  Hastings  is  under  the  supervision  of 
Dr.  George  J.  Lytton,  who  has  been  appoint- 
ed Clinical  Director. 

Vision  and  sympathetic  understanding  of 
the  need  by  certain  individuals  was  neces- 
sary to  inaugurate  this  program.  The  sup- 
port and  cooperation  of  those  persons  will 
ensure  its  execution,  now  that  funds  have 
been  reelased  which  will  adequately  carry  the 
project.  When  completed,  this  plan  should 
place  Nebraska  in  the  front  rank  among 
states  which  are  earnestly  working  for  the 
betterment  of  the  mentally  ill. 

CHARLES  R.  KUHLE. 

Secretary  to  the  Nebraska 

Board  of  Control. 


Human  Interest  Tales 

Communications  bearing  human  appeal  are  solicited. 

They  should  be  addressed  to  The  Editor,  Nebraska  State 

Medical  Journal,  1315  Sharp  Bldg.,  Lincoln. 

Dr.  Kenneth  Pierson  has  opened  an  office  in 
Neligh. 

Dr.  James  Kelly,  Omaha,  is  Nebraska  councilor 
of  the  American  College  of  Radiology. 

Dr.  M.  C.  Howard,  Omaha,  has  been  appointed  a 
member  of  the  Boys  Town  medical  clinic. 

Dr.  L.  G.  Bunting  and  family,  Hebron,  returned 
April  2 from  a trip  to  Madison,  Wisconsin. 

Dr.  W.  0.  Brown,  formerly  of  Pueblo,  Colo., 
has  established  his  practice  in  Scottsbluff. 

Dr.  J.  D.  Kovar  and  family,  Hartington,  took 
a vacation  trip  to  Arizona  in  early  April. 

Dr.  C.  J.  Formanack,  Syracuse,  undeinvent  sur- 
geiy  in  Lincoln  during  the  middle  of  March. 

Dr.  Fred  Dewey,  Coleridge,  spoke  to  the  Belden, 
Nebraska,  PTA  on  “Mental  Health,”  March  10. 

Dr.  W.  G.  Seng,  Oshkosh,  attended  a postgraduate 
course  in  Chicago  during  the  early  part  of  April. 
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Dr.  Joseph  P.  Drozda,  Omaha,  has  moved  into  his 
new  office  building  at  1315  Deer  Park  Boulevard. 

Dr.  M.  B.  Francis,  Bellevue,  attended  a post- 
graduate course  in  Dallas,  Texas,  in  mid-March. 

Dr.  Walter  T.  Cotton,  Omaha,  spoke  to  mem- 
bers of  the  Omaha  Credit  Women’s  group  on  March 
13. 

Dr.  and  Mrs.  C.  H.  Babbitt,  Sidney,  were  hosts  to 
members  of  the  Tri-County  Medical  Society,  March 
25. 

Dr.  H.  E.  Eggers,  Omaha,  spoke  to  members  of 
the  Talmadge  Woman’s  Club  on  cancer  of  the  breast, 
March  24. 

Dr.  Roland  F.  Mueller,  Lincoln,  attended  the  meet- 
ing of  the  Central  Surgical  Association  in  Toronto 
in  March. 

Dr.  Henry  Walters,  fonnerly  of  Nehawka,  is 
now  associated  with  the  Veterans  Administration 
in  Minneapolis. 

Dr.  and  Mrs.  John  Tanner,  Elkhorn,  retunied 
recently  from  Chicago  where  he  attended  a post- 
graduate course. 

Dr.  Charles  A.  Tompkins,  Omaha,  headed  a con- 
ference on  the  topic  of  Christian  family  life,  March 
15-16,  in  Omaha. 

A brief  biography  of  Dr.  Haiwey  W.  Hertz, 
Trenton,  was  featured  in  the  March  14  issue  of  The 
Trenton  Register. 

Dr.  C.  R.  Brott,  Beatrice,  spoke  to  Gage  County 
nurses,  April  2,  on  how  the  atomic  bomb  pertains 
to  nursing  duties. 

Dr.  J.  H.  Judd,  Omaha,  spoke  to  members  of  the 
Lincoln  Chapter  of  the  American  Academy  of  Gen- 
eral Practice  in  March. 

As  a result  of  a community-wide  project.  Dr. 
W.  W.  Noyes,  Ceresco,  now  occupies  a new  “ground 
floor”  office  building. 

Dr.  Robert  Benner,  Ogallala,  attended  the  post- 
graduate courses  at  the  Cook  County  Graduate 
School  of  Medicine  in  April. 

Dr.  F.  M.  Tushla,  Auburn,  represented  Creighton 
University  at  the  inauguration  of  the  new  president 
of  Tarkio  College,  March  27. 

Dr.  Wayne  Brewster,  Holdrege,  attended  a post- 
graduate course  in  chest  surgery  in  Philadelphia 
during  the  first  part  of  March. 

Dr.  E.  A.  Brugh,  Grand  Island,  has  been  recalled 
to  active  duty  with  the  Air  Force.  He  reported 
to  Montgomery,  Alabama,  April  14. 

Dr.  H.  L.  Clark,  Jr.,  North  Platte,  was  panel 
moderator  for  the  District  Blue  Cross-Blue  Shield 
meeting  in  North  Platte  on  April  14. 

Three  Omaha  physicians,  Drs.  E.  L.  MacQuiddy, 
Herbert  H.  Davis  and  Earl  C.  Sage,  spoke  to  mem- 
bers of  the  Omaha  Rotary  Club,  April  2. 

Dr.  Louis  G.  Bunting,  Hebron,  has  been  appoint- 
ed a member  of  the  medical  advisory  board  of  the 
Nebraska  Muscular  Dystrophy  Chapter. 


Dr.  J.  R.  Graham,  Walthill,  has  announced  the 
sale  of  his  office  and  residence,  possession  to  be 
given  on  May  15.  Dr.  Graham’s  future  plans  are 
not  known. 

Dr.  E.  F.  Leininger,  McCook,  ser\^ed  as  moderator 
for  a panel  discussion  held  in  connection  with  the 
District  Blue  Cross-Blue  Shield  meeting  April  15 
in  McCook. 

Dr.  and  Mrs.  R.  W.  Karrer,  Minatare,  spent  10 
days  in  Tucson,  Arizona,  in  April.  While  there, 
the  doctor  attended  a meeting  of  the  American 
College  of  Surgeons. 

Major  James  E.  Lewis,  former  Scotia  physician, 
has  been  joined  by  his  wife  and  children  in  Frank- 
furt Main,  Germany,  where  he  is  currently  sta- 
tioned with  the  U.S.  Anny. 

Dr.  Keith  Sutton,  University  of  Nebraska  Col- 
lege of  Medicine  graduate,  has  returned  to  Wymore 
where  he  will  practice  with  Dr.  J.  C.  Nelson  for 
at  least  three  more  months. 

Dr.  W.  J.  McMartin,  Omaha,  has  been  appoint- 
ed to  a three-year  term  on  the  Omaha  City-County 
Health  Board.  The  retiring  medical  member  on  the 
board  was  Dr.  F.  Lowell  Dunn. 

Dr.  Harold  Morgan,  Lincoln,  Dr.  W.  C.  Kenner, 
Nebraska  City,  and  Dr.  R.  E.  Garlinghouse,  Lincoln, 
attended  the  American  Congress  of  Obstetrics  and 
Gynecology  meeting  in  Cincinnati. 

Dr.  John  C.  Kennedy,  Omaha,  attended  a regional 
meeting  of  the  American  College  of  Surgeons  in 
Minneapolis  in  late  March.  While  there  he  visited 
with  Dr.  C.  P.  Randall,  formerly  of  Omaha. 

Dr.  George  N.  Johnson,  dii-ector  of  the  medical  di- 
vision of  Omaha  Civil  Defense,  has  announced  the 
appointment  of  three  assistant  directors.  They  are: 
Drs.  Daniel  Miller,  Charles  McCarthy  and  John 
Brush,  all  of  Omaha. 

Dr.  Fred  Webster,  Lincoln,  had  a busy  speaking 
schedule  in  early  March.  He  addressed  the  Five 
County  Medical  Society  in  Wayne,  April  3;  the  Ar- 
lington Commercial  Club,  April  8;  and  the  Norfolk 
Kiwanis  Club,  April  14. 

Dr.  G.  A.  Morehouse,  Benkelman,  announced  re- 
cently that  Dr.  Robert  Melzer  of  Denver,  will  be- 
come associated  with  him  on  July  1.  Dr.  Melzer 
will  take  the  place  of  Dr.  David  Wright  who  has 
been  called  into  the  service. 

Dr.  H.  Winnett  Orr,  Lincoln,  was  honored  for  his 
distinguished  service  to  medicine  during  the  annual 
Clinic  Day,  sponsored  by  the  Lincoln  General  Hos- 
pital, March  15.  During  the  ceremonies,  his  por- 
trait was  presented  to  the  hospital. 

Dr.  G.  E.  Charlton,  Norfolk,  has  resigned  as  su- 
perintendent of  the  Norfolk  State  Hospital.  He 
served  as  superintendent  for  36  years.  Dr.  Charles 
Ingham,  Assistant  Superintendent,  has  been  ap- 
pointed to  succeed  him,  effective  July  1. 

Dr.  H.  H.  Morrow,  Fremont,  has  been  appointed  a 
Fellow  of  the  American  Academy  of  Obstetrics  and 
Gynecology.  He  and  Mrs.  Morrow  attended  the 
meeting  of  American  Congress  of  Obstetrics  and 
Gynecology  in  Cincinnati,  March  31  to  April  4. 
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Dr.  and  Mrs.  Willard  H.  Hill,  Fremont,  have 
returned  from  New  Orleans  where  Dr.  Hill  at- 
tended a continuous  education  course  sponsored  by 
Tulane  University.  Dr.  and  Mrs.  D.  B.  Wengert, 
Fremont,  have  also  returned  after  atending  the 
same  course. 

Dr.  and  Mrs.  E.  K.  Steenburg,  Aurora,  have  left 
for  a visit  in  Europe.  While  there,  they  will  have 
an  extended  visit  with  their  son.  Dr.  Richard  Steen- 
burg, and  family,  who  are  stationed  in  Munich,  Ger- 
many. Dr.  Richard  is  assigned  to  the  Munich  Gen- 
eral Hospital. 

Dr.  Arthur  J.  Offerman,  Omaha,  president  of  the 
Nebraska  Blue  Shield  Plan,  has  been  elected  Com- 
missioner at  Large  of  the  Blue  Shield  Medical  Care 
Plans.  He  has  served  the  national  association  of 
non-profit  medical  care  plans  as  District  Commis- 
sioner since  1946. 

Dr.  Robert  Youngman,  Lincoln,  addressed  the 
Norfolk  Rotary  Club,  March  12,  on  the  advantages 
of  the  present  system  of  medical  care  as  opposed 
to  government  controlled  medicine.  Dr.  Young- 
man  also  recently  became  a fellow  of  the  American 
College  of  Physicians. 

Dr.  Alan  Moritz,  a graduate  of  the  University  of 
Nebraska  College  of  Medicine,  was  the  principal 
speaker  at  a joint  meeting  of  the  Lancaster  County 
Medical  Society  and  the  Lincoln  Bar  Association, 
March  31  in  Lincoln.  Dr.  Moritz  is  director  of  the 
Institute  of  Pathology  at  Western  Reserve  Univer- 
sity, Cleveland,  Ohio. 

Dr.  J.  Marshall  Neely,  Lincoln,  was  in  Wash- 
ington, D.C.,  from  March  1 to  6 as  Consultant 
Radiologist  to  the  Armed  Forces  Institute  of  Path- 
ology. He  represented  the  American  College  of 
Radiology,  the  American  Roentgenray  Society  and 
the  Radiological  Society  of  North  America.  He 
spoke  at  both  Walter  Reed  Hospital  and  the  In- 
stitute. 

Twelve  Nebraska  doctors  became  Fellows  of  the 
American  College  of  Surgeons  during  1951.  They 
are:  Drs.  William  Glenn,  Kearney;  Robert  Hillyer, 
Lincoln;  Frank  J.  Iwersen,  John  C.  Kennedy,  Daniel 
Miller,  Stanley  Potter,  Payson  Adams,  J.  Phil  Redg- 
wick,  M.  M.  Greenberg,  Thomas  Timothy  Smith,  all 
of  Omaha;  John  Heinke,  Scottsbluff,  and  S.  T.  Thier- 
stein,  Lincoln. 


Tuberculosis  Abstracts 

AN  OUTBREAK  OF  RESPIRATORY 
TUBERCULOSIS  IN  A SCHOOL 

Tuberculosis  is  frequently  cited  as  an  example  of 
a disease  which  could  be  combated  more  effectively 
if  a closer  liaison  existed  between  the  hospital, 
general  practitioner,  and  preventive  medicine  serv- 
ices. The  localized  outbreak  to  be  described  is 
therefore  not  only  of  clinical  but  also  of  medical  ad- 
ministrative interest. 

The  first  intimation  of  this  outbreak  followed  an 
observation  by  the  pediatrician  who  was  investigat- 
ing three  cases  of  clinical  primary  respiratory  tu- 
berculosis in  a hospital  and  had  made  domiciliary 
visits  to  two  similarly  affected  children.  Noting 


that  they  all  came  from  the  same  area,  he  informed 
the  County  Medical  Officer  on  July  15,  1950.  It 
was  quickly  confirmed  that  all  the  affected  children 
attended  the  same  school,  and  the  school  became 
the  center  of  investigations.  Inquiries  revealed  that 
a member  of  the  teaching  staff  had  been  absent  from 
May  23  to  June  26  suffering  from  laryngitis,  but 
on  July  17,  when  the  school  was  visited  by  the  Depu- 
ty County  Medical  Officer,  this  teacher  was  again 
absent,  this  time  with  “haemoptysis,”  which  had  oc- 
curred on  the  previous  Friday.  In  due  course  the 
diagnosis  of  respiratory  tuberculosis  was  confirmed. 
There  was  no  common  supply  of  milk  at  the  homes 
of  the  affected  children.  The  school  milk  supply  was 
pasteurized. 

Future  action  was  decided  at  a meeting  of  the 
pediatrician,  the  local  chest  physician,  and  the  Coun- 
ty Medical  Officers.  A letter  sent  to  all  parents 
asked  their  consent  to  cany  out  Mantoux  skin  tests 
on  the  children  at  the  school.  All  children  who 
were  absent  from  school  were  investigated.  Of  the 
186  children  in  the  school  176  were  tested  imme- 
diately. This  excellent  cooperation  of  the  parents 
reflects  their  keen  interest  in  the  welfare  of  their 
children.  Those  found  to  be  Mantoux-positive  were 
x-rayed.  The  results  of  the  tests  and  examina- 
tions are  shown  in  Table  1.  Mantoux  testing  con- 
sisted in  the  intradermal  injection  of  0.1  ml. 
1/10,000  old  tuberculin  followed  by  0.1  ml.  1/100 
in  the  negatives. 

TABLE  1 

RESULTS  OF  MANTOUX  AND  X-RAY  TESTS  AT 
BEGINNING  OF  INVESTIGATION. 

CLASSIFIED  BY  SCHOOL  GRADE: 

JULY,  1950  Number 

Showmg 
X-tay 
Evidence 

Mantoux  Reactor.s  of 
Age  Number  % of  Tuber- 


CLASS  Range  Tested  Number  of  Total  culosis 

Total  - 176  52  30  8 

Infants  5-7  48  13  27  4 

Classes  I and  II 6-9  31  8 26  1 

Class  III  8-11  26  12  46  2 

Class  IV  9-12  33  8 24  1 

Forms  I and  II 

(Secondary)  11-14  38  11  29  — 


The  school  teacher  who  was  now  the  suspected 
source  of  infection  was  in  charge  of  Class  III. 
Why,  then,  should  the  infants’  class  show  the 
greatest  incidence  of  cases  with  x-ray  evidence 
of  tuberculosis?  The  explanation  was  apparent 
when  it  was  discovered  that  this  teacher  was  in 
charge  of  the  infants’  class  from  May  8 to  12  ow- 
ing to  the  temporary  absence  of  the  infants’  class 
teacher. 

The  return  to  teaching  duties  following  the  initial 
period  of  sickness  was  unfortunate,  since  it  was 
probable  that  further  children  were  infected  during 
this  period.  It  was  essential,  therefore,  to  repeat 
the  routine  tests  when  the  children  returned  to 
school  after  their  summer  vacation,  as  by  that  time 
the  Mantoux  test  would  have  had  time  to  show 
conversion.  The  local  general  practitioners  were 
kept  fully  informed  of  the  position,  so  that  when 
children  presented  suspicious  symptoms  they  were 
referred  immediately  to  the  local  chest  clinic.  Dur- 
ing the  school  vacation  additional  cases  were  brought 
to  light  in  this  manner. 

One  of  the  difficulties  was  to  avoid  undue  alarm, 
and  the  parents  were  given  an  opportunity  to  be 
present  at  a meeting  in  the  school.  This  diminished 
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the  natural  anxiety  and  was  a means  of  health  edu- 
cation of  the  general  public. 

In  November  all  those  children  who  were  Man- 
toux-negative  in  July  or  who  had  not  been  pre- 
viously tested  were  asked  to  submit  to  investigation. 
With  few  exceptions  the  parents  were  prepared  to 
cooperate.  The  results  obtained  are  shown  in  Table 
2 which  emphasizes  the  abnormal  picture  of  Class 
III — the  class  whose  teacher  had  developed  pul- 
monary tuberculosis. 

In  all  twelve  children  who  showed  evidence  of 
clinical  tuberculosis  the  treatment  consisted  only 
of  rest  in  bed,  at  home  or  in  hospital,  with  clinical 
and  radiological  supervision.  Streptomycin  was  not 
given. 

All  the  teaching  and  non-teaching  staff  of  the 
school  immediately  volunteered  to  undergo  x-ray 
examinations,  and,  apart  from  the  affected  teacher, 
none  showed  evidence  of  active  tuberculosis. 

This  local  outbreak  is  an  example  of  the  danger 
that  a teacher  suffering  from  pulmonary  tuber- 
culosis can  be  to  schoolchildren.  The  favorable  out- 
come does  not  detract  from  the  need  for  periodic 
compulsory  x-ray  examinations.  Pulmonary  tuber- 

TABLE  2 

RESULTS  OF  MANTOUX  AND  X-RAY  TESTS  AT 
COMPLETION  OF  INVESTIGATION. 

CLASSIFIED  BY  SCHOOL  GRADE: 

NOVEMBER.  1950 

No.  Sliowing 
X-ray 

Mantonx  Reactors  Evidence 
Number  % of  of 


(‘LASS  Tasted  Number  of  Total  Tuberculosis 

Total  184  69  38  12 

Infants  49  15  31  4 

Classes  I and  II 33  12  36  1 

Class  III 28  21  75  6 

Class  IV 34  8 24  1 

Forms  I and  II 

(Secondary)  40  13  33  — 


culosis,  however,  may  be  rapidly  progressive  in  a 
young  adult  and  annual  examinations  may  not  be 
a sufficient  safeguard.  Six-monthly  routine  exam- 
inations may  be  necessary  to  prevent  outbreaks  such 
as  the  one  described. 

The  histories  suggest  an  incubation  period  be- 
tween the  limits  of  40  and  62  days. 

SUMMARY 

Five  cases  of  clinical  primary  respiratory  tuber- 
culosis were  reported  in  pupils  of  the  same  school. 
The  probable  source  of  infection  was  traced  to  a 
schoolteacher.  Immediate  Mantoux  and  x-ray  test- 
ing revealed  three  further  cases.  The  return  of  the 
teacher  concerned  to  school  after  a short  period  of 
absence  necessitated  a follow-up  examination  of  the 
pupils,  and  four  further  cases  were  brought  to  light. 
The  classes  pi'edominantly  affected  were  those  with 
which  the  teacher  had  come  into  closest  contact. 

By  R.  T.  Bi-van.  M l)..  P.  T.  Bray.  M l).,  anil  .T.  P.  Hanly,  M.D.. 

KlUisb  Medical  loinnal.  October  0.  in.ll. 


BLINDNESS  PREVENTION  LAW  CHANGE 
CALLED  PREMATURE 

No  radical  changes  in  existing  laws  or  regulations 
requiring  the  use  of  silver  nitrate  prophylaxis  in 
the  eyes  of  the  newborn  should  be  made  at  this 
time,  it  was  stated  in  an  editorial  in  the  January  12 
Journal  of  the  American  Medical  Association. 


Recently  there  have  been  articles  in  various  pub- 
lications criticizing  silver  nitrate  as  a prophylaxis 
and  urging  the  use  of  some  form  of  antibotic,  usual- 
ly penicillin. 

“While  there  can  be  no  possible  objection  to  the 
use  of  penicillin  prophylaxis  in  hospital  clinics  where 
its  use  is  well  controlled,  it  would  appear  that  any 
specific  recommendations  for  changes  in  the  state 
laws  or  regulations  would  at  this  time  be  pre- 
mature,” the  Journal  editorial  said. 

“It  is,  however,  quite  possible  that  further  in- 
vestigations will  permit  firm  recommendations  for  a 
prophylaxis  with  an  antibiotic  with  a wider  spectrum 
than  is  possessed  by  penicillin  and  without  the  ob- 
jections that  can  now  be  made  against  the  penicil- 
lin procedure.” 

The  objections  to  the  use  of  pencillin,  the  editorial 
stated,  included  the  fact  that  the  drag  may  deteri- 
orate in  time  even  if  refrigerated.  Unless  it  is  prop- 
rly  preserved  and  renewed,  the  penicillin  may  become 
inactive. 

Objections  to  silver  nitrate  include  the  fact  that 
it  causes  a slight  inflammation  of  the  eyes  in  many 
cases. 

At  the  present  time,  some  form  of  prophylaxis 
against  blindness  in  the  newborn  is  required  by 
either  law  or  regulation  in  all  48  states  and  the  Dis- 
trict of  Columbia.  Thirty-two  of  the  states  specify 
the  silver  nitrate  method,  while  only  one  gives  peni- 
cillin as  an  alteraate  procedure. 


NEW  TYPE  NEEDLE  REDUCES  SPINAL 
ANESTHESIA  HEADACHE 

Lessening  of  headaches  following  spinal  anes- 
thesia with  the  use  of  a new  needle  in  the  adminis- 
tration of  the  anesthetic  was  reported  in  the  October 
13  Journal  of  the  American  Medical  Association. 

The  needle,  much  finer  and  smaller  than  the  cus- 
tomary one,  has  a sharpened,  pencil-point-like  tip, 
according  to  the  authors  of  the  article,  Drs.  James 
R.  Hart  and  R.  J.  Whitacre,  of  the  department  of 
anesthiology  of  the  Huron  Road  Hospital,  East 
Cleveland,  Ohio. 

Although  a multitude  of  theories  have  been  given 
for  the  causes  of  such  headaches,  Drs.  Hart  and 
Whitacre  stated  it  is  generally  believed  they  follow 
leakage  of  cerebrospinal  fluid  through  the  puncture 
hole  made  by  the  needle  in  the  outermost  membrane 
of  the  spinal  cord.  This  loss  of  fluid  support  from 
the  brain  is  believed  to  cause  tension  on  blood  ves- 
sels and  brain  nerves,  resulting  in  a headache. 

In  a test,  2,070  patients  were  administered  spinal 
anesthesia  with  an  ordinary  needle.  One  hundi’ed 
and  three  of  them  (five  percent)  complained  of  the 
typical  spinal  type  of  headache,  the  report  stated. 
Of  3,489  patients  on  whom  the  pencil-point  type 
needle  was  used,  only  69  (two  per  cent)  developed 
headaches. 

The  headache  which  occurred  following  the  use  of 
the  pencil-point  needle  wei’e,  for  the  most  part, 
shorter  in  duration  and  of  less  severity  than  those 
after  use  of  the  customary  needle,  the  report  added. 

“These  results  are  very  encouraging  and  lend 
support  to  the  opinion  of  earlier  workers  that  such 
an  approach  may  point  the  way  toward  a means 
whereby  the  percentage  of  postspinal  headaches  can 
be  reduced,”  the  doctors  stated. 

However,  they  added,  much  more  experience  will 
be  needed  to  confinn  these  findings. 
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RAPID  STRIDES  MADE  IN  EMERGENCY 
MEDICAL  CALL  PLANS 

Rapid  strides  have  been  and  are  being  made  in 
the  development  of  emergency  medical  call  systems, 
the  Council  on  Medical  Sei'vice  of  the  American 
Medical  Association  reported. 

Today,  approximately  80  per  cent  of  the  country’s 
large  medical  societies  have  such  plans,  the  coun- 
cil reported.  In  1948,  it  pointed  out,  only  about  60 
medical  societies  reported  having  a formal  plan 
for  handling  emergency  and  night  calls.  In  1949, 
the  number  of  such  plans  rose  to  between  100  and 
120. 

At  the  end  of  1951,  364  emergency  medical  call 
systems  were  in  operation,  according  to  the  coun- 
cil. Of  the  40  medical  societies  with  200  to  300 
members,  29  had  such  plans,  while  63  of  the  71 
medical  societies  with  a membership  in  excess  of 
300  had  such  systems. 

Despite  such  impressive  progress,  the  council 
urged  all  counties  where  such  plans  were  not  in 
operation  to  begin  developing  one  immediately. 

“Development  of  an  efficient  emergency  call  plan 
is  an  important  step  any  medical  society  can  take 
toward  assuring  the  public  that  medical  care  will 
be  available  when  needed,”  it  stated. 

“While  every  county  or  city  has  real  emergency 
cases,  not  every  county  medical  society  needs  a 
formal  or  organized  program  for  handling  emer- 
gencies. 

“Those  counties  with  few  residents  and  few 
physicians  may  effectively  rely  on  the  normal  physi- 
cian-patient relationships  in  emergencies.  In  the 
heavily  populated  county,  on  the  other  hand,  the 


greater  number  of  physicians  not  only  makes  it 
difficult  for  the  patient  to  check  through  the  whole 
list  to  find  one  available,  but  also  makes  it  difficult 
for  physicians  to  make  any  informal  arrangement 
for  one  of  their  number  to  be  on  call  at  all  times.” 

The  council  warned  that  public  neglect  or  abuse  of 
any  medical  seiwice  program  can  cause  its  failure, 
adding: 

“The  citizens,  too,  have  a responsibility  in  their 
local  emergency  call  plan,  namely,  to  use  the  seiwice 
only  when  necessary.  This  should  be  clear  to  them 
from  the  outset.  Emergency  call  plans  are  for  the 
benefit  of  the  public  and  require  the  cooperation 
of  the  public.” 

A study  of  the  emergency  call  plans  now  in  opera- 
tion has  shown  that  types  of  plans  vary  with  locality 
and  population  needs,  according  to  the  council’s  re- 
port. 

In  some  counties  where  the  population  is  quite 
small  and  there  are  few  physicians,  the  only  pos- 
sible plan  is  an  agreement  among  physicians  that 
one  of  their  number  will  be  available  at  all  times. 

Among  other  small  medical  societies,  the  local 
hospital  (or  hospitals)  is  an  acceptable  agency 
through  which  emergency  calls  may  be  handled. 
In  such  communities,  all  or  nearly  all  of  the  physi- 
cians are  staff  members  of  the  local  hospital  (or 
hospitals),  and  its  switchboard  provides  the  most 
convenient  central  office  for  receiving  calls  and 
contacting  physicians. 

“Medical  societies  have  a definite  function  to 
perform  in  making  sure  that  no  emergency  call  goes 
unanswered,”  the  report  concluded.  “Individual 
(Continued  on  page  xxviii) 
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RAPID  STRIDES  IN  MEDICAL  CALL  PLANS 
(Continued  from  page  xxvii) 
physicians,  of  course,  provide  the  medical  sei'V'ice, 
but  medical  societies  must  provide  for  unity  and 
direction  of  individual  physician  effort  to  the  end 
that  all  emergency  calls  are  cared  for  promptly. 

“Having  arranged  for  medical  care  emergencies, 
it  then  behooves  the  medical  society  to  publicize  this 
program  widely  and  continuously.  Regardless  of 
the  type  of  emergency  call  program  developed,  the 
effort  will  be  lost  unless  the  public  is  aware  of  it 
and  how  it  should  be  used.” 
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EDITORIAL 

MORE  ABOUT  THE  “DOCTORS  COMMIT- 
TEE FOR  THE  IMPROVEMENT  OF 
FEDERAL  MEDICAL  CARE” 

In  the  May  issue  of  the  Journal  the  Editor 
called  attention  to  the  efforts  of  the  Na- 
tional Doctors  Committee  for  Improved  Fed- 
e)-al  Medical  Services,  to  enlist  the  support  of 
individual  doctors  and  their  wives  toward  the 
passage  of  S.  1140.  This  is  a bill  which,  it  is 
said,  would  implement  the  recommendations 
of  the  Hoover  Committee  in  regard  to  unify- 
ing all  federal  medical  services  under  one 
central  control,  a federal  Department  of 
Health.  It  was  stated  in  the  former  editorial 
that  American  Medical  Association  opposed 
this  bill  but  had  not  made  their  reasons  for 
opposition  clear. 

Since  the  publication  of  the  editorial  men- 
tioned above.  Doctor  George  Lull,  in  a letter 
addressed  to  Executive  Secretaries  of  State 
Medical  Societies,  has  explained  the  attitude 
of  the  American  Medical  Association,  It 
seems  to  me  to  be  important  that  this  infor- 
mation reach  all  members  of  our  Association 
so  the  following  information  is  taken  from 
this  letter: 

The  Hoover  Committee  based  its  recom- 
mendations in  this  matter  on  two  fundamen- 
tal considerations  which  have  been  ignored 
by  the  sponsors  of  S.  1140.  These  were 
that: 

“ (a)  the  congress  clearly  define  the  bene- 
ficiaries entitled  to  medical  care  from  the 
federal  government  and  the  relative  priori- 
ties of  such  beneficiaries,  and 

“ (b)  the  present  inconsistencies  in  the  fed- 
eral hospital  construction  program  be  re- 
solved.” 

The  American  Medical  Association  also 
feels  that  the  medical  departments  of  the 
Armed  Services  and  that  of  the  Veterans  Ad- 
ministration should  not  be  included,  or  at 
least,  should  not  be  hampered  in  any  way 


at  this  time,  while  war  is  going  on  in  Korea 
and  is  threatening  in  other  parts  of  the 
world.  The  advisability  of  including  the 
Public  Health  Service  in  the  manner  it  is  set 
up  in  S.  1140  is  also  questioned,  because  of 
the  fear  that  this  valuable  service  might  be 
relagated  to  a subsidiary  role. 

It  is  made  plain  that  the  A.M.A.  is  and  has 
been  in  favor  of  establishing  a federal  De- 
partment of  Health  and  is  in  whole  hearted 
accord  with  the  effort  to  effect  economy  in 
the  operation  of  federal  medical  services.  In 
regard  to  this  last  point,  it  believes  “that  the 
best  way  to  institute  economy  in  the  use  of 
funds  and  medical  manpower  is: 

(a)  to  obtain  a clear  congressional  defini- 
tion of  the  extent  of  the  government’s  re- 
sponsibility for  furnishing  medical  care  with 
particular  reference  to  the  treatment  of  vet- 
erans with  nonservice-connected  disabilities 
and  dependents  of  service  personnel ; and 

(b)  to  establish  a federal  board  to  control 
the  distribution  of  beds  among  the  several 
federal  hospital  services,  to  insure  joint  plan- 
ning in  the  field  of  hospital  construction  and 
to  determine  the  need  and  location  of  pro- 
posed new  hospitals  in  the  United  States.” 

These  are  considerations  which  the  Doc- 
tors Committee  regard  as  minor  and  are  will- 
ing to  disregard  in  an  attempt  to  effect  the 
passage  of  an  inadequate  bill  such  as  S.  1140. 
The  American  Medical  Association,  on  the 
contrary,  consider  these  points  major  and 
basic. 

A Federal  Department  of  Health  with  cab- 
inet status  for  the  head  of  the  department 
is  of  the  utmost  importance  to  the  medical 
profession  of  America.  Whenever  such  a de- 
partment is  created  its  organization,  per- 
sonnel, its  obligations  and  privileges  must  be 
in  line  with  the  best  traditions  of  our  profes- 
sion. It  must  not  have  an  Oscar  Ewing  at 
its  head.  It  is  for  these  reasons  that  this 
subject  has  been  brought  to  the  attention  of 
Nebraska  doctors  in  two  successive  numbers 
of  the  Journal. 
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OBLIGATIONS  OF  THE  MEDICAL  PROFESSION 


The  medical  schools  and  the  medical  pro- 
fession have  an  obligation  to  the  people  of 
the  state.  Their  duty  it  is  to  provide  well- 
trained  young  doctors  to  serve  the  communi- 
ties and  facilities  for  continuing  education 
for  those  already  in  practice. 

The  people  of  the  state,  including  the  medi- 
cal profession,  have  a direct  responsibility 
to  the  medical  schools.  It  is  their  duty  to 
see  that  these  institutions  are  supplied  with 
sufficient  funds  to  carry  on  their  programs 
of  undergraduate  and  graduate  education,  as 
well  as  research. 

The  medical  profession  has  accepted  this 
responsibility. 

During  the  past  year,  your  state  association 
inaugurated  the  first  of  a series  of  post- 
graduate circuit  courses.  Planning  for  the 
next  one  is  underway.  The  legislature  lis- 
tened attentively  to  the  needs  of  the  medical 
school  as  presented  by  your  officers  and  in- 
creased the  appropriation  to  cover  the  mini- 
mum needs  for  the  bienium. 


The  financial  crisis  now  confronting  the 
medical  schools  of  the  nation  is  well  known 
to  all.  Concerted  efforts  are  being  made  by 
the  American  Medical  Association  and  by 
business  leaders  the  country  over  to  collect 
funds  and  distribute  them  impartially  to  all 
recognized  schools  of  medicine,  thus  hoping 
to  obviate  the  necessity  of  federal  aid  and 
its  inherent  evils. 

To  correlate  these  acknowledged  responsi- 
bilities of  the  profession  of  the  state  to  its 
medical  schools  and  to  the  citizens,  a Com- 
mittee on  Medical  Education  has  been  created 
within  the  framework  of  the  Nebraska  State 
Medical  Association.  This  committee  will  de- 
termine the  needs  of  the  medical  schools  and 
the  profession,  and  the  knowledge  thus  ob- 
tained, will  be  used  to  detei'mine  future  ac- 
tion. 

The  time  for  positive  and  assertive  action 
is  at  hand. 

HAROLD  S.  MORGAN.  M.D., 
President.  Nebraska  State 
Medical  Association. 
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ORIGINAL  SECTION 

The  Value  of  Irradiation  Therapy  in  the 
Management  of  Abnormal 
Uterine  Bleeding 

J.  MARSHALL  NEELY,  M.D. 

Lincoln,  Nebraska 

Abnormal  uterine  bleeding'  is  a symptom 
rather  than  a distinct  pathological  entity  and 
therefore  should  not  be  treated  by  any 
method  until  the  cause  for  the  abnormal 
bleeding  has  been  detennined.  Irradiation 
therapy  either  in  the  form  of  external  irra- 
diation or  radium  therapy,  when  adminis- 
tered by  a radiologist  or  gynecologist  trained 
in  irradiation  therapy  is  effective  in  an  ex- 
tremely high  percentage  of  instances  where 
this  syndrome  exists.  In  spite  of  many  fa- 
vorable published  reports  by  both  gynecolo- 
gists and  radiologists,  there  is  still  a gen- 
eral reticence  on  the  part  of  surgeons  and  in- 
ternists to  utilize  this  form  of  therapy  in 
menopausal  patients.  As  a result  of  this, 
many  women  in  the  menopausal  age  group 
suffer  through  many  long  weeks,  months 
and  years  with  fruitless  hormonal  adminis- 
tration and  other  palliative  measures  and  no 
relief  from  the  abnormal  uterine  bleeding 
when  the  process  could  be  stopped  so  easily 
and  so  effectively  by  irradiation. 

Before  accepting  a patient  for  the  admin- 
istration of  radiation  therapy  to  the  ovaries, 
it  is  essential  to  have  complete  medical  and 
gynecological  examination  including  histo- 
logical study  of  the  endometrium.  Detail 
study  of  the  endometrium  by  a competent 
pathologist  is  essential  not  only  to  rule  out 
malignancy  but  also  to  learn  whether  or  not 
a preponderance  of  secretory  or  estrogen 
type  of  activity  is  present. 

Complete  medical  examination  is  also  es- 
sential because  abnormal  uterine  bleeding 
may  be  due  to  disease  processes  remote  from 
the  pelvic  organs.  Such  disease  entities  as 
thrombocytopenic  purpura,  calcium  deficien- 
cy, leukemia  and  a low  basal  metabolic  rate 
may  be  the  direct  cause  of  uterine  bleeding. 
Also  vitamin  deficiencies,  particularly  vita- 
min C deficiency,  may  be  the  cause  of  abnor- 
mal uterine  bleeding.  The  same  is  occasional- 
ly seen  in  prothrombin  deficiency  the  result 
of  liver  damage.  (Curtis^’^'^^  states  that  sali- 
cylates will  sometimes  produce  excessive  and 
prolonged  uterine  bleeding). 


Cheron in  1910,  is  probably  the  first 
physician  to  use  irradiation  therapy  in  gyne- 
cological conditions.  Hewer induced  sex- 
ual maturity  in  rats  with  irradiation  to  the 
ovaries  and  it  is  felt  that  this  change  was 
in  all  probability  due  to  irradiation  of  the 
pituitary  since  it  is  almost  impossible  to 
screen  this  gland  in  so  small  an  animal.  Epi- 
fanio  and  Cola^'^^  stimulated  growth  in  rats 
by  irradiating  the  pituitary  which  on  post- 
mortem examination  showed  no  alteration 
from  normal  in  histological  pattern.  Van  de 
Veede^'^)  in  1915  and  sometime  later,  Hirsch, 
Rubin,  Rongy,  Kaplan,  Drips  and  Ford  re- 
ported the  return  of  normal  menstrual  cy- 
cles after  small  doses  of  irradiation  over  the 
ovaries.  Riedenberg<^>  studied  the  results  of 
irradiation  given  in  low  doses  to  the  pitui- 
tary and  ovaries  in  seven  hundred  and  fifty- 
cases  in  the  premenapausal  age  group  where 
uterine  bleeding  or  lack  of  uterine  bleeding 
were  the  predominant  symptoms  and  drew 
the  following  conclusions:  Secondary  amen- 
orrhea — 71%  showed  return  to  normal 
menstrual  cycle;  9%  had  temporary  benefit 
and  20%  were  unaffected.  Primary  amenor- 
rhea — 25%  showed  good  results  and  this 
author  felt  that  this  was  the  least  satisfac- 
tory group  to  be  handled  by  irradiation.  Oli- 
gomenorrhea — 78%  showed  return  of  nor- 
mal menstrual  cycles.  Hypomenorrhea  — 
57%  showed  return  of  normal  menstrual 
cycles.  Menorrhagia — 59%  showed  a return 
to  normal  rhythm;  11%  showed  a tempor- 
ary return  to  normal  rhythm  and  30%  were 
unaffected.  Metrorrhagia  — 50%  were  re- 
turned to  normal  rhythm;  30%  showed 
temporary  return  to  normal  menstrual 
rhythm  and  20%  were  unaffected.  In  the  en- 
tire group  66%  showed  return  of  normal 
rhythm  following  low  dosage  of  irradiation 
therapy  to  the  pituitary  and  in  some  in- 
stances over  the  ovaries. 

Rongy  and  Seley^^^  reported  the  results 
of  irradiation  therapy  in  the  form  of  intrau- 
teiine  radium  in  350  patients  and  stated 
that  while  endometrial  biopsy  should  be 
done  in  all  cases  where  irradiation  therapy 
is  contemplated,  the  pathology  of  the  endo- 
metrium does  not  always  give  the  final  an- 
swer as  to  the  cause  of  the  abnormal  uterine 
bleeding,  but  must  be  interpreted  in  the 
light  of  the  other  known  clinical  factors. 

Schwartz<2)  studied  the  endometrium 
from  post-menopausal  bleeding  patients  who 
were  50  years  of  age  or  older  and  found  that, 
based  on  the  histological  changes,  the  exact 
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cause  of  the  resumed  activity  of  the  endo- 
metrium could  not  be  positively  stated.  He 
brings  out  the  point  that  if  menstruation 
and  ovulation  end  at  the  same  time,  the 
endometrium  should  be  atrophic.  If,  on  the 
other  hand,  menstrual  cycles  are  anovula- 
tory, hyperplasia  of  the  endometrium  will 
exist  even  without  bleeding. 

Peck,  McGi’eer  and  Kretschmer(i>  in  1940 
reviewed  334  patients  treated  with  irradia- 
tion either  in  the  fonn  of  intrauterine  ra- 
dium or  external  irradiation  in  benign  pel- 
vic lesions.  They  found  that  625  r to  739  r 
delivered  to  the  mid-pelvis  within  a period 
of  six  to  eight  days  will  produce  permanent 
castration  regardless  of  age.  They  also  found 
that  90%  of  patients  will  be  pei*manently 
castrated  with  as  little  as  375  to  499  r. 
These  investigators  also  found  that  post-ir- 
radiation menopausal  symptoms  were  no 
more  severe  than  post-surgical  menopausal 
symptoms,  and  pointed  out  that  there  is  no 
safe  dosage  known  to  produce  temporary 
castration  in  women. 

Perhaps  the  most  common  pathological 
diagnosis  made  from  sections  of  endome- 
trium in  the  post-menopausal  age  group  of 
patients  who  suffer  from  abnormal  uterine 
bleeding  is  hyperplastic  endometrium  or 
cystic  hyperplastic  endometrium.  Many  of 
this  group  also  show  hypeiplasia  of  support- 
ing endometrial  stroma.  It  used  to  be  .as- 
sumed that  this  pathological  picture  was  due 
to  prolonged  excess  production  of  estroge- 
nic hoiTnone,  however,  as  Fluhman^^)  points 
out,  hormonal  assays  in  this  group  of  wom- 
en fail  to  show  any  excess  estrogenic  hor- 
mone in  the  blood  stream.  Curtis^^*^)  believes 
that  fluctuation  of  t h e hormone  level  is 
much  more  important  in  the  production  of 
this  type  of  endometrium  and  uterine  bleed- 
ing than  is  excess  estrogenic  hormone.  Cy- 
clic uterine  bleeding  is  commonly  a symp- 
tom due  to  such  hormone  secreting  tumors 
as  granulosa  cell  tumor  of  the  ovary  and  the- 
ca cell  tumor  of  the  ovary,  and  this  tumor 
should  be  suspected  in  women  past  the  men- 
opause who  resume  normal  cyclic  menstrua- 
tion and  also  in  girls  prior  to  the  onset  of 
menstruation  who  develop  rhythmic  mens- 
truation. The  diagnosis  of  such  a tumor  dur- 
ing the  child  bearing  period  is  obviously 
much  more  difficult  since  cyclic  rhythmic 
menstruation  exists  normally. 

No  attempt  will  be  made  to  cover  the  ma- 
lignant lesions  of  the  uterus  except  to  stress 


the  importance  of  completely  eliminating  the 
presence  of  either  carcinoma  of  the  uterine 
cervix  or  uterine  body  before  accepting  a pa- 
tient for  the  administration  of  the  small 
quantity  of  irradiation  necessary  to  affect 
artificial  menopause.  There  has  been  a feel- 
ing on  the  part  of  some  gynecologists  that 
the  incidence  of  adenocarcinoma  of  the  uter- 
us is  somewhat  greater  in  those  women  who 
have  received  castration  irradiation  therapy 
than  in  a comparable  normal  similar  age 
group  of  patients  who  have  not  received  ir- 
radiation therapy.  However,  if  this  differ- 
ence does  exist,  it  is  not  a large  one  and  it 
would  seem  that  the  benefits  derived  from 
this  form  of  therapy  far  outweigh  the  like- 
lihood of  materially  effecting  an  significant 
increase  in  the  incidence  of  adenocarcinoma 
of  the  uterus.  It  should  also  be  pointed  out 
that  should  a carcinoma  develop  in  the  fun- 
dus, utering  bleeding  will  recur  and  this  is 
one  of  the  entities  which  should  be  ruled  out 
by  repeated  dilation  and  curettage  in  those 
patients  who  have  previously  received  cas- 
tration irradiation  therapy.  The  small 
amount  of  radiation  necessary  to  effect  arti- 
ficial menopause  will  in  no  way  alter  the  or- 
dinarily outlined  plan  of  therapy  for  those 
individuals  who  do  develop  adenocarcinoma 
of  the  uterus. 

There  is  a sharp  difference  of  opinion 
among  gynecologists,  surgeons,  medical  men 
and  radiologists  regarding  the  advisability 
or  feasibility  of  treating  uterine  fibromyom- 
ata  by  means  of  irradiation  therapy.  It  has 
been  generally  accepted,  as  pointed  out  by 
Rongy  and  Seley'^b  that  any  fibroid  the  size 
of  of  a three-months  pregnancy  is  best  han- 
dled by  total  hysterectomy.  Schmitz  and 
Towne  believe  that  a fibromyoma  larger  than 
a three-months  pregnancy  is  no  contradiction 
to  the  administration  of  irradiation  based  on 
a study  of  412  patients  who  received  approx- 
imately 1,800  milligram  hours  of  intrauterine 
radium.  Rongy  and  Seley<^>  also  believe  that 
irradiation  should  not  be  used  in  patients 
who  have  a chronic  pelvic  inflammatory 
disease.  It  should  be  stated  here,  however, 
that  we  have  treated  several  patients  for  the 
purpose  of  producing  artificial  menopause 
who  had  a known  chronic  salpingitis  with  no 
ill  effects  from  the  small  amount  of  irradia- 
tion necessary  to  produce  this  change.  It 
would  seem  more  reasonable  to  select  pa- 
tients for  surgery  or  irradiation  therapy  for 
the  treatment  of  fibromyomata  of  the  uter- 
us on  the  basis  of  age  and  other  factors 
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rather  than  the  size  of  the  fibromyomata.  A 
woman  in  child  bearing-  age  who  develops  a 
large  fibromyoma  should  probably  be  treat- 
ed surgically  rather  than  by  any  form  of 
radiation  therapy  since  individuals  under 
forty  do  not  respond  well  to  irradiation  ther- 
apy and  suffer  much  more  acutely  from 
menopausal  symptoms  following  castration 
whether  it  be  surgical  or  some  form  of  ir- 
radiation, As  a general  rule  patients  who  are 
less  than  forty  years  of  age  should  not  be 
treated  by  irradiation  therapy  in  any  form. 

Meigs<*)  reflects  the  feeling  of  many  gyn- 
ecologists and  surgeons  when  he  states  that 
ovaries  should  be  saved  even  after  the  meno- 
pause and  gives  as  reasons  the  accentuation 
of  menopausal  symptoms  and  sexual  frigid- 
ity, which  he  believes  occur  following  either 
surgical  or  irradiation  castration.  In  our  ex- 
perience neither  of  these  objections  holds 
time.  In  only  very  rare  instances  do  patients 
notice  any  decrease  in  sexual  desire  after  ir- 
radiation castration,  and  more  often  the  re- 
lease from  fear  of  pregnancy  increases  lib- 
ido. The  symptoms  of  menopause  are  no 
more  severe  following  irradiation  or  surgical 
castration  than  occur  with  natural  meno- 
pause. In  many  instances  other  symptoms  of 
ovarian  dysfunction  such  as  headache,  back- 
a c h e,  etc.  disappear  following  artificial 
menopause. 

By  far  the  most  common  cause  for  recur- 
rent uterine  bleeding  following  irradiation 
castration  is  the  administration  of  massive 
doses  of  estrogenic  substances  which  are 
given  to  alleviate  menopausal  symptoms. 
These  drugs,  if  continued,  will  of  course  pro- 
duce recurrent  uterine  bleeding  in  almost 
every  instance.  On  the  other  hand,  the  ad- 
ministration of  a small  quantity  of  estroge- 
nic substance  such  as  Theelin  sometimes 
minimalizes  hot  flashes  and  some  of  the  oth- 
er disagreeable  symptoms  which  follow  any 
form  of  castration. 

The  problem  of  irradiation  therapy  in 
women  during  the  child  bearing  age  and  in 
the  pre-menstrual  age  group  is  a difficult 
one  and  requires  complete  detailed  medical 
examination  before  any  such  therapy  should 
be  contemplated.  Dramatic  results  may  be 
obtained  in  both  of  these  age  groups  with 
low  dosage  irradiation  to  the  pituitary  gland 
and  occasionally  to  the  ovaries  if  the  pa- 
tients have  been  properly  selected.  In  this 
group  return  of  normal  menstrual  rhythm 
can  be  expected  in  about  60%  of  patients. 


Many  reports  have  been  published  during 
the  past  decade  on  the  use  of  irradiation 
therapy  in  selected  cases  of  sterility  in  the 
female.  In  those  individuals  where  endomet- 
rial biopsy  revealed  a normal  type  of  muco- 
sal pattern  but  where  there  is  amenorrhea 
or  oligomenorrhea,  fertility  may  be  induced 
by  small  doses  of  irradiation  to  the  pitu- 
itary gland  and  occasionally  to  the  ovaries. 
Many  instances  of  families  of  three  or  four 
children  have  been  reported  after  long  years 
of  sterility  and  follow-up  study  of  the  off- 
spring in  these  families  fails  to  reveal  any 
evidence  of  abnormality  in  any  of  the  off- 
spring. No  definite  rules  can  be  laid  down 
regarding  the  mode  of  therapy  in  this  group. 
Each  individual  patient  must  be  considered 
as  a separate  problem.  We  have  in  our  files 
15  young  women  who  have  raised  anywhere 
from  one  to  four  normal  children  following 
a period  of  from  three  to  ten  years  of  total 
sterility,  following  the  administration  of 
small  doses  of  irradiation  to  the  pituitary 
glands.  The  exact  action  of  tissue  ionization 
on  the  pituitary  and  the  other  endocrine 
glands  remains  unknown. 

The  choice  of  the  method  of  irradiation 
therapy  is  to  be  used  in  the  management  of 
menopausal  syndrome  with  abnormal  uter- 
ine bleeding  is  often  a subject  for  sharp  dif- 
ference of  opinion,  particularly  between  ra- 
diologists and  gynecologists.  As  a general 
rule,  I think  it  may  well  be  said  that  gyne- 
cologists prefer  the  administration  of  irra- 
diation therapy  in  the  form  of  intrauterine 
radium  and  radiologists  on  the  other  hand 
prefer  the  administration  of  external  radia- 
tion. Those  who  favor  the  administration  of 
intrauterine  radium  point  out  that  there  is 
time  saved  for  the  patient  and  that  the  en- 
tire therapeutic  procedure  can  be  carried 
out  in  one  sitting.  On  the  other  hand,  we 
prefer  the  administration  o f irradiation 
therapy  by  means  of  external  radiation  be- 
cause of  several  factors.  In  the  first  place, 
dosimetry  is  much  more  accurate  where  a 
large  field  is  covered  and  measurements  of 
the  pelvis  can  be  made  with  the  patient  in 
position.  We  also  feel  that  there  is  much 
less  vaginal  discharge  following  the  admin- 
istration of  external  radiation  than  is  true 
of  intrauterine  radium,  following  which 
there  ai*e  always  several  weeks  of  bother- 
some watery  discharge.  It  should  also  be 
pointed  out  that  since  the  exact  position  of 
the  ovaries  is  not  known,  the  dosage  to  the 
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ovaries  from  intrauterine  radium  is  always 
somewhat  of  a question. 

CONCLUSIONS 

1.  Irradiation  therapy  to  the  ovaries  is  an 
accepted  method  of  treatment  in  the  man- 
agement of  abnormalities  of  uterine  bleed- 
ing in  the  menopausal  age  group  of  women 
and  probably  should  be  used  much  more  fre- 
quently than  it  is. 

2.  There  is  no  contraindication  to  the  use 
of  irradiation  therapy  in  the  treatment  of 
uterine  fibromyomata,  providing  endomet- 
rial studies  are  negative  for  malignancy  in 
selected  cases. 

3.  Irregularities  of  uterine  bleeding  oc- 
curring during  the  child  bearing  age  group 
and  premenstrual  age  group  may  also  be 
benefited  materially  in  selected  cases. 

4.  Administration  of  small  doses  of  ir- 
radiation to  the  pituitary  in  selected  pa- 
tients complaining  of  sterility  is  often  effica- 
cious. 
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For  the  first  time,  through  the  medium  of  tele- 
vision, doctors  and  the  public  alike  will  be  able  to 
see  what’s  happening  at  the  American  Medical  As- 
sociation’s annual  convention  in  Chicago,  June  9-13. 

Plans  are  undeiway  for  two,  half-hour,  coast-to- 
coast  telecasts  of  the  convention  on  Tuesday,  June 
10,  at  9:30  p.m.  (E.D.S.T.),  and  at  another  date  to 
be  announced  later. 

The  programs  will  be  carried  over  the  NBC  tele- 
vision network  and  will  be  sponsored  by  Smith, 
Kline  and  French  Laboratories  in  cooperation  with 
the  A.M.A. 

The  telecasts,  which  will  be  conducted  on  a sti’ictly 
scientific  and  educational  level,  will  present  some 
of  the  highlights  of  the  300  scientific  exhibits  to  be 
displayed  at  Na\"j'  Pier. 


Pneumoperitoneum  Treatment  of 
Pulmonary  Tuberculosis  and 
Pulmonary  Emphysema 

MAX  FLEISHMAN,  M.D. 

Omaha,  Nebraska 

We  are  living  in  a fast-moving  world,  and 
the  treatment  of  pulmonary  tuberculosis  is 
being  stream-lined  too.  Twenty-five  years 
ago  a tuberculous  patient  was  put  on  six 
months  of  complete  bed-rest  as  initial  treat- 
ment. If  after  six  months  he  had  not  shown 
sufficient  improvement,  then  collapse  thera- 
py was  considered.  At  that  time,  collapse 
therapy  consisted  of  pneumothorax,  phrenic 
nerve  operations  to  paralyze  half  of  the  dia- 
phragm, and  thoracoplasty. 

As  years  went  by,  experience  showed  that 
an  initial  pei’iod  of  six  months  of  only  bed- 
rest was  not  necessary,  and  often  detrimen- 
tal. In  many  cases  the  tuberculosis  spread  in 
spite  of  strict  rest.  Doctors  began  to  use 
pneumothorax  and  phrenic  nerve  operations 
earlier  in  the  course  of  tuberculosis,  even  in 
the  first  stage  of  the  disease  with  minimal 
pathology. 

Cases  were  found  in  which  pneumothorax 
could  not  be  used  because  previous  attacks  of 
pleurisy  had  caused  fusion  of  the  visceral  and 
parietal  layers  of  pleura.  Where  there  was 
no  pleural  space,  there  could  be  no  pneumo- 
thorax treatment.  For  almost  a decade  it 
was  popular  to  create  an  artificial  apical 
space  just  outside  of  the  fused  pleural  lay- 
ers, creating  an  extrapleural  pneumothorax. 
This  was  discarded  because  of  a high  inci- 
dence of  extrapleural  empyema  and  loss  of 
the  space.  Paraffin  packs  in  the  extra- 
pleural space  had  been  found  unsatisfactory 
years  previously  because  of  migration  of 
the  wax  in  the  tissues.  Filling  the  extra- 
pleural space  with  plastic  spheres  has  also 
lost  popularity  because  the  spheres  eroded 
through  the  pleura  into  the  lung  tissue, 
causing  bronchopleura  fistulae.  The  oil  used 
in  extrapleural  oleothorax  was  also  a foreign 
body  and  similarly  unsuccessful. 

Phrenic  nerve  crush  or  section  to  produce 
temporary  or  permanent  paralysis  of  one 
dome  of  the  diaphragm  was  found  to  be  a 
useful  procedure  either  alone  or  in  conjunc- 
tion with  pneumothorax,  but  only  in  a rela- 
tively small  number  of  cases. 

For  a good  many  years  doctors  had  made 
the  observation  that  when  a laparotomy  was 
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performed  on  a patient  with  tuberculous  peri- 
tonitis, the  patient  subsequently  improved. 
This  benefit  was  attributed  to  the  exposure 
of  the  peritoneum  to  air.  Then  the  sugges- 
tion was  made  that  it  would  be  simpler  to  in- 
troduce the  air  through  a hypodermic  needle 
than  to  perform  a laparotomy,  and  that  re- 
fills could  be  given  in  this  way  after  the  air 
became  absorbed.  Other  doctors,  while  at- 
tempting to  initiate  pneumothorax,  accident- 
ally pierced  the  diaphragm  from  above  and 
introduced  the  air  into  the  peritoneal  space 
instead  of  into  the  pleural  space,  and  there- 
by pneumoperitoneum  was  started.  Instead 
of  a column  of  air  collapsing  one  lung  from 
the  side,  both  lungs  were  collapsed  by  a col- 
umn of  air  elevating  the  diaphragm  from 
below. 

Dr.  Andrew  L.  Banyai<^>  of  Milwaukee  was 
one  of  those  who  attempted  pneumothorax 
treatment  to  stop  a pulmonary  hemorrhage, 
but  achieved  this  result  by  accidentally  start- 
ing pneumoperitoneum.  For  the  past  20 
years,  he  has  pioneered  this  type  of  treat- 
ment, publishing  a book  on  the  subject  in 
1946. 

A number  of  physicians  tried  pneumoperi- 
toneum in  some  of  their  tuberculous  patients 
without  getting  much  improvement.  The 
reason  for  their  failure  was  that  they  used 
the  same  technique  in  pneumoperitoneum 
that  they  had  been  using  in  pneumothorax, 
namely,  maintaining  only  a partial  collapse. 
This  is  desirable  in  pneumothorax  be- 
cause a completely  collapsed  lung  may  be- 
come complicated  by  empyema,  atelectasis 
and  secondary  abscess,  or  failure  to  re-ex- 
pand  when  the  time  comes  to  discontinue  the 
pneumothorax.  In  pneumoperitoneum,  how- 
ever, a maximal  elevation  of  the  diaphragm 
is  desirable,  and  large  and  frequent  refills 
are  needed.  In  this  way  a 20  to  40%  collapse 
of  both  lungs  will  be  obtained,  and  the  excur- 
sion of  the  diaphragm  will  be  decreased  from 
a normal  range  of  6 to  8 centimeters  to  1 to 
2 centimeters.  Both  of  these  measures  will 
help  the  diseased  lungs  to  rest,  and  thereby 
aid  healing.  In  cases  where  additional  ele- 
vation of  one  dome  of  the  diaphragm  is  de- 
sired, phrenic  nerve  paralysis  can  be  pro- 
duced in  conjunction  with  the  pneumoperi- 
toneum. 

Even  though  we  have  fairly  effective 
chemotherapeutic  agents  in  the  treatment  of 
tuberculosis,  collapse  therapy  or  resection 
therapy  is  still  necessary  because  these  drugs 


cannot  heal  destroyed  areas  of  the  lungs. 
Where  the  lesion  is  unilateral,  pneumothorax 
is  usually  tried  first.  If  the  lesion  is  acute, 
empyema  is  a fairly  frequent  complication  of 
pneumothorax.  In  such  a case,  or  where 
there  is  no  satisfactory  pleural  space,  or 
where  the  lesion  is  bilateral,  we  have  the  in- 
dications tOiUse  pneumoperitoneum.  In  manv 
cases  pneumoperitoneum  alone  will  be  suffi- 
cient to  cure  the  tuberculosis.  In  others  the 
additional  benefit  of  phrenic  nerve  paralysis 
may  be  needed.  In  still  other  cases,  pneumo- 
peritoneum may  cure  the  lesser  lesion  in  one 
lung,  but  surgery  will  still  be  required  for 
the  greater  lesion  in  the  other  lung.  How- 
ever, the  amount  of  surgery  required  will 
have  been  decreased  by  the  preliminary  pneu- 
moperitoneum treatment. 

Trimble^^^  and  his  associates  in  Oakland, 
CalifoiTiia,  who  pioneered  pneumoperitoneum 
treatment  on  the  West  Coast  have  reported 
their  experiences  with  this  treatment  in  407 
consecutive  cases.  In  382  of  these  cases 
which  could  be  analyzed,  57%  became  ar- 
rested and  13%  were  improved.  This  is  cer- 
tainly an  excellent  result  from  one  method 
of  treatment. 

The  value  of  pneumoperitoneum  in  the 
treatment  of  pulmonary  tuberculosis  has 
been  proved  by  its  use  in  the  past  two  dec- 
ades in  all  sections  of  the  country.  Its  value 
in  the  treatment  of  pulmonary  emphysema, 
however,  is  still  in  the  experimental  stage. 

In  emphysema  of  the  lung  alveoli  are  dis- 
tended with  air.  The  alveolar  walls  become 
stretched  and  lose  their  elasticity.  The  vol- 
ume of  the  lung  becomes  greater  than  nor- 
mal, forcing  the  diaphragm  downward  so 
that  it  always  occupies  the  position  it  nor- 
mally occupies  at  the  end  of  inspiration. 
When  the  patient  exhales  he  is  unable  to  ele- 
vate the  diaphragm  and  deflate  the  lung. 
Since  the  excursion  of  the  diaphragm  pro- 
duces the  greater  part  of  respiration  it  can 
readily  be  seen  how  this  disability  interferes 
tremendously  with  breathing.  The  vital  ca- 
pacity decreases,  that  is,  the  greatest  amount 
of  air  that  the  patient  can  inhale  and  exhale ; 
and,  the  residual  air  increases,  that  is,  the 
air  that  cannot  be  expelled  from  the  lung. 

Kountz  and  Alexander^^^  of  St.  Louis  and 
Burgess  Gordon<^>  of  Philadelphia  devised 
adjustable  abdominal  supports  to  fit  over  the 
lower  part  of  the  abdomen  and  exert  upward 
pressure.  They  were  able  to  secure  some 
elevation  of  the  diaphragm  in  this  way,  per- 
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mitting  it  to  resume  at  least  partial  function, 
and  causing  clinical  improvement  in  many 
cases. 

As  far  back  as  1924  Reich  in  Vienna 
used  pneumoperitoneum  to  treat  pulmonary 
ephysema.  In  this  condition  only  a moderate 
amount  of  air  is  injected,  elevating  the  dia- 
phragm and  allowing  it  to  resume  its  excur- 
sion. If  large  amounts  of  air  are  used,  as  in 
the  treatment  of  tuberculosis,  the  excursion 
is  limited.  In  both  tuberculosis  and  emphy- 
sema elevation  of  the  diaphragm  assists  in 
clearing  the  bronchi  of  whatever  secretions 
may  be  present.  In  tuberculosis  this  accum- 
ulation of  secretions  results  from  the  disease 
process;  in  emphysema  it  develops  from  the 
chronic  bronchitis  which  usually  accompanies 
the  emphysema. 

Piaggio-Blanco<®>  of  Uruguay  used  pneu- 
moperitoneum to  treat  pulmonary  emphy- 
sema in  1937.  He  stated  that  in  emphysema 
there  is  a decrease  in  intrapleural  negative 
pressure,  or  even  a slightly  positive  pressure. 
The  pneumoperitoneum  tends  to  restore  the 
intrapleural  negative  pressure. 

Pneumoperitoneum  cannot  be  expected  to 
be  of  much  value  where  the  emphysema  has 
lasted  for  so  long  a period  that  all  the  elastic 
tissue  of  the  lung  has  been  destroyed ; where 
the  diaphragm  has  been  pushed  downward 
for  so  long  a time  that  its  muscle  fibers 
have  atrophied;  or,  where  there  has  been  so 
much  strain  placed  on  the  right  side  of  the 
heart  that  cor  pulmonale  has  developed.  If 
heart  failure  is  present  it  is  too  late  to  use 
pneumoperitoneum. 

Furman  and  Callaway  of  Nashville  re- 
ported treatment  of  seven  cases  of  emphy- 
sema by  pneumoperitoneum  with  impressive 
symptomatic  relief.  They  found  a signifi- 
cant increase  in  vital  capacity  and  in  exer- 
cise tolerance.  There  was  improved  oxy- 
genation of  the  blood  and  improved  carbon- 
dioxide  elimination. 

Carter,  Gaensler,  and  Kyllonen<*)  were  us- 
ing pneumoperitoneum  in  tuberculous  pa- 
tients at  the  Boston  City  Hospital.  They  no- 
ticed that  three  such  patients,  who  also  had 
pulmonary  emphysema,  showed  an  improve- 
ment in  the  emphysema.  Three  other  non- 
tuberculous  patients  who  required  thoracic 
operations  and  who  had  complicating  emphy- 
sema had  considerable  difficulty  with  breath- 
ing and  expectorating  after  their  operations. 
Pneumoperitoneum  was  then  used  in  these 
three  cases  with  considerable  benefit.  Six- 


teen other  non-tuberculous  emphysematous 
patients  were  also  treated  by  pneumoperi- 
toneum. These  authors  state  that  of  this 
total  of  22  patients,  10  showed  marked  im- 
provement and  3 showed  moderate  improve- 
ment. 

In  conclusion  I wish  to  repeat  that  pneu- 
moperitoneum has  a definite  place  in  the 
treatment  of  pulmonary  tuberculosis.  Its  use 
in  the  treatment  of  pulmonary  emphysema 
appears  promising,  but  more  experience  is 
needed  for  final  evaluation. 
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Clinical  Electroencephalography  in 
Non-Convulsive  Disorders 
of  the  Brain 

R.  J.  ELLINGSON,  Ph.D. 

EEG  Laboratories,  the  University  of  Nebraska 
College  of  Medicine  and  the  Lutheran  Hospital, 

Omaha,  Nebraska 

This  is  the  second  of  two  articles  on  the 
use  of  electroencephalography  in  the  evalu- 
ation of  various  disorders  of  the  brain.  The 
first  article  (Neb.  State  Med.  J.  36:396  ff., 
Dec.,  1951;  37:12-14,  Jan.,  1952)  dealt  with 
electroencephalography  as  an  aide  in  the  di- 
agnosis of  convulsive  disorders  and  included 
a description  of  normal  brain  wave  activity. 
This  article  deals  with  electroencephalogra- 
phy as  an  aid  in  the  evaluation  of  non-convul- 
sive  brain  disorders. 

In  the  electroencephalogram  (EEG)  the 
most  common  sign  of  injured  or  diseased 
brain  tissue  is  the  presence  of  slow  waves  in 
the  vicinity  of  the  affected  brain  tissue.  If 
all  brain  tissue  is  affected  (as  in  various  in- 
fectious diseases)  the  slow  waves  may  appear 
over  all  brain  areas.  Such  diffuse  slow  wave 
activity  may  also  occur  in  the  presence  of  a 
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generalized  increase  in  intracranial  pressure 
or  in  the  case  of  certain  deep-seated  lesions 
involving  centers  which  project  diffusely  to 
the  cerebral  cortex.  Other  signs  of  injured 
or  diseased  tissues  are  fast  waves,  spikes, 
and  amplitude  asymmetry. 

BRAIN  TUMORS  AND  ABSCESSES 
Reliable  reports  show  that  in  the  proper 
hands  the  EEG  successfully  indicates  the 


it  distinguish  between  j;umors  and  other  le- 
sions which  produce  similar  brain  wave  ab- 
normalities. The  EEG  does  indicate  in  8 or 
9 out  of  every  10  cases,  that  a lesion  is  pres- 
ent and  that  it  is  most  likely  in  a certain 
place.  If  a second  EEG  is  recorded  after  a 
period  of  time,  abnormalities  due  to  tumors 
or  other  expanding  lesions  will  have  in- 
creased whereas  those  due  to  non-expanding 
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Fig.  1.  Abnormal  EEC’s  in  cases  of  brain  tumor. 


A.  High  voltage  slow  waves,  maximal  in  tracing  derived 
from  the  left  frontal  lead.  Female,  age  30.  Astrocytoma  in 
the  left  frontal  lobe,  verified  at  operation  and  necropsy. 

B.  High  voltage  slow  waves,  maximal  in  both  frontal  trac- 
ings. Female,  age  64.  Massive  glioblastoma  multiforme  infil- 

presence  of,  and  locates,  80  to  90  per  cent  of 
all  brain  tumors.  Most  of  those  not  correctly 
identified  are  deep  to  the  cortex,  in  the  dien- 
cephalon or  subtentorial.  The  EEG  however, 
cannot  distinguish  between  types  of  tumors 
(astrocytomas,  meningeomas,  etc.)  nor  can 


trating  both  frontal  lobes,  verified  at  necropsy.  In  both  cases 
note  spread  of  lower  voltage  slow  waves  to  other  areas. 

In  this  figure  and  figure  3:  (I)  left;  (r)  right;  (f)  frontal: 

(m)  sensory-motor;  (p)  parietal;  (o)  occipital;  (e)  conjoined 
ear-lobe  reference  lead. 

lesions  either  will  not  have  changed  or  will 
have  diminished. 

Brain  tumors  are  not  themselves  electrical- 
ly active.  The  abnoiTnal  brain  waves  (usual- 
ly slow  waves)  associated  with  them  are  pro- 
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duced  by  the  brain  tissue  which  is  being  de- 
stroyed by  the  tumor.  By  noting  from  which 
scalp  leads  such  waves  are  recorded,  the  loca- 
tion of  the  tumor  can  be  discovered  in  most 
cases — including  a few  cases  in  which  all 
other  methods  fail.  Fig.  1 illustrates  the 
manner  in  which  brain  tumors  are  identified 
and  localized  by  the  EEG. 


Brain  abscesses  produce  slow  activity  sim- 
ilar to  that  produced  by  brain  tumors.  Occa- 
sionally spikes  are  also  seen,  especially  when 
the  abscess  is  epileptogenic. 

TRAUMATIC  BRAIN  DAMAGE 
In  cases  of  brain  lesions  due  to  trauma- 
tization of  brain  tissue  slow  waves  are  again 
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Fig.  2.  Abnormal  EEC’s  in  cases  of  severe  traumatic  injury  to 
the  brain  caused  by  gunshot.  The  area  of  skull  defect  is  indi- 
cated by  the  black  areas  on  the  sketches.  The  extent  of  brain 
damage  in  these  cases  is  not  known  exactly,  but  is  undoubtedly 
greater  than  the  extent  of  the  skull  defects. 

A.  Male,  age  12.  Complete  paralysis  of  left  arm  and  partial 
paralysis  of  left  leg.  EEG  recorded  2 months  after  accident. 
The  electrodes  from  which  the  2nd,  4th,  and  6th  tracings  are 
derived  are  indicated.  The  1st,  3rd.  and  5th  tracings  are  de- 
rived from  homolgous  areas  of  the  left  (uninjured)  hemisphere. 

The  advantage  of  the  EEG  in  cases  of  sus- 
pected brain  tumor,  lies  both  in  its  clinical 
success  and  in  the  non-traumatic  nature  of 
the  procedure. 


Note  the  high  voltage  3 per  second  waves  in  the  2nd  (right 
frontal)  tracing  and  the  prominent  spread  to  the  1st  (left 
frontal)  tracing.  Note  also  the  relative  flatness  of  the  4th 
tracing  (derived  from  electrodes  spanning  the  area  of  greatest 
injury),  indicating  extensive  destruction  of  neurons  in  that  area, 
B.  Male,  age  14.  Complete  left  hemiparesis.  EEG  recorded 
2 weeks  after  accident.  Strip  shown  was  recorded  while  the 
patient  was  asleep.  Note  normal  sleep  patterns  from  the  left 
side  of  the  head  and  their  absence  on  the  right.  These  sleep 
waves  normally  arise  in  the  sensory-motor  region  of  the  brain, 
which  has  been  largely  destroyed  on  the  right. 

the  most  common  type  of  abnormality  and 
spikes  the  next  most  common.  Fast  activ- 
ity or  wave  fonns  resembling  those  seen  in 
epileptic  phenomena  may  also  be  present. 
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Beyond  indicating  the  presence  of  abnorm- 
ally functioning  brain  tissue,  the  chief  value 
of  the  EEG  is  in  locating  the  area  of  injury. 
The  locating  technique  is  the  same  as  that 
employed  with  expanding  lesions,  and  the 
frequency  of  success  is  similar  in  cases  of  re- 
cent, verified  injury.  The  EEG  frequently 
reveals  evidence  of  unsuspected  contrecoup 
damage  to  parts  of  the  brain  distant  from  the 
site  of  external  injury.  (It  is  suspected  that 
many  cases  of  temporal  lobe  epilepsy  result 
from  contrecoup  damage  to  the  tips  of  the 
temporal  lobes). 

The  magnitude  of  EEG  abnormalities  is  a 
good,  but  not  infallible,  indicator  of  the  se- 
verity of  underlying  brain  damage,  and  is 
therefore  of  prognostic  value.  The  presence 
of  high  voltage  irregular  slow  waves  or  of 
many  spikes,  or  both,  indicates  a severe  le- 
sion. Lower  voltage,  smooth-contoured,  slow 
waves  or  fast  waves  usually  indicate  a milder 
degree  of  damage. 

Clinical  recovery  from  brain  injury  is 
usually  accompanied  by  a comparatively  rap- 
id shift  of  brain  wave  patterns  toward  nor- 
mal. It  is  sometimes  difficult  to  obtain  clear- 
cut  evidence  of  damage  to  the  brain  after 
even  so  short  a time  as  a few  weeks  or  even 
days  in  cases  of  mild  damage.  On  the  other 
hand,  abnormalities  may  be  apparent  in  the 
EEG  many  months  after  injury  or  even 
pennanently.  In  order  to  stand  the  best 
chance  of  obtaining  such  information  as  the 
EEG  can  yield,  it  is  advisable  to  submit  the 
patient  for  EEG  examination  as  soon  as  pos- 
sible after  the  injury  has  occurred.* 

Like  the  magnitude  of  abnormality,  the 
rate  of  improvement  of  abnomial  EEG  pat- 
terns is  an  indicator  of  the  severity  of  the 
lesion  and  is  of  prognostic  value.  Such  in- 
formation is  obtainable  only  through  serial 
EEGs  of  course.  If  the  EEG  improves  rap- 
idly, prognosis  is  good;  if  very  slowly,  prog- 
nosis is  poor.  If  spikes  or  other  epileptiform 
activity  are  persistent,  the  probability  that 
post-traumatic  epilepsy  will  develop  is  in- 
creased. 

If  neurological  signs  of  brain  damage  are 
still  present  after  complete  EEG  recovery, 
the  prognosis  for  further  clinical  improve- 
ment is  poor,  because  the  remaining  deficit 
probably  can  be  attributed  to  the  death  of 
the  neural  elements  previously  responsible 
for  controlling  the  lost  functions.  Therefore, 

‘EEC’s  have  been  accepted  in  many  states  as  evidence  of 
brain  injury  in  medicolegal  cases. 


it  can  be  seen  that  recovery  of  the  EEG  to 
pre-injury  patterns  does  not  necessarily 
mean  complete  recovery  of  the  injured  brain 
tissue.  A great  many  neurons  may  be  lost 
pennanently  without  any  sign  of  such  deficit 
in  the  EE(5.  The  reason  for  this  state  of 
affairs  is  quite  simple.  Slow  waves  and  other 
EEG  abnormalities  are  produced  by  neurons 
that  are  functioning  abnormally.  After  such 
neurons  die  they  cease  to  function  at  all  and 
consequently  no  longer  affect  the  EEG. 

Fig.  2 shows  examples  of  EEGs  follow- 
ing severe  traumatic  brain  damage. 

CEREBRAL  VASCULAR  LESIONS 

Cerebral  Vascular  Accidents.  The  EEG 
shows  some  abnormality  in  about  90  per  cent 
of  acute,  and  in  about  60  per  cent  of  old  cere- 
bral vascular  accidents.  The  incidence  of 
severe  EEG  abnormality  is  twice  as  high  in 
the  former  as  in  the  later  cases. 

EEG  changes  produced  by  cerebrovascular 
accidents  are  very  similar  to  those  produced 
by  traumatic  lesions  in  several  respects.  Slow 
waves  are  the  principal  abnormal  sign.  They 
are  maximal  immediately  following  hemor- 
rhage and  tend  to  diminish  rapidly  with 
time.  The  severity  of  the  EEG  abnormality 
and  the  rate  of  EEG  recovery  are  roughly 
correlated  with  the  severity  of  the  lesion. 

On  the  other  hand,  since  cerebral  vascular 
accidents  tend  to  occur  deep  to  the  cortex  and 
since  deep  lesions  are  not  as  readily  located 
by  electroencephalography  as  cortical  lesions, 
sometimes  the  best  localization  that  can  be 
made  is  to  identify  the  side  of  the  brain  in 
which  the  lesion  is  present. 

Hematomata.  The  EEG  shows  some  ab- 
normality in  about  90  per  cent  of  verified 
subdural  and  subarachnoid  hematomata,  lat- 
eralizes  the  lesion  correctly  in  about  75  per 
cent,  and  locates  it  correctly  in  50  per  cent. 
Rapid  return  to  normal  EEG  patterns  usual- 
ly follows  successful  evacuation  of  the  hema- 
toma. 

The  principal  EEG  sign  in  hematomata  is, 
again,  the  slow  wave,  which  is  usually  most 
prominent  at  the  borders  of  the  lesion.  K 
the  lesion  is  extensive,  depression  of  brain 
waves  may  be  noted  when  the  recording  elec- 
trodes are  placed  directly  over  it. 

Cerebral  Arteriosclerosis.  There  are  no 
specific  EEG  abnormalities  associated  with 
cerebral  arteriosclerosis.  The  EEG  may  be 
normal,  or  often  it  is  slightly  abnormal,  fast 
or  slightly  abnormal,  slow. 
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INFECTIOUS  DISEASES 
Encephalitis.  During  the  acute  and  sub- 
acute stages  of  encephalitis  the  EEC  shows 
diffuse  or  localized  slow  waves.  The  severity 
of  the  EEC  abnormality  correlates  with  the 
severity  of  symptoms,  and  clinical  recovery 
is  paralleled  by  a return  of  the  EEC  to  nor- 
mal, but  the  EEC  frequently  shows  some 
residual  abnormality  over  a period  of  time 
up  to  a year  after  apparently  complete  clin- 
ical recovery.  In  severe  cases,  especially 


DEGENERATIVE  DISORDERS 
It  is  not  possible  here  to  go  into  detail  con- 
cerning the  nature  of  EEC  changes  in  spe- 
cific degenerative  disorders.  In  general  the 
EEC  shows  mild  to  pronounced  abnormality, 
usually  slow  waves,  during  periods  of  exacer- 
bation of  the  degenerative  process,  and  tends 
otherwise  to  be  normal.  Such  EEG  abnor- 
malities may  be  diffuse  or  localized  depend- 
ing upon  whether  the  process  is  diffuse  or 
localized.  In  those  cases  in  which  seizures 


Fisr.  3.  Male,  age  19.  Tuberculous  encephalitis.  Note  diffuse  slow  wave  activity  typical  of  acute  encephalitis  and  meningitis. 


when  post-encephalitic  epilepsy  develops, 
there  may  be  considerable  EEG  abnonnality 
for  prolonged  periods  after  the  cessation  of 
the  acute  infection.  See  Fig.  3. 

Neurosyphilis.  About  50  per  cent  of  pa- 
tients with  acute  syphilis  of  the  central  nerv- 
ous system  have  abnormal  EEGs,  and  an- 
other 30  per  cent  have  borderline  EEGs. 

Abnomial  EEGs  are  most  frequent  in  men- 
ingo-vascular  syphilis,  general  paresis,  and 
in  syphilitic  optic  atrophy.  The  incidence  of 
abnormality  in  tabes  dorsalis  is  no  greater 
than  that  in  control  groups.  Paroxysmal 
dysrhythmia  in  the  EEG  is  almost  invariable 
when  seizures  are  a prominent  symptom. 
EEG  abnormalities  are  more  severe  in  un- 
treated patients  than  those  undergoing  treat- 
ment. 

There  is  no  characteristic  pattern  of  EEG 
abnormality  in  syphilis.  Slow  waves  are 
most  commonly  found  in  patients  showing 
symptoms  of  confusion,  disorientation,  and 
memory  loss.  Fast  waves  tend  to  accompany 
symptoms  of  euphoria  and  mood  disturb- 
ances. The  EEG  is  likely  to  be  normal  in  pa- 
tients with  hallucinations  or  delusions. 


develop,  EEGs  are  usually  typical  of  symp- 
tomatic epilepsy. 

MISCELLANEOUS  DISORDERS 

Up  to  this  point  those  disorders  have 
been  discussed  which  produce  EEG  abnor- 
malities most  of  the  time  and  in  which  the 
EEG  is  regularly  used  as  a diagnostic  and/or 
prognostic  aid.  In  the  disorders  discussed 
brain  tissue  is  directly  affected  by  injury  or 
disease.  There  is  also  a wide  variety  of  dis- 
orders in  which  the  functioning  of  brain 
tissue  is  indirectly  affected  and  in  which 
EEG  abnormalities  are  sometimes  produced. 
Any  disorder  which  affects  general  metabo- 
lism— for  example,  by  producing  fever,  pH 
shifts,  nutritional  deficiencies,  Oj  - CO,  or 
K-Ca  imbalance,  etc.  — may  bring  about 
EEG  abnormality  if  metabolism  within  the 
brain  is  affected.  In  such  cases  the  EEG 
may  be  used  as  an  indicator  of  the  extent  and 
seriousness  of  brain  involvement.  Usually 
such  EEG  changes  are  transient  and  do  not 
indicate  irreversible  damage.  If  the  EEG 
remains  abnormal  after  the  acute  period  of 
the  disorder,  irreversible  damage  may  have 
occurred. 

General  metabolic  changes  caused  by  thy- 
roid disorders  alter  the  frequency  of  brain 
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waves.  In  h>'perthyroidism  the  frequencies 
of  brain  waves  are  increased  and  in  hypothy- 
riodism  — cretinism,  myexdema  — they  are 
decreased,  but  in  mild  cases  such  changes  are 
not  great  enough  to  make  the  EEG  abnomial. 

About  50  per  cent  of  diabetic  patients  who 
suffer  severe  insulin  reactions  have  abnormal 
EEGs.  The  EEG  also  tends  to  be  abnormal 
in  cases  of  Addison’s  disease  with  impaired 
carbohydrate  metabolism,  and  in  hypopara- 
thyroidism, where  hypocalcemia  appears  to 
be  the  responsible  factor. 

Any  acute  severe  toxic  state  will  of  course 
be  accompanied  by  an  abnormal  EEG.  The 
most  common  of  these  are  acute  alcoholism, 
carbon  monoxide  poisoning,  and  acute  bar- 
bitui’ate  poisoning.  In  the  latter  instance  the 
EEG  has  proved  to  be  prognostically  useful: 
if  the  EEG  is  characterized  by  flatness  of 
the  tracings  only  occasionally  broken  by 
short  bursts  of  slow  waves,  the  prognosis  is 
poor;  if  only  high  voltage  slow  waves  are 
present,  the  prognosis  is  guarded;  the  more 
fast  activity  present,  the  better  the  prog- 
nosis. 

Chronic  encephalopathies  of  toxic  origin, 
such  as  those  due  to  lead  compound  poison- 
ing and  carbon  monoxide  poisoning,  are  very 
often  accompanied  by  permanently  abnormal 
EEGs.  However  the  EEG  is  usually  normal 
in  chronic  alcoholism. 

NEUROLOGICAL  DISORDERS  COMMONLY 
ACCOMPANIED  BY  NORMAL  EEGS 

There  are  a number  of  disorders  in  which 
the  EEG  might  be  expected  to  be  abnormal 
but  is  not.  In  these  instances  the  EEG  may 
be  useful  in  differentiation.  Chronic  alco- 
holism has  already  been  mentioned.  The 
EEG  is  normal  in  syncope  even  during  at- 
tacks, differentiating  it  from  petit  mal;  and 
in  migraine  and  tension  headache,  differen- 
tiating them  from  brain  tumor  or  other  intra- 
cranial lesions.  The  EEG  is  usually  normal 
in  poliomyelitis  even  during  the  acute  stage. 
A high  percentage  of  abnormal  EEGs  has 
been  reported  during  one  anterior  polio- 
myelitis epidemic,  so  it  may  be  that  some 
strains  of  polio  virus  do  produce  cortical  ef- 
fects. This  speculation  however  has  not  been 
confirmed. 

The  EEG  is  usually  normal  in  Parkinson’s 
disease.  When  the  EEG  is  abnormal  the  ab- 
normalities are  not  specific  and  the  rhythms 
usually  bear  no  relationship  to  the  involun- 
tary movements  observed. 


Patients  with  “functional”  psychiatric  dis- 
orders, including  criminal  psychopaths,  have 
abnormal  EEGs  slightly  more  frequently 
than  healthy  controls.  The  difference  is  sta- 
tistically significant  but  not  great.  Such 
EEGs  fall,  for  the  most  part,  into  the  slight- 
ly or  minimally  abnormal  category  and  are 
not  specific,  so  the  EEG  is  of  use  diagnostic- 
ally  only  in  differentiating  those  cases  in 
which  some  gross  brain  pathology  is  partial- 
ly or  wholly  responsible  for  the  behavioral 
abnormality.  Abnormal  EEGs  are  very  com- 
mon on  the  other  hand  in  children  with  pri- 
mary behavior  disorders,  the  rate  of  ab- 
normality being  50  to  80  per  cent  in  different 
groups  studied,  against  15  per  cent  for  “nor- 
mal” children.  These  findings  suggest  or- 
ganic factors  in  some  psychiatric  patients 
without  other  signs  of  organic  involvement, 
but  since  it  is  not  yet  possible  to  “decode”  the 
EEG’s  more  subtle  messages,  their  clinical 
usefulness  is  at  present  negligible. 

CONCLUSIONS 

The  EEG  is  a useful  diagnostic  and  prog- 
nostic adjunct  in  a wide  variety  of  non-con- 
vulsive  disorders  of  the  brain,  but  especially 
in  brain  tumor,  recent  traumatic  injury, 
acute  infections,  and  acute  vascular  lesions. 
EEG  abnormalities  are  for  the  most  part 
nonspecific,  that  is,  they  do  not  indicate  the 
nature  or  cause  of  the  dysfunction  which 
gives  rise  to  them  — except  in  the  epilepsies. 
The  EEG  does:  (1)  indicate  that  there  is  a 
disorder  of  brain  functioning;  (2)  frequently 
locate  the  dysfunction — diffuse  or  focal,  and 
(3)  roughly  indicate  the  severity  of  the  le- 
sion or  disease  process. 

In  considering  the  significance  of  EEG 
findings  in  specific  cases  the  following  points 
may  be  helpful : 

1.  Borderline  and  slightly  abnormal  EEGs 
are  not  uncommon  among  normal,  healthy 
individuals  (10  to  15  per  cent) ; therefore 
they  cannot  be  considered  significant  unless 
there  is  other  evidence  of  brain  pathology, 
in  which  case  they  may  be  considered  con- 
firmatory evidence. 

2.  Abnormal  and  very  abnormal  EEGs  oc- 
cur much  less  frequently  in  nomial  indi- 
viduals; focal  abnormal  EEGs  almost  never 
occur  in  normal  people.  Such  EEG  findings 
will  rarely  be  obtained  in  thq  absence  of  other 
evidence  of  brain  pathology.  They  usually 
form  an  integral  part  of  the  patient’s  syn- 
drome and  contribute  significantly  to  diag- 
nosis and  prognosis.  However,  care  must  be 
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used  in  interpreting  the  EEG  results.  For 
instance,  abnormal  EEGs  are  often  caused  by 
transient  processes  of  little  specific  neuro- 
logical significance,  such  as  general  systemic 
infection  with  fever. 

3.  It  cannot  be  overemphasized  that  no 
diagnosis  should  ever  be  made  upon  the  basis 
of  an  EEG  alone.  If  a clearly  abnormal  EEG 
— especially  focal  — is  obtained  which  does 
not  “fit”  the  clinical  picture,  the  EEG  should 
be  repeated.  If  identical  results  are  obtained 
from  the  second  EEG,  then  further  investi- 
gation is  not  only  warranted,  but  indicated. 


Carcinoma  of  the  Bladder* 

Its  Diagnosis  and  Care 

HENRY  KAMMANDEL,  M.D. 

Omaha,  Nebraska 

It  is  apparent,  from  the  literature  regard- 
ing the  care  of  the  patient  with  carcinoma 
of  the  bladdez’,  that  many  differences  of 
opinion  exist.  This  is  due  mainly  to  the  lack 
of  knowledge  as  to  the  etiology  of  the  lesion 
and  to  the  variety  of  characteristics  which 
these  lesions  of  the  bladder  present.  As  long 
as  we  must  treat  the  end  result  produced  by 
an  unknown  agent,  problems  in  therapy  will 
arise.  Nevertheless,  these  problems  are  not 
hopeless  if  attacked  early  and  adequately. 
We  have  many  avenues  of  approach ; treat- 
ment that  may  be  the  answer  for  one  indi- 
vidual may  be  completely  inadequate  for  an- 
other. The  therapeutic  management  of  vesi- 
cal malignancy  must  be  the  one  which  is 
most  applicable  to  the  individual  problem. 

ETIOLOGY 

The  etiologic  factors  which  are  most  com- 
monly cited  as  producing  cellular  alteration 
are  trauma  and  irritation.  The  factor  of 
trauma  can  be  excluded  regarding  the  blad- 
der, since  the  organ  is  so  well  protected  from 
exteiTial  violence,  unless  we  include  the  daily 
work  trauma  produced  while  the  organ  is 
filling  and  emptying.  The  irritant  factors 
are  certainly  more  common,  and  may  be  mul- 
tiple in  origin.  These  may  be  chemical  in 
nature,  as  aniline  dyes,  or  bacterial,  para- 
sitic or  viral.  It  is  probable  that  all  produce 
or  activate  a carcinogenic  substance.  In  re- 
viewing 136  cases,  of  which  76  are  from  a 
large  city  institution  and  60  from  private 
practice,  I could  not  designate  any  specific 

*Read  before  the  83rd  Annual  Session  of  the  Nebraska  State 
Medical  Association.  May  1,  1951. 


cause,  other  than  to  say  “secondary  to  a car- 
cinogenic agent.” 


SYMPTOMS  AND  DIAGNOSIS 
Since  carcinoma  of  the  bladder  usually  has 
an  insidious  onset  and  grows  silently  and 
sluggishly,  one  should  be  alert  to  recognize 
its  first  sign.  It  is  quite  apparent,  as  one  re- 
views these  cases,  that  procrastination  is 
folly,  but  whether  the  fault  lies  with  the  pa- 
tient or  the  physician,  cannot  be  determined. 
I am  assuming  that  both  are  at  fault.  It  was 
found  that  both  the  indigent  and  non-indi- 
gent  patients  demonstrated  a similar  trend 
of  lethargy  in  seeking  definitive  diagnosis. 
(Tables  1 and  2)  Almost  50%  of  these  cases 


TABLE  I 


INSTITUTIONAL  CASES 

DURATION  OF  SYMPTOMS  PRIOR  TO  DEFINITIVE 
DIAGNOSIS 


Duration 

Less  than  1 week 

Less  than  1 month-.. 
Le?s  than  6 months 

Less  than  1 year 

More  than  1 year 


No. 

Per  Cent 

16 

21.6 

10 

13.5 

16 

21.6 

13 

17.5 

19 

25.7 

Total 


74  99.9 


TABLE  II 


NON-INSTITUTIONAL  CASES 
DURATION  OF  SYMPTOMS  PRIOR  TO  DEFINITIVE 
DIAGNOSIS 


Duration 

Less  than  1 week 

Less  than  1 month.. 
Less  than  6 months 

Less  than  1 year 

More  than  1 year 


No. 

Per  Ce) 

5 

8.3 

9 

15 

17 

28.3 

14 

23.3 

15 

25 

Total  60  99.9 

were  seen  after  the  presenting  symptom  of 
hematuria  or  vesical  irritability  had  been 
present  over  six  months  before  diagnosis 
was  established;  only  15%  of  the  cases  were 
seen  within  one  week  of  onset  of  symptoms. 
Hematuria,  with  or  without  vesical  irritabil- 
ity, is  not  a green  light,  a go  ahead  signal  to 
orally  medicate ; nor  is  it  a yellow  light  of 
caution,  designating  watchful  waiting;  it 
is  a red  light  indicating  possible  danger 
ahead  if  it  is  not  immediately  heeded.  Hema- 
turia, no  matter  in  what  age  group,  indicates 
immediate  investigation  to  determine  its  or- 
igin in  the  urinary  tract  and  the  nature  of 
the  lesion.  It  is  sad  that,  with  the  facilities 
of  exact  diagnosis  at  our  disposal,  these  ave- 
nues of  investigation  so  often  are  utilized 
late  rather  than  immediately. 

Bladder  tumors  often  produce  intermit- 
tent hematuria.  Long  intervals  between 
bouts  of  bleeding  lull  the  patient  and  the 
physician  into  a sense  of  false  security, 
arousing  suspicion  only  when  the  bleeding 
recurs  or  is  of  major  proportion. 

Hematuria  is  not  the  only  symptom  which 
should  arouse  suspicion  of  underlying  path- 
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ology.  (Tables  3 and  4)  Vesical  irritability  in 
the  form  of  frequency,  urgency,  dysuria,  and 
nocturia,  with  or  without  bladder  discom- 
fort, was  noted  as  the  only  symptomatology 

TABLE  III 

COMPARISON  OF  SYMPTOMS 

Papillary  Epider- 

Papilloma  Carcinoma  moid*  Per  Cent 


Hematuria  2 32  15  65 

No  Hematuria  0 7 20  35 

Total  2 39  35  100 


(Total  cases  76). 

♦All  tumors  revealing  the  slightest  amount  of  epidermoid 
change  were  classified  as  epidermoid. 

TABLE  IV 

COMPARISON  OF  SYMPTOMS 

Papillary  Epider- 

Papilloma  Carinoma  moid  Per  Cent 


Hematuria  2 23  19  73.4 

No  Hematuria 0 3 13  26.6 

ToUl  2 26  32  100 


(Total  Caes  60). 

in  about  25%  of  the  cases  reviewed.  The  ses- 
sile ulcerated  epidermoid  tumor  was  the 
greatest  offender  in  this  regard.  It  is  appar- 
ent that  early  and  complete  cystoscopic  in- 
vestigation is  warranted  whenever  blood  or 
altered  bladder  habits  present  themselves. 
The  diagnosis  is  then  established  by: 

1.  Direct  visualization  of  the  offending  lesion  or 
lesions. 

2.  Pathologic  study  of  a repi’esentative  portion 
of  the  tumor  obtained  from  the  most  significant 
area. 

3.  Cystographic  examination  to  determine  infil- 
tration and  extension  of  the  malignancy  or  both. 

4.  Bimanual  palpation  under  anesthesia  has  been 
advocated  by  Dr.  Jewett  to  further  determine  the 
extent  of  invasion  into  or  through  the  vesical 
walPD. 

To  establish  the  correct  therapeutic  ap- 
proach to  the  problem,  the  urologist  must 
have  clearly  in  mind  the  type  of  tumor  with 
which  he  is  dealing,  the  area  of  bladder  in- 
volvement, the  extent  of  invasion  of  this 
malignancy  into  the  bladder  wall  or  beyond, 
and  the  general  overall  condition  of  the  pa- 
tient. To  satisfactorily  arrive  at  his  conclu- 
sion, he  must  have  the  cooperation  of  the 
pathologist  and  the  roentgenologist. 

The  pathologist  can  only  report  on  that 
which  has  been  given  to  him  at  time  of 
biopsy.  This  tissue,  one  must  remember,  is 
diagnostic  for  itself  only*^).  The  bladder  tu- 
mor may  have  many  faces ; one  portion  may 
appear  benign,  while  another  may  show  ma- 
lignant changes ; one  portion  may  be  papil- 
lomatous, another  papillary-carcinomatous ; 
and  still  other  regions,  epidennoid  or  adeno- 
matous. It  becomes,  therefore,  impossible  to 
classify  vesical  growths  on  the  basis  of  cell 
differentiation  alone.  The  new  growth  is  as 
malignant  as  its  most  malignant  part.  This 


may  be  determined  only  after  the  patholo- 
gist receives  the  entire  tumor. 

The  cystogram  has  a very  definite  place  in 
the  evaluation  of  the  extention  of  the  tumor 
into  the  vesical  wall  or  beyond.  If  the  outer 
vesical  wall  is  smooth  with  interruption  only 
of  its  internal  continuity,  one  can  be  satis- 
fied to  designate  this  a non-penetrating  tu- 
mor. However,  those  shadows  which  show  a 
shaggy  incoherent  outer  border  with  evi- 
dence of  similar  filling  defect  intravesically, 
can  be  assumed  to  be  infiltrative  and  to  be 
growing  beyond  the  confines  of  the  bladder 
itself.  A further  step  in  evaluating  the  ex- 
tent of  the  lesion  beyond  the  confines  of  the 
bladder  is  by  contrast  study  of  bladder  and 
rectosigmoid.  If  there  is  definite  evidence  of 
increased  distance  between  these  two  struc- 
tures, one  can  be  pretty  certain  that  extra- 
vesical  extension  has  taken  place. 

Since  most  of  the  tumors  arise  in  the  tri- 
gonal area  or  within  a very  short  distance  of 
this  structure,  it  is  not  unusual  to  have  sec- 
ondary obstructive  changes  along  the  path- 
way of  the  intravesical  portion  of  the  ureter. 
It  is  for  this  reason  that  intravenous  uro- 
graphy should  also  be  carried  out  in  order  to 
deteiTnine  the  status  of  the  upper  urinary 
tract. 

TREATMENT 

Any  therapy  directed  toward  the  bladder 
tumor  must  have  as  its  goal,  eradication  of 
the  presenting  lesion.  Treatment  should  be 
curative,  but  at  the  same  time,  must  not 
shorten  the  patient’s  life  or  increase  his  dis- 
comfiture. 

We  can  hope  for  curative  measures  if: 

1.  We  have  early  diagnosis  of  the  disease. 

2.  Immediate,  adequate,  and  suitable  treatment 
is  instituted. 

3.  Strict  followup  of  the  patient  be  maintained. 

It  is  generally  agreed  that  no  hard  and 
fast  rule  can  be  laid  down.  One  must  treat 
the  individual  patient  and  the  problem  that 
he  presents.  In  deciding  the  correct  therapy 
for  the  individual  patient  with  carcinoma  of 
the  bladder,  the  following  may  be  con- 
sidered : 

1.  The  location,  size  and  cytology  of  the  lesion 
as  reported  by  the  pathologist. 

2.  Whether  the  tumor  is  pedunculated  or  sessile. 

3.  Whether  it  is  infiltrative  of  non-infiltrative. 

4.  Whether  it  is  single  or  multiple. 

5.  If  papillary,  size  and  extent  of  its  base. 

6.  Its  anatomical  location  in  regard  to  the  urete- 
ral orifices  and  bladder  neck. 
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7.  Whether  there  is  secondary  disturbance  of  the 
upper  urinary  tract  and  its  viability  as  determined 
by  the  intravenous  urogram  or  retrograde  pyelo- 
gram. 

8.  Age  and  general  overall  condition  of  the  pa- 
tient. 

One  can  readily  see  that  these  factors  may 
vary  for  each  patient ; consequently,  variable 
conclusions  will  be  drawn,  giving  rise  to  var- 
iable approaches  and  opinions  in  regard  to 
therapy  of  choice. 

Since  the  majority  of  bladder  tumors  are 
of  the  papillary  variety,  and  show  a low  in- 
cidence of  muscular  infiltration,  the  trans- 
urethral approach  to  these  is  correct.  Espe- 
cially suited  for  electroresection  with  or 
without  coagulation  is  the  small  well-dif- 
ferentiated peduncuated  and  non-infiltrative 
lesion,  located  in  a suitable  site  accessible  to 
the  resecting  loop.  This  tumor  usually  pre- 
sents the  problems  of  recurrence,  usually  at 
a different  site,  and  of  carcinomatous 
change  with  increasing  undifferentiation  of 
cellular  structure. 

If  the  tumor  base  is  broad,  especially  if 
more  than  2 cm.,  mucosal  extension  or  even 
muscular  invasion  should  be  suspected.  This 
type  of  tumor,  if  located  in  a free  portion  of 
the  bladder,  is  best  treated  by  the  supra- 
pubic approach.  Simple  partial  cystectomy 
should  only  be  a part  of  the  therapy.  A gen- 
erous portion  of  healthy  surrounding  bladder 
wall  should  be  excised  with  the  tumor  itself. 
If  there  is  evidence  of  lymphatic  extension, 
an  attempt  should  be  made  to  remove  the 
lymphatic  pathway  in  this  region  from 
above  downward  to  the  bladder.  If  the  urol- 
ogist is  confronted  with  a tumor  invading  or 
causing  secondary  obstruction  to  the  urete- 
ral pathway  intravesically,  then  it  might  be 
necessary  to  transplant  the  ureter  either  to 
a different  location  in  the  bladder  or  into 
the  sigmoid.  No  matter  what  the  problem, 
the  bladder  should  not  be  closed  without 
treatment  to  the  entire  bladder  mucosa.  This 
can  be  effected  by  carbolization  of  the  blad- 
der or  by  intravesical  irradiation. 

Open  operation  on  the  bladder  has  been 
frowned  upon  because  of  possible  extra-vesi- 
cal spread  of  the  tumor  cells.  The  belief  that 
vascular  and  lymphatic  avenues  are  opened 
is  well  founded.  Recurrence  is  prone  to  occur 
at  the  cystotomy  site,  especially  in  those 
cases  in  which  the  indwelling  suprapubic 
tube- is  employed  for  deviation  of  the  urinary 
stream.  Since  autogenous  implants  occur, 
and  since  a great  percentage  of  tumor  recur- 


rences are  at  distant  foci  in  the  bladder  uro- 
thelium,  investigation  towards  this  end  is 
warranted.  Is  the  recurrence  actually  second- 
ary to  spread  of  tumor  cells  from  the  original 
site ; are  these  new  focal  points  already 
present  microscopically  at  the  time  of  the 
original  therapy;  or  have  they  formed  since 
surgery  because  of  the  ever  present  car- 
cinogenic agent?  These  answers  will  have  to 
be  looked  for  in  the  reports  of  the  patholo- 
gist as  he  receives  more  and  more  bladders 
following  radical  surgery  to  this  organ.  It 
behooves  the  therapist,  then,  to  direct  his 
treatment  to  the  entire  organ  as  well  as  to 
the  local  lesion,  especially  if  the  tumor  is 
carcinomatous  rather  than  papillomatous. 
External  irradiation  has  been  utilized  for 
this  purpose  but  its  therapeutic  effect  has 
been  disappointing. 

Radiation  therapy  in  the  form  of  radium 
pellets  introduced  per  Foley  catheter,  as  ad- 
vocated by  Drs.  Friedman  and  Lewis,  has 
definite  advantages  over  external  radia- 
tion brings  the  therapeutic  rays  to  the 

mucosa  directly  without  traversing  normal 
intervening  tissues  and  at  t h e same  time 
gives  ample  penetration  into  the  bladder 
musculature  with  very  little  systemic  reac- 
tion. This  type  of  therapeutic  approach  is 
especially  suited  to  superficially  located  le- 
sions over  the  trigone  or  close  to  the  bladder 
neck.  As  the  tumor  becomes  more  and  more 
invasive  and  more  undifferentiated  and  ana- 
plastic, radiation  becomes  less  curative,  only 
palliative. 

A method  which  I have  found  well  suited 
for  general  treatment  to  the  open  bladder  af- 
flicted with  papillomatosis  is  that  advocated 
by  Dr.  Kirwin^^h  The  procedure  accom- 
plishes one  of  several  things: 

1.  By  carbolization  any  desquamated  tumor  cells 
which  are  free  in  the  bladder  lumen  are  destroyed. 

2.  Any  foci  or  microscopic  cellular  carcinogenic 
derangement  will  also  be  destroyed  by  this  method 
if  this  pathological  change  occurs  in  the  uppermost 
layers  of  the  bladder  urothelium. 

3.  Carbolization  of  the  bladder  mucosa,  if  ap- 
plied correctly,  will  not  disturb  the  musculature  of 
the  bladder,  interfere  with  the  normal  vascular  sup- 
ply to  this  organ  or  cause  ulceration  of  its  mucosa. 

As  one  reviews  the  136  cases,  it  is  appar- 
ent that  a certain  percentage  of  these  could 
have  had  a greater  expectancy  of  life  if  the 
local  lesion  had  been  treated  more  radically. 
(Table  5,  6,  7)  The  obstructive  deaths  might 
have  been  helped  by  early  adequate  therapy 
in  the  form  of  excision  of  the  urinary  blad- 
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TABLE  V 

REVIEW  OF  76  BLADDER  TUMOR  CASES 
(Institutional)  62  Autopsy  Cases 

Cures  Renal  Ob- 

Solit.  Mult.  (5yr.)  Death  structive  Tumor  Other 


Papilloma  2 6 1 1 1 - - 

Non-infilt. 

Pap.  Carcinoma  12  12  8 16  4 6 6‘ 

Infiltrating 

Pap.  Carcinoma  12  3 1 14  4 5 5 

Epidermoid  24  11  4 31  15  9 7 


TABLE  VI 

REVIEW  OF  60  BLADER  TUMOR  CASES 


(Non>Institutional) 

Loc.  Dif.  No. 

Solit.  Multi.  Recur.  Recur.  Death  Cases 

Papilloma  2 _ lx  5x  0 2 

Papillary 

Carcinoma  13  10  2 8 4 23 

(2  from  T) 

Pap.  Carcinoma 

Infiltrating  12  1-23 

Epidermoid  17  15  3 12  18  32 

(11  from  T) 

TABLE  VII 


DISTRIBUTION  OF  BLADDER  CARCINOMA 
METASTASES 


Location  No. 

Perivesical  8 ( Direct  Extension) 

Pelvic  17  (Lymphatic) 

Retroperitoneal  16 

Lung  4 (Hematogenous) 

Liver  3 

Bone  2 

Kidney  2 

Adrenal  2 


der  and  ureteral  transplant.  At  present,  the 
indications  for  total  cystectomy  vary  accord- 
ing to  the  author  presenting  the  problem. 
However,  most  of  them  fall  into  categories 
described  by  Higgins^^h 

1.  Abdominal  exploration  reveals  no  distant  met- 
astasis. Unless  the  iliac  nodes  are  too  extensively 
involved,  they  may  be  removed  by  block  dissection. 

2.  Encroachment  of  the  tumor  upon  a uretral  ori- 
fice or  extension  into  the  posterior  urethra. 

3.  Extensive  single  or  multiple  infiltrative  tu- 
mors. 

4.  Multiple  recurring  tumors  not  controlled  by 
previous  therapy. 

5.  High  grade  malignant  neoplasm  confined  to 
the  bladder. 

6.  Renal  function  must  be  adequate  and  distant 
or  extensive  local  extension  is  absent. 

7.  The  patient’s  general  condition  permitting. 

Of  the  entire  group  of  tumors  of  the  blad- 
der about  60%  can  be  treated  by  the  trans- 
urethral route.  Another  30%  can  be  treated 
very  satisfactorily  by  open  surgery.  The 
other  10%  fall  into  the  category  of  radical 
extensive  surgery  and  deviation  of  the  ur- 
inary pathway. 

Since  it  is  a doctor’s  obligation  not  only  to 
cure,  but  also  to  comfort  the  patient,  it  is 
our  duty  in  the  face  of  extensive  metastatic 
disease  with  the  presence  of  marked  bladder 
discomfort  to  relieve  these  patients  and  as- 
sure them  a comfortable  rather  than  a tor- 
mented existence  to  their  time  of  demise. 
This  may  be  accomplished  by  transferring 
the  ureters  and  urinary  flow  from  the  blad- 


der to  the  outside  world  by  one  of  the  follow- 
ing methods: 

1.  By  nephrostomy,  bilaterally  or  unilaterally, 
as  may  be  the  case  dependent  upon  the  viability  of 
renal  tissue;  this  requires  an  external  appliance. 

2.  Transplanting  the  ureters  to  the  skin  resulting 
in  a veiy  low  mortality  but  again  requiring  con- 
stant attention  to  the  transplant  site  and  the  wear- 
ing of  appliances. 

3.  Although  the  mortality  of  the  ureteral-sig- 
moid transplant  in  this  type  of  patient  is  somewhat 
higher  than  one  would  desire,  it  is  nevertheless 
feasible  if  the  general  condition  of  the  patient  war- 
rants. The  end  result  is  one  without  the  necessity 
of  appliances  or  of  constant  care  to  the  surgical 
site.  Although  this  appears  to  be  nothing  more  than 
palliation,  it  has  been  shown  by  Dr.  E.  Davis(6)  and 
others,  that  there  is  definite  evidence,  in  some  cases, 
of  tumor  regression.  This  may  be  due  to  lack  of 
constant  carcinogenic  irritation. 

SUMMARY 

Early  diagnosis  of  bladder  malignancy  is 
necessary  in  order  to  establish  early  and  ade  - 
quate therapy  to  the  neonlastic  lesion.  It  be- 
comes quite  apparent  that  hematuria  as  well 
as  altered  bladder  physiology  are  signals  to 
be  immediately  investigated.  Once  the  diag- 
nosis has  been  established,  the  treatment 
should  be  directed  towards  a cure.  This  can- 
not be  determined  by  rule  of  thumb  but  must 
be  so  directed  as  to  offer  the  greatest  pos- 
sible chance  of  cure  without  jeopardizing  the 
patient’s  life  expectancy  or  producing  a 
greater  morbidity  than  already  exists.  A 
strict  post-surgical  followup  should  always 
be  maintained  in  order  that  recurrences  may 
be  treated  immediately. 

I am  indebted  to  Dr.  James  Lisa,  New 
York  City  Hospital,  in  making  available  to 
me  the  autopsy  material  utilized  in  this  pa- 
per. 
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It  is  a provocative  thought  . . . that  of  the  nine 
leading  or  first  causes  of  death,  tuberculosis  is  the 
only  one  that  we  possess  the  means  to  eradicate. 
(Edward  W.  Hayes,  M.D.,  Calif.  Med.,  Dec.,  1950). 
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Estimation  of  Blood  Pressure  by 
Arterial  Palpation* 

FRANK  COLE,  M.D. 

Chief,  Department  of  Anesthesiology 
U.  S.  Veterans  Administration  Hospital 
Lincoln,  Nebraska 

It  is  common  practice  to  form  an  opinion  of 
a patient’s  arterial  blood  pressure  by  feeling 
his  pulse,  usually  at  the  wrist.  On  practical 
grounds  the  method  has  seemed  to  me  to 
have  little  to  offer  as  I have  seen  the  pres- 
sure rise  when  the  pulse  appeared  to  become 


was  weak.  I have  heard  it  said  that  pa- 
tient’s pulse  was  easily  compressible,  while 
his  systolic  and_diastolic  pressures  were  per- 
fectly normal.  The  technique  can  be  as  well 
opposed  for  theoretical  reasons.  The  ob- 
server is  feeling,  not  an  arterial  pressure,  but 
changes  in  the  arterial  pressure,  or  the  pulse 
pressure.  Thus,  if  the  heart  operated  con- 
tinuously, so  as  to  produce  a constant  pres- 
sure of  120  with  never  a drop  to  a diastolic 
level,  we  should  feel  nothing  at  the  wrist  de- 
spite the  presence  of  an  adequate  arterial 
blood  pressure.  Finally,  the  method  is  de- 


Actuol 

weaker  during  anesthesia  and  I have  on  sev- 
eral occasions  felt  an  excellent  pulse  in  a pa- 
tient with  an  almost  immeasurably  small 
blood  pressure.  I have  sometimes  been  told, 
on  coming  to  see  a patient  after  surgery,  that 
his  blood  pressure  was  good,  but  his  pulse 

*Reviewed  in  the  Veterans  Administration  and  published  with 
the  approval  of  the  Chief  Medical  Director.  The  statements 
and  conclusions  published  by  the  author  are  the  result  of  his 
own  study  and  do  not  necessanly  reflect  the  opinion  or  policy 
of  the  Veterans  Administration. 


systolic  pressure 
Figure  2. 

pendent  on  the  thinness  and  resiliency  of  the 
wall  of  the  artery;  while  a thick  rigid  tube 
may  contain  a liquid  under  high  pressure, 
nothing  can  be  learned  concerning  this  pres- 
sure or  even  changes  in  the  internal  pressure 
by  feeling  the  tube. 

In  each  of  the  following  instances  one  of 
several  medical  observers  attempted  to  esti- 
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mate  the  patient’s  blood  pressure  after  feel- 
ing his  pulse;  he  also  said  what  he  thought 
of  the  intensity  of  the  pulse;  at  the  same 
time,  the  patient’s  systolic  pressure  and  pulse 
pressure  were  determined  with  a sphyg- 
momanometer, according  to  the  Riva-Rocci 
method,  as  is  customary. 

Figure  1 contains  all  pertinent  information  col- 
lected. All  estimations  are  represented  graphically 
in  Figure  2;  each  dot  indicates  the  extent  of  inaccur- 
acy of  the  prediction  at  the  pressure  shown.  The 
vertical  line  is  drawn  at  the  105  level.  Note  that 
every  one  of  the  15  estimations  of  low  systolic  pres- 
sure was  too  high;  that  is,  no  dots  are  found  in  the 
low  portion  of  the  figure  to  the  left  of  this  line. 

FIGURE  I 
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From  these  few  estimations,  it  may  be 
seen  that: 

1.  Errors  ranged  from  0 to  45,  the  largest 
being  45  on  the  too  high  side  and  40  on  the 
too  low  side. 

2.  The  average  error  was  24.2  mm.  Hg., 
which  was  about  23%  of  the  systolic  pres- 
sure. The  greatest  error,  in  proportion  to 
the  systolic  pressure  (it  was  also  the  great- 
est error  independent  of  its  relation  to  the 
systolic  level)  was  64.3%.  Errors  in  estimat- 
ing low  pressures  do  not  become  proportion- 
ately small,  but,  in  fact,  increase  slightly,  so 
that  the  percentile  error  in  the  low  pressure 
is  twice  as  great  as  it  is  in  the  high. 

3.  Correlation  between  estimation  of  the 
quality  of  the  pulse  and  the  actual  pulse  pres- 
sure was  only  fair. 

4.  All  of  the  low  pressures  were  over- 
rated, by  an  average  of  27  points. 

5.  No  constant  error,  to  which  a corrective 
factor  could  be  applied,  was  found ; nor  did  it 


seem  possible  for  an  observer  to  improve  his 
accuracy  by  experience. 

As  it  appears  that  all  low  blood  pressures 
are  overrated  by  arterial  palpation,  it  seems 
that  it  is  never  safe  to  say  that  a patient  is 
all  right  after  merely  feeling  his  pulse.  Feel- 
ing the  pulse  yields  little  or  no  evidence  re- 
lating to  the  systolic  pressure  or  pulse  pres- 
sure, save  to  show  that  the  patient  is  alive. 


Multilocular  Empyema 

Case  Report 

WILLIAM  P.  KLEITSCH,  M.D. 

From  the  Department  of  Surgery  of  the 
Creighton  University  School  of  Medicine 
and  the  Veterans  Hospital,  Omaha,  Nebr. 

Omaha,  Nebraska 

A 51-year-old  white  male  was  admitted  to 
the  hospital  complaining  of  weakness,  weight 
loss  and  thoracic  pain.  The  admitting  diag- 
nosis was  intra-thoracic  abscess ; malignancy 
to  be  excluded. 

The  patient  had  been  employed  in  a rail- 
road crew,  working  near  Alliance,  when  he 
developed  lobar  pneumonia.  Because  of  bliz- 
zard conditions  five  days  passed  before  he 
was  able  to  get  to  town  to  see  a doctor,  who 
immediately  hospitalized  him.  After  dis- 
charge from  the  hospital  he  found  himself 
unable  to  regain  his  health. 

When  admitted  to  our  hospital  he  was  so 
weak  and  emaciated  as  to  be  bedfast.  He 
complained  of  pain  in  the  chest  and  raised 
moderate  amounts  of  purulent  sputum.  He 
had  a typical  septic  fever  curve  and  a high 
leucocyte  count.  Roentgenograms  of  the 
chest  supported  the  diagnosis  of  a suppura- 
tive process  in  the  right  thorax,  either  an 
empyema  or  large  lung  abscess.  Supportive 
therapy  was  begun  and  after  a few  days, 
closed  drainage  of  the  right  thorax  was  insti- 
tuted in  the  anterior  axillary  line.  A large 
amount  of  purulent  material  was  evacuated 
through  this  tube.  Another  roentgenogram 
taken  a few  days  later,  however,  revealed  an- 
other empyema  cavity  to  be  present  in  the 
right  thorax,  posteriorly.  The  second  cavity 
was  not  being  adeqately  drained  and  there- 
fore another  chest  catheter  was  inserted  be- 
low the  angle  of  the  scapula  to  drain  it. 

*Sponsored  by  the  Veterans  Administration  and  published 
with  the  approval  of  the  Chief  Medical  Director.  The  states 
ments  and  conclusions  published  by  the  author  are  a result  of 
his  own  study  and  do  not  necessarily  reflect  the  opinion  or 
policy  of  the  Veterans  Administration. 


192 


MULTI  LOCULAR  EMPYEMA:  KLEITSCH 
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June,  1952 


Fig.  1.  Appearance  of  the  patient  with  the  closed  drainage 
catheter  in  each  empyema  cavify.  Continuous  suction  was 
maintaind  to  each  catheter  in  an  effort  to  obliterate  the  cavity. 


(Fig.  1).  The  two  cavities  were  discovered 
to  be  connected  by  a narrow  sinus  running 
along  the  costophrenic  sulcus.  This  relation- 
ship could  be  demonstrated  by  visualization 
of  the  cavities  and  communicating  sinus  by 


Fig.  2.  Contrast  media  visualization  of  the  empyema  cavities 
shortly  after  the  institution  of  closed  drainage.  Note  the  nar- 
row tract  which  visualized  in  the  costophrenic  sinus. 


Fig.  3.  Appearance  of  residual  empyema  cavities  and  per- 
sistent tract  in  the  costophrenic  sinus. 


the  injection  of  a water  soluble  contrast  me- 
dium (Diodrast).  (Fig.  2). 

Strenuous  efforts  were  made  to  reexpand 
the  lung  and  obliterate  the  cavities.  The  pa- 
tient was  supplied  with  blow  bottles  and  con- 
tinuous suction  was  applied  to  the  catheters 
in  the  empyema  cavities.  Antibiotic  and  sup- 
portive therapy  was  continued  with  a satis- 


Fig.  4.  Maximum  obliteration  of  cavities  and  sinus  obtain- 
able prior  to  the  unroofing  operation  and  open  drainage. 
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factory  response  in  the  patient’s  general  con- 
dition. With  this  regime  the  empyema  cav- 
ities apparently  became  obliterated,  the  cath- 
eters were  removed  and  the  patient  was  dis- 
charged. 

Within  a month,  however,  the  empyema 
cavities  had  returned,  although  not  as  large 
as  before.  (Fig.  3).  Another  attempt  was 
made  to  obliterate  the  cavities  by  closed 
drainage,  but  the  pus  reaccumulated.  After 
the  cavities  were  reduced  to  a minimum  size 
(Fig.  4)  by  the  regime  outlined  above  a 
small  segment  of  rib  was  resected,  under 
local  anesthesia.  A small  segment,  sufficient 
only  to  unroof  each  cavity  was  excised.  No 
attempt  was  made  to  unroof  the  connecting 
sinus  in  the  costophrenic  sulcus.  The  thor- 
acotomy wounds  were  packed  open  and  heal- 
ing now  progressed  rapidly  to  complete  re- 
covery. 

DISCUSSION 

Postpneumonic  empyema  thoracis  has  be- 
come a relatively  rare  entity  since  the  de- 
velopment of  the  antibiotics.  However,  it  is 
significant  that  the  management  of  such 
empyemas  still  follows  the  classical  pattern 
albeit  altered  by  the  influence  of  antibiotic 
therapy. 

It  is  possible  in  many  cases  to  evacuate  the 
empyema  cavity  by  closed  catheter  drainage, 
to  sterilize  the  cavity  by  the  judicious  use  of 
antibiotics  and  to  permit  full  reexpansion  of 
the  lung  without  further  surgery.  However, 
when  the  cavity  cannot  be  sterilized  and  full 
reexpansion  of  the  lung  is  impossible,  the 
simplest  solution  to  the  problem  is  open  drain- 
age. Usually  this  requires  only  a minimal 
amount  of  rib  resection  if  a chronic  empy- 
ema has  been  avoided. 


After  a review  of  available  data  on  the  action 
of  isonicotinic  acid  hydrazide  and  its  isopropyl  de- 
rivative upon  the  tubercle  bacillus  in  vitro,  and  upon 
the  course  of  experimental  tuberculosis  in  animals 
and  clinical  tuberculosis  in  man,  it  may  be  stated 
that  their  demonstrated  action,  although  highly  en- 
couraging, appears  in  no  way  to  alter  the  basic  prin- 
ciples of  the  treatment  of  tuberculosis  as  presently 
understood.  Much  more  work  will  need  to  be  done 
to  ascertain  the  exact  place  of  these  drugs  in  the 
treatment  of  this  disease.  It  is  anticipated  that 
further  information  will  accumulate  rapidly.  (The 
Exec.  Com.  of  the  American  Trudeau  Society,  Medi- 
cal Section  of  the  National  Tuberculosis  Association, 
Tuberculosis  Abstracts,  May,  1952). 


Metastasizing  Tumor  of  Sweat  Glands* 

DR.  J.  MARSHALL  NEELY:  The  case  is  that 
of  a white  female  age  62  who  first  consulted  her 
physician  three  years  ago  because  of  a lump  in  her 
right  arm  on  the  inner  aspect  at  about  the  junction 
of  the  upper  and  middle  thirds.  This  mass  was 
movable  and  was  about  the  size  of  an  egg.  This 
mass  was  removed  and  was  found  to  be  well  en- 
caspsulated.  The  pathologist’s  report  was  sweat 
gland  adenoma,  benign.  The  patient  was  sent  home 
and  assured  that  she  would  probably  have  no  furth- 
er trouble.  Following  this,  the  patient  had  no  furth- 
er trouble  until  three  years  later  when  she  returned 
with  palpable  nodes  in  the  right  axilla.  These  were 
hard,  non-tender  and  quite  fixed.  These  were  re- 
moved and  pathological  examination  showed  a pic- 
ture very  similar  to  that  found  in  the  tumor  on 
the  arm  removed  three  years  previously.  Examina- 
tion of  the  breast  at  this  time  showed  no  evidence 
of  palpable  tumor.  This  patient  was  referred  in  for 
irradiation  therapy  because  of  the  nodes  found  in 
the  axilla  and  when  we  first  saw  her  we  assumed 
that  in  all  probability  the  original  lesion  was  in 
the  breast.  However,  on  finding  the  scar  on  the  up- 
per right  arm  we  felt  that  the  tumor  was  sufficent- 
ly  unusual  to  ask  for  the  sections  which  the  refer- 
ring physician  very  kindly  sent  to  us.  I will  ask  Dr. 
Frank  Tanner  to  comment  on  these  at  this  time. 

DR.  FRANK  TANNER:  Examination  of  the  or- 
iginal tumor  showed  every  evidence  of  a sweat 
gland  adenoma  which  certainly  does  not  look  malig- 
nant. The  lymph  nodes  removed  sometime  later 
show  a similar  histologic  picture  but  there  is  no 
question  but  what  these  are  much  wilder  than  the 
tumor  cells  seen  in  the  original  tumor.  It  is  diffi- 
cult to  be  certain  that  metastasis  took  place  from 
this  tumor  of  the  arm  but  since  no  other  neoplasm 
has  been  found  and  since  there  is  some  similarity 
in  the  tumor  type,  one  must  assume  that  such  is 
the  case. 

DR.  J.  MARSHALL  NEELY:  On  the  basis  of  the 
above  described  findings  we  had  instituted  frac- 
tionated irradiation  therapy  to  the  right  axilla  and 
supraclavicular  areas  and  plan  to  carry  the  dosage 
to  skin  tolerance.  X-ray  examintion  of  the  chest 
showed  no  evidence  of  pathology. 

DR.  JOHN  T.  MCGREER  JR.:  Did  she  have  a 

radical  dissection  of  the  axilla? 

DR.  J.  MARSHALL  NEELY:  I think  that  she 

did  judging  from  the  letter  which  I received  from 
the  referring  physician. 

DR.  ROY  H.  WHITHAM:  If  this  carcinoma  had 
occurred  on  the  face  or  the  lip  and  there  was  evi- 
dence of  metastatic  lymph  nodes  is  it  not  true  that 
you  radiologists  would  say  that  irradiation  ther- 
apy would  be  of  no  value  and  would  ask  the  sur- 
geon to  do  a radical  dissection?  I would  also  like 
to  point  out  that,  in  this  particular  case  there  has 
not  been  a radical  dissection  because  the  pectoral 
muscles  have  not  been  removed  and  I do  not  think 
that  it  is  possible  to  do  a radical  axillary  dissection 
without  removing  them.  Also,  since  this  is  a basal 
cell  carcinoma  I doubt  very  much  if  irradiation  is 
going  to  do  very  much  good. 

♦Lincoln  Hospitals’  Tumor  Conference.  Participating  Hos- 
pitals: St.  Elizabeth’s  Hospital,  Lincoln  General  Hospital  and 

Bryan  Memorial  Hospital  with  Dr.  John  T.  McGreer,  Jr.  pre- 
siding. 

(Continued  on  page  197) 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 

diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas.  i 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 
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Organization  Section 

POSTGRADUATE  DEDUCTIONS 

Some  30  years  ago  the  Commissioner  of  In- 
ternal Revenue  ruled  that  the  expenses  a 
physician  incurred  in  taking  postgraduate 
training  were  personal  in  nature  and,  there- 
fore, were  not  deductible  for  income  tax 
pui'poses.  Since  that  time  the  American 
Medical  Association  has  made  continuous  ef- 
forts to  have  this  ruling  reversed.  So  far, 
all  have  been  futile.  The  A.M.A.  House  of 
Delegates  has  on  numerous  occasions  taken 
a stand  against  the  ruling,  but  all  in  vain. 

Now  the  A.M.A.  is  taking  another  step  in 
its  lengthy  fight  to  get  a reversal,  thereby 
allowing  physicians  to  make  deductions  for 
postgraduate  training  expense.  Its  legal  de- 
partment learned  recently  that  the  U.S.  Tax 
Court  in  Washington  has  on  its  docket  a case 
involving  the  right  of  a lawyer  to  deduct  his 
expenses  in  taking  a special  course  on  federal 
taxes.  Recognizing  that  the  lawyer’s  point 
is  identical  with  that  of  physicians,  the 
A.M.A.  has  filed  a brief  as  a “friend  of  the 
court.’’ 

The  brief  stated  in  part:  “.  . . in  order  to 
maintain  and  preserve  their  professional 
practice,  lawyers,  doctors,  architects,  en- 
gineers and  accountants  necessarily  engage 
in  a continuous  process  of  education  through- 
out their  professional  lives.  For  profession- 
als cannot  adequately  serve  their  clients  or 
patients  unless  their  precious  fund  of  knowl- 
edge is  always  kept  fresh  and  intact  . . . The 
expenses  of  maintaining  professional  com- 
petence easily  qualify  as  deductible  business 
outlays.  Obviously,  the  sums  paid  are  direct- 
ly connected  with  a trade  or  business.  They 
are  intimately  related  not  only  to  the  vari- 
ous professions,  but  to  the  production  of  in- 
come from  these  professions.’’ 

In  addition,  the  brief  pointed  to  the  incon- 
sistency in  the  Internal  Revenue  Bureau’s 
stand.  It  noted  that  physicians  can  deduct 
for  subscriptions  to  medical  journals,  ex- 
penses of  attending  professional  conventions, 
dues  paid  to  professional  societies  and  the 
costs  of  professional  texts  and  seiwices.  Yet 
the  Bureau  does  not  permit  deductions  for 
the  expenses  of  attending  formal  courses  of 
study. 

The  Tax  Court  is  expected  to  hand  down 
a decision  in  the  case  shortly. 
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FREE  HOSPITALIZATION  AT  65 

The  proposal  to  provide  persons  over  65 
years  of  age,  and  others,  with  free  hospital- 
ization under  the  Social  Security  system  has 
now  been  introduced  in  Congress.  Intro- 
ducers of  this  bill  are  familiar  to  all  physi- 
cians who  have  followed  closely  the  fight 
against  socialized  medicine.  The  Senate  bill 
(S.  3001)  was  introduced  by  Mr  Murray,  of 
Montana,  and  Mr.  Humphrey,  Minnesota. 
The  House  bill  (H.R.  7484)  was  introduced 
by  Mr.  Dingell  of  Michigan.  As  you  will 
readily  recognize,  all  are  strong  supporters  of 
national  compulsory  health  insurance. 

In  brief,  the  bill  seeks  to  amend  the  Fed- 
eral Old-Age  and  Survivors  Insurance  system 
to  provide  insured  aged  persons  and  their 
dependents,  and  survivors  of  deceased  in- 
sured persons,  with  insurance  against  the 
cost  of  hospitalization.  The  provisions  in  it 
follow  the  recommendations  made  in  the  an- 
nual report  of  the  Social  Security  Adminis- 
tration for  1951,  which  is  under  the  authority 
of  Oscar  Ewing,  another  familiar  name  in  the 
socialized  medicine  issue. 

In  summary,  this  is  what  the  bill  provides 
for: 

Extent  of  benefits — Bed,  board,  nursing, 
laboratory,  ambulance,  operating  room,  and 
drugs  and  appliances  when  hospitalized. 

Exclusions  — Surgery,  domiciliary  care, 
hospitalization  for  tuberculosis  and  mental 
conditions. 

Maximum  hospitalization  annually Six- 

ty days. 

Control  of  program  — Federal  Security 
Agency  would  prescribe  rules  and  regula- 
tions. Each  state  would  act  merely  as  an 
agent  of  the  FSA  in  carrying  out  details. 
If  a state  refuses  to  accept  the  agency  agree- 
ment, the  FSA  Administrator  would  operate 
the  program  within  that  state. 

Certification  for  benefits — Given  by  each 
individual’s  attending  physician. 

Role  of  private  insurance  plans — States  or 
the  FSA  Administrator  may  utilize  “the 
services  of  private  nonprofit  organizations” 
in  dealing  with  hospitals. 

Cost  of  program — According  to  FSA  esti- 
mates, the  cost  at  the  outset  would  be  be- 
tween $191  and  $235  million  annually.  This 
estimate  is  based  on  a $15  per  day  hospital 
cost  multiplied  by  approximately  two  days 


hospitalization  annually  per  person,  multi- 
plied by  7.1  million  eligibles. 

Financing — To  be  financed  entirely  by  the 
federal  government  from  the  Social  Security 
Trust  Fund.  States  would  not  contribute  to 
it. 

The  FSA  says  that  the  program  can  be  fi- 
nanced with  current  social  security  funds 
without  raising  the  monthly  premiums. 


CRIPPLED  CHILDREN’S  CLINICS 

June  7 — Grand  Island,  St.  Mary’s  Hospital ; 
L.  S.  Campbell,  M.D.,  and  Herman  Jahr,  M.D. 

June  21 — Lexington,  High  School;  W.  W. 
Bartels,  M.D.,  or  C.  Fred  Ferciot,  M.D.,  and 
Michael  Crofoot,  M.D. 

June  28 — North  Platte,  Knights  of  Colum- 
bus Building ; W.  W.  Bartels,  M.D.,  or  C.  Fred 
Ferciot,  M.D.,  and  John  L.  Gedgoud,  M.D. 


News  and  Views 

Dr.  Paul  Magnuson,  Chairman  of  the  Presi- 
dent’s Commission  on  the  Health  Needs  of 
the  Nation,  suggested  that  the  U.S.  Govern- 
ment pay  for  medical  examinations  of  every 
child  in  the  nation  between  5 and  18  years 
of  age. 

“There  are  31  million  children,”  Magnuson  told 
a medical  meeting  in  Washington,  “and  I’ll  wager 
that  not  half  of  1 per  cent  have  an  examination 
between  those  ages  unless  they  become  sick. 

“I  am  an  orthopedic  surgeon,  and  I wish  to  God 
many  mothers  had  brought  their  children  to  me 
before  they  developed  a curvature  of  the  spine  so 
severe  that  it  could  not  be  corrected.” 

Magnuson,  former  medical  director  of  the  Veter- 
ans Administration,  said  the  examinations  could  be 
conducted  at  special  clinics  set  up  by  hospitals  and 
medical  schools  at  a set  fee  of  $10  a child. 

“If  the  government  agreed  to  pay  $10  for  every 
competent  examination  of  a child,”  he  said,  “the 
money  to  go  to  the  hospitals  and  medical  schools 
willing  to  form  children’s  clinics  for  these  examina- 
tions, these  institutions  could  earn  310  million  dol- 
lars.” 

— From  The  Omaha  Unionist 


So  long  as  the  sick  American  can  pay  his 
doctor  bill,  socialized  medicine  will  not  come 
to  the  United  States.  This  prediction  was 
made  by  Dr.  Charles  Mayo,  Rochester,  Min- 
nesota, when  he  recently  attended  a business 
meeting  in  Omaha. 

“Wherever  socialized  medicine  has  come 
in,”  he  said,  “it  has  been  due  to  a country’s 
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small  size  and  its  economic  limitations — or  a 
post-war  situation  which  the  country  has 
not  weathered  economically.” 

Dr.  Mayo  admitted  there  are  a few  physi- 
cians and  surgeons  who  charge  excessive 
fees.  “But  the  percentage  is  very  small,  and 
the  average  doctor  performs  up  to  one-third 
of  his  work  for  charity.” 

Nor  do  physicians  mind  a pre-opera tional 
conference  with  the  patient  about  what  the 
cost  will  be,  Dr.  Mayo  said.  “Of  course  he 
can’t  give  you  a flat  fee.  'Until  he  gets  his 
history  and  laboratory  tests  he  can’t  tell 
how  much  time  it’s  going  to  take.  He  added, 
however,  that  most  physicians  can  quote  an 
approximate  cost  for  medical  or  surgical  care. 


A second  medical-legal  man  visiting  Ne- 
braska has  suggested  the  need  for  a trained 
state  pathologist  to  aid  local  law  enforce- 
ment officers  in  detecting  the  cause  of  sud- 
den death. 

Dr.  Richard  Ford  of  Harvard  University, 
who  spoke  at  a meeting  of  county  attorneys 
in  Grand  Island  in  April,  recommended  that 
“a  physician  who  will  receive  all  the  reports 
of  sudden  or  violent  deaths  in  the  state”  be 
appointed.  He  also  advised  the  establish- 
ment of  a central  laboratory  to  be  affiliated 
with  local  laboratories. 

Dr.  Alan  Moritz  of  Westeni  Reserve  Uni- 
versity, made  similar  recommendations  re- 
cently when  he  addressed  a joint  meeting  of 
physicians  and  lawyers  in  Lincoln. 


Tomorrow’s  patient  may  write  out  his 
medical  history  at  home  and  bring  it  to  the 
doctor’s  office.  Dr.  Leroy  H.  Sloan,  Clinical 
Professor  of  Medicine  at  the  University  of 
Illinois,  said  recently. 

He  said  a few  doctors  are  already  using  this 
system  to  get  information  that  an  office 
visit  might  not  yield.  An  office  visit,  he 
says,  is  often  too  brief  to  get  all  the  patient’s 
background.  Furthermore,  the  patient  may 
hesitate  to  speak  about  matters  he  would 
write  down  with  less  embarrassment. 


A four-month  course  for  psychiatric  aides 
will  start  May  1 to  train  assistants  for  men- 
tal hospitals  in  Nebraska.  Students  will  re- 
ceive pay  while  taking  the  training  and  will 
be  assigned  to  positions  in  one  of  the  state 
mental  hospitals  after  finishing  the  course. 


(The  following  is  an  editorial  which  appeared 
in  the  Nebraska  State  Journal,  April  19,  1952). 

“Achievements  of  National  Medical  Fellowships, 
Inc.,  set  up  in  Chicago  six  years  ago  to  give  Negroes 
wider  opportunity  in  the  profession,  are  noteworthy 
indeed.  It  has  spread  over  the  nation,  has  raised 
$330,000  to  date  for  fellowships  and  scholarships,  so 
that  today  700  Negroes  are  in  medical  colleges. 
Were  there  as  many  in  proportion  to  their  popula- 
tion, says  Dr.  F.  C.  McLean,  secretary,  as  among 
their  white  colleagues,  this  number  would  be  2,600. 
That  the  actual  number  has  passed  the  one-fourth 
mark  so  decisively  will  surprise  and  please  many 
people  of  both  races.  Chicago  alone  has  about  35 
in  hospital  staff  positions,  excluding  Provident  hos- 
pital, which  is  largely  staffed  by  Negroes. 

“Chicago  is  entitled  to  credit  for  starting  this  valu- 
able enterprise.  Its  actual  motivation,  however,  got 
a big  boost  in  the  South  during  World  War  II. 
More  than  a few  communities  found  themselves  with- 
out any  but  Negro  doctors.  Making  the  best  of  the 
situation,  many  of  the  other  race  learned  to  trust 
and  admire  these  practitioners,  probably  getting 
their  first  clear  idea  of  the  waste  and  injustice  en- 
tailed by  prejudice.  Testimony  to  that  effect  came 
out  of  the  southern  states  at  the  time.  Hitherto  it 
has  been  necessary  for  Negroes  to  go  north  for  al- 
most any  professional  opportunity,  and  the  resultant 
migration  has  been  heavy.  The  spread  of  the  Chi- 
cago organization  may  help  check  that  trend.” 


The  governing  body  of  the  American  Col- 
lege of  Surgeons  has  called  for  a government 
showdown  on  fee  splitting — via  the  income 
tax  route. 

The  surgeons  claimed  that  proper  tax  ac- 
tion would  curb  “the  unethical  and  common” 
practice  of  surgeons  dividing  fees  with  doc- 
tors who  refer  patients  to  them  for  opera- 
tions. The  board  of  regents  of  the  ACS  an- 
nounced it  would  ask  the  Bureau  of  Internal 
Revenue  for  a specific  ruling  as  to  whether 
a doctor  “can  legitimately  take  an  income 
tax  business  reduction  on  a split  fee.” 


The  Nebraska  Society  of  Medical  Tech- 
nologists held  a two-day  meeting  at  the 
Hotel  Cornhusker  in  Lincoln,  May  9th  and 
10th.  This  annual  meeting  was  well  attended 
and  the  material  presented  was  highly  inter- 
esting and  instructive.  The  roster  of  speak- 
ers included  Doctors  Israel  Davidsohn  of  Chi- 
cago; Horace  K.  Giffen  and  John  R.  Walsh, 
Omaha;  Floyd  L.  Rogers,  Paul  J.  Maxwell, 
and  George  W.  Covey,  of  Lincoln;  and  Mr. 
Benjamin  Sahagian,  Research  Biochemist, 
Veterans  Hospital,  Lincoln;  Mr.  Eugene  G. 
Holland,  Raritan,  N.  J.  Dr.  Oram  V.  Wool- 
pert,  Executive  Director  Ohio  State  Univer- 
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sity  Research  Foundation  spoke  on  “Mixed 
Cultures”  following  the  banquet. 


Five  Nebraska  doctors  received  pins  com- 
memorating a half  century  in  the  practice  of 
medicine  at  a special  ceremony  during  the 
recent  Annual  Session  of  the  NSMA.  The  re- 
cipients of  the  honor  were  Doctors  W.  L.  Al- 
bin,  Lincoln;  L.  C.  Bleich,  D.  T.  Quigley  and 
Phillip  Sher,  Omaha,  and  John  Reid,  of  Pil- 
ger. 

In  presenting  the  pins.  Dr.  Harold  Morgan 
said,  “We  of  the  medical  profession  are  ex- 
tremely proud  to  honor  our  elder  members 
in  this  fashion.  We  are  grateful  for  the 
many  fine  contributions  they  have  made  to 
the  art  of  healing.  Without  the  successful 
pioneering  they  and  their  contemporaries 
have  made  in  medicine  and  surgery,  much  of 
the  progi'ess  we  now  know  would  not  have 
been  accomplished.” 


Twenty-four  Nebraska  physicians  attended 
the  thirty-third  annual  session  of  the  Ameri- 
can College  of  Physicians  which  was  held  in 
Cleveland,  Ohio,  April  21-25,  1952.  Four  of 
these  were  non-members,  the  remainder  were 
either  Fellows  or  Associates.  There  follows 
a list  of  those  attending:  Fellows — W. 

Wayne  Waddell,  Julian  E.  Meyer,  Otto  A. 
Kostal,  0.  V.  Calhoun,  Robert  A.  Youngman, 
Frank  R.  Barta,  John  F.  Gardiner,  Arthur  M. 
Greene,  Joseph  D.  McCarthy,  J.  Harry  Mur- 
phy, Friedrich  W.  Niehaus,  Eugene  E.  Sim- 
mons and  Edmond  M.  Walsh.  Associates  — 
Lothar  F.  Egan,  Harold  A.  McConahay,  Lee 
Stover,  John  G.  Brazer,  John  D.  Hartigan, 
William  E.  Kelley  and  Robert  S.  Long.  Non- 
members: Robert  F.  Munch,  Gerald  A. 
Kuehn,  Alexander  T.  Harvey  and  Stephen 
Magiera. 

Dr.  Joseph  D.  McCarthy  was  re-elected 
Governor  for  Nebraska  for  a term  of  three 
years. 


(From  the  Bulletin  of  the  Omaha-Douglas  Coun- 
ty Medical  Society): 

“The  response  of  the  doctors  of  the  United  States 
to  the  appeal  of  the  American  Medical  Education 
Foundation  for  funds  for  medical  schools  may  well 
prove  a most  important  factor  in  shaping  the  politi- 
co-social status  of  medicine  now  and  in  the  years 
to  come.  Either  private  entei-prise  does  the  job,  or 
failing,  takes  the  consequences.  If  we  properly 
understand  the  problem  we  will  not  fail! 

“There  are  two  important  factors  representing 


private  entei-prise,  set  up  to  save  the  medical  schools 
from  unwanted  exploitation.  The  American  Medical 
Education  Foundation  (A.M.E.F.)  represents  the 
doctors  of  the  American  Medical  Association.  The 
National  Fund  for  Medical  Education  represents 
other  private  enterprise  groups,  namely,  corpora- 
tions, insurance  companies,  small  business,  labor  and 
agriculture.  A.M.E.F.  collects  money  from  doctors; 
the  workers  for  the  Fund  collect  from  the  other 
groups.  The  two  collections  are  then  combined  and 
distributed  to  the  medical  schools. 

“It  is  estimated  that  when  the  combined  funds  of 
A.M.E.F.  and  the  National  Fund  for  Medical  Edu- 
cation reach  $10,000,000  annually,  the  job  will  be 
done.  If  every  doctor  contributes  as  he  should,  the 
job  will  be  done.  Tbe  size  of  many  corporation  con- 
tributions for  1952  will  be  contingent  upon  what 
the  doctors  contribute  to  A.M.E.F.  In  other  words, 
many  corporation  heads  are  saying,  ‘If  the  doctors 
show  me  that  they  will  help  their  own  schools,  then 
we  will  help  also.  If  the  doctors  give  little,  we  will 
give  little.  If  the  doctors  mean  business  and  put 
their  heart  and  their  money  generously  into  the 
cause,  then  we  will  be  generous  to  their  schools. 
Let’s  show  the  corporations  that  we  are  the  noble, 
self-sacrificing,  generous  profession  that  we  claim 
to  be!  Let’s  put  our  shoulders  to  the  wheel!” 

LOUIS  D.  MeGUIRE,  M.D., 

President. 


METASTASIZING  TUMOR  OF 
SWEAT  GLANDS 

(Continued  from  page  193) 

DR.  J.  MARSHALL  NEELY:  The  very  point 

which  you  bring  out  is  one  of  the  reasons  why  we 
decided  to  treat  this  patient  with  irradiation  ther- 
apy. It  is  very  well  known  that  basal  cell  carcino- 
ma is  extremely  sensitive  to  x-ray  and  it  is  also 
well  known  that  basal  cell  carcinoma  practically 
never  metastasizes  but  that  when  it  does  the  tumor 
is  still  sensative  to  x-ray.  If,  on  the  other  hand, 
the  primary  tumor  were  a squamous  cell  carcino- 
ma of  the  lip  and  there  were  metastatic  lymph 
nodes  present  I would  certainly  refer  this  patient 
to  a surgeon  for  radical  lymph  node  dissection. 

DR.  FRANK  TANNER:  The  fact  that  metastasis 
has  occured  in  the  axillaiy  lymph  nodes  makes  one 
wonder  if  this  is  a basal  cell  carcinoma.  If  it  is  a 
basal  cell  carcinoma  it  is  certainly  not  the  ordinaiy 
type. 

DR.  H.  MORTON : I am  wondering  if  this  tumor 
were  too  far  down  the  arm  to  be  a supernumerary 
breast  with  tumor  arising  in  it. 

DR.  ROY  H.  WHITHAM:  Could  a sweat  gland 
in  the  breast  give  rise  to  this  type  of  tumor. 

DR.  FRANK  TANNER:  Yes  it  could. 

DR.  JOHN  T.  MCGREER  JR.:  Are  there  any 

residual  palpable  nodes  present  now? 

DR.  J.  MARSHALL  NEELY:  I cannot  feel  any 
at  the  present  time. 

(EDITOR’S  NOTE:  This  excerpt  from  the  transcribed  pro- 

ceedings of  the  Lincoln  Hospitals’  Tumor  Clinic  was  prepared 
for  publication  by  Dr.  J.  Marshall  Neely). 
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Woman's  Auxiliary 

On  April  26th,  high  school  girls  and  their 
mothers  were  guests  of  the  Adams  County 
Medical  Auxiliary.  They  had  tea  in  the  din- 
ing room  of  the  Mary  Canning  IMemorial 
Hospital  at  Hastings,  and  then  were  treated 
to  a discussion  of  the  qualifications  and 
training  required  to  qualify  for  the  nursing 
profession,  by  Mrs.  Ruth  D.  Shoemaker.  Aft- 
er the  discussion,  they  were  taken  on  a tour 
of  the  hospital. 

The  entertainment  and  refreshments  com- 
mittee for  the  occasion  included  Mrs.  H.  F. 
Anderson,  Mrs.  G.  L.  Finney,  Mrs.  A.  A. 
Smith,  Mrs.  George  Lytton,  iMrs.  L.  F.  Egan, 
Mrs.  H.  M.  Meyer  and  IMrs.  L.  W.  Rork. 

MRS.  L.  W.  RORK. 

Publicity  Chairman. 


The  following  are  the  newly  elected  of- 
ficers of  the  various  county  society  auxili- 
aries, so  far  as  they  are  available  at  this 
time.  They  will  serve  for  1952-1953. 

Tri-County  II — — 

Pres. — Mrs.  Isaiah  Lukens  IV,  Tekamah 
Vice  Pres. — Mrs.  R.  T.  Van  Mitre,  Fremont 
Sec.-Treas. — Mrs.  C.  C.  Nelson,  Fremont 

Scotts  Bluff  County — 

Pres. — Mrs.  Stuart  Wiley,  Gering 

Vice  Pres. — Mrs.  Frank  T.  Hii-ahahn,  Scottsbluff 

Sec. — Mrs.  Richard  Spradling,  Bayard 

Treas. — Mrs.  Paul  Baker,  Scottsbluff 

Tri  County  III — 

Pres. — Mrs.  Earle  Johnson,  Grand  Island 
Vice  Pres. — Mrs.  W.  G.  Bosley,  Grand  Island 
Sec. — Mrs.  Hars’ey  Anderson 
Treas. — Mrs.  G.  W.  Granpner 

Nemaha-Otoe  Counties — 

Pres. — Mrs.  William  Ramacciotti,  Nebr.  City 
Other  officers  to  be  elected 

Adams  County — 

Pres. — Mrs.  H.  F.  Anderson,  1209  N.  Bellvue, 
Hastings 

Vice  Pres. — Mrs.  H.  M.  Meyers,  Hastings 
Sec.-Treas. — Mrs.  C.  L.  Kleager,  Hastings 

Buffalo  County — 

Pres. — Mrs.  H.  C.  Hanson,  2206  12th  Ave.,  Kearney 

Douglas  County — 

To  be  elected 

Holt-Northwest — 

Pres. — Mrs.  Wilbur  Johnson,  Valentine 
Pres. -Elect — Mrs.  J.  P.  Brown,  O’Neill 
Vice  Pres. — Mrs.  P.  A.  Stoesz,  Bassett 
Sec.-Treas. — Mrs.  Joseph  David,  Lynch 

Lancaster  County — 

Pres. — Mrs.  Maynard  Wood 
Vice  Pres. — Mrs.  John  McGreer 
Sec. — Mrs.  Frank  P.  Stone 
Treas. — Mrs.  Howard  Mitchell 


The  Woman’s  Auxiliary  to  the  American 
Medical  Association  will  hold  its  twenty- 
ninth  annual  meeting  in  Chicago,  June  8 to 
13,  inclusive.  This  meeting  will  be  in  con- 
junction with  the  annual  convention  of  the 
American  Medical  Association  and  the  Con- 
rad Hilton  Hotel  will  be  the  headquarters. 

A cordial  invitation  is  extended  to  all  mem- 
bers of  the  Woman’s  Auxiliary  to  the  Amer- 
ican Medical  Association,  their  guests,  and 
guests  of  physicians  attending  the  A.M.A. 
convention,  to  participate  in  all  social  func- 
tions and  attend  the  general  sessions  of  the 
Auxiliary.  Register  early  and  obtain  your 
badge,  program  and  tickets  at  the  registra- 
tion desk. 

Registration  hours  will  be  from  9:00  a.m. 
to  4:00  p.m.  daily  excepting  Sunday  the  8th, 
i2 :00  M.  to  4:00  p.m.  and  Thursday,  the  13th, 
9:00  a.m.  to  12:00  M. 

Interesting  features  of  the  meeting  will 
be: 

1.  Round  table  discussions  on  Program, 
Legislation,  Public  Relations  and  Today’s 
Health  which  occupy  the  whole  day,  Monday, 
June  9th. 

2.  A luncheon  in  Old  Salem  Room  Monday 
noon. 

3.  A Fashion  Tea  at  Marshal  Field’s  Nar- 
cissus Room  Monday  afternoon  from  3:30  to 
5:00  o’clock. 

4.  The  formal  opening  of  the  Twenty- 
Ninth  Anual  Meeting  in  the  Grand  Ballroom, 
Tuesday  morning,  June  10th,  at  9:00  o’clock. 

5.  State  reports  during  the  afteroons  of 
Tuesday  and  Wednesday,  the  10th  and  11th. 

And  many  other  features  of  interest 
which  space  does  not  permit  adding  in  detail. 
You  are  urged  to  attend. 


Ever  since  the  development  of  satisfactoiy  meth- 
ods for  mass  chest  screening  during  World  War  II, 
the  idea  has  been  spreading  of  applying  the  principle 
to  large  segments  of  our  population,  with  the  goal 
of  discovering  disease  in  the  incipient  and  cui’able 
stages.  This  principle  is  applicable  particularly  to 
pulmonary  tuberculosis,  and  to  date  about  a dozen 
of  our  large  urban  populations  have  participated 
in  such  community  health  efforts.  The  dividends 
have  been  real  and  tangible,  even  though  the  sur- 
veys have  not  been  as  complete  or  all-inclusive  as 
could  be  desired.  (Merrill  C.  Sosman,  M.D.,  The 
New  England  J.  Med.,  April  12,  1951). 
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NEBRASKA  STATE  DEPARTMENT 
OF  HEALTH 

TB  IS  STILL  A PROBLEM 

Dr.  E.  A.  Rogers,  Director  of  the  Divi- 
sion of  Tuberculosis  Control  of  the  Nebraska 
State  Health  Department,  indicates  that  no 
phase  of  public  health  work  offers  a greater 
challenge  than  the  problems  dealing  with 
tuberculosis.  He  states  that  the  problems 
in  Nebraska  related  to  TB  are  largely  the 
known  cases,  their  associated  contacts,  the 
contacts  of  recent  deaths,  and  persons  found 
on  mass  x-raying.  The  unknown  cases,  of 
course,  present  a serious  challenge  and  con- 
tinuous threat  of  spread  to  others  who  are 
well. 

We  can  perhaps  gather  a better  opinion  of 
our  problem  from  the  annual  report  by  the 
Tuberculosis  Division.  This  indicates  that 
297  new  cases  of  tuberculosis  were  reported 
during  the  year  of  1951.  This  includes  184 
white  males,  95  white  females,  13  non-white 
males,  and  3 non-white  females.  It  is  inter- 
esting to  note  the  number  of  males  compared 
with  females  reported.  According  to  this  re- 
port there  were  1,142  cases  in  the  active  file, 
January  1,  1932.  Of  this  number  there  were 
31  non-pulmonary  and  1,111  pulmonary.  The 
pulmonary  cases  were  located  as  follows : 207 
in  sanatoria,  186  in  institutions,  81  in  Veter- 
ans Hospitals,  231  questionably  active  cases 
at  home,  and  406  arrested  or  inactive  at 
home. 

Dr.  Rogers  indicates  that  in  Nebraska  the 
number  of  deaths  from  tuberculosis  is 
slightly  decreasing  from  year  to  year,  yet 
the  number  of  cases  in  the  register  has  been 
slowly  on  the  increase.  With  this  in  mind,  he 
inferred  that  we  cannot  expect  our  picture 
in  Nebraska  to  change  very  much  in  the  near 
future.  He  also  brought  out  the  fact  that 
Nebraska  has  a very  enviable  position  among 
the  states  of  our  nation  in  its  low  death  losses 
from  TB,  yet  he  warns  that  if  we  are  to 
maintain  this  desirable  status,  we  must  cer- 
tainly not  decrease  our  efforts  on  all  phases 
of  the  tuberculosis  control  program. 

To  aid  in  the  control  of  tuberculosis  in 
Nebraska,  your  State  Health  Department  op- 
erates three  mobile  chest  x-ray  machines. 
One  unit  is  assigned  in  Omaha  and  Douglas 
County,  while  the  other  two  are  working  on 
county  surveys  throughout  the  state.  The 
mobile  x-ray  unit  that  is  operated  in  a bus 
will  be  offered  in  order  to:  Wayne,  Madison, 


Cuming,  Scotts  Bluff,  Dodge,  Colfax  and 
Platte,  while  the  transportable  unit  which 
operates  in  a building  will  be  offered  to: 
Jefferson,  Thayer,  Fillmore,  Clay,  Nuckolls, 
Webster  and  Adams  counties. 


Announcements 

The  eighteenth  annual  meeting  of  the 
American  College  of  Chest  Physicians  will  be 
held  June  5th  to  8th  inclusive,  at  the  Con- 
gress Hotel,  Chicago,  111.  Clinical  applica- 
tion of  pulmonary  function  studies,  cardio- 
vascular diseases,  occupational  diseases  of 
the  chest,  carcinoma  of  the  lung  and  roent- 
genography of  the  chest  and  other  impor- 
tant subjects  will  be  dealt  with  by  a wide  va- 
riety of  discussions.  Round  table  discussions 
will  be  held  at  a series  of  luncheons.  For  fur- 
ther information,  you  may  address  Executive 
Offices,  American  College  of  Chest  Physi- 
cians, 112  East  Chestnut  St.,  Chicago  2,  111. 


COURSE  IN  POSTGRADUATE  GASTRO- 
ENTEROLOGY 

The  National  Gastroenterological  Association  an- 
nounces that  its  Fourth  Annual  Course  in  Post- 
graduate Gastroenterology  will  be  given  at  the  Hotel 
Statler  in  New  York  City  on  October  23,  24,  25, 
1952. 

As  in  past  years  the  course  will  again  be  under 
the  direction  and  co-chairmanship  of  Dr.  Owen  H. 
Wangensteen,  Professor  of  Surgery  of  the  Univer- 
sity of  Minnesota  Medical  School,  who  will  serve  as 
surgical  co-ordinator  and  Dr.  I.  Snapper,  Director  of 
Medical  Education  of  The  Mt.  Sinai  Hospital,  N.Y., 
N.Y.,  who  will  serve  as  medical  co-ordinator. 


AMERICAN  COLLEGE  OF  SURGEONS’ 
CLINICAL  CONGRESS,  SEPT.  22-26 
New  surgical  techniques  and  clinical  de- 
velopments will  be  presented  at  the  38th  an- 
nual Clinic  Congress  of  the  American  Col- 
lege of  Surgeons  to  be  held  in  New  York  City 
September  22  to  26.  More  than  9,000  sur- 
geons from  all  over  the  world  are  expected  to 
attend  the  program  of  panel  discussions, 
symposia,  surgical  forums,  motion  pictures, 
cine  clinics,  color  television  and  exhibits. 
Headquarters  will  be  at  The  Waldorf-Astoria. 
Dr.  Frank  Glenn,  Surgeon-in-Chief,  New 
York  Hospital,  is  Chairman  of  the  New  York 
Committee  on  Arrangements. 


You  are  invited  to  visit  colorful  Colorado 
for  the  sixth  annual  Rocky  Mountain  Cancer 
Conference  to  be  held  at  Denver,  July  9 and 
10.  Headquarters  will  be  Hotel  Shirley- 
Savoy. 
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Human  Interest  Tales 

Communications  bearing  human  appeal  are  solicited. 

They  should  be  addressed  to  The  Editor,  Nebraska  State 

Medical  Journal,  1315  Sharp  Bld^.,  Lincoln. 

Dr.  E.  L.  Brash,  Norfolk,  underwent  surgery  in 
Omaha,  April  30. 

Dr.  S.  H.  O’Neil,  Blue  Hill,  entered  an  Omaha 
hospital  in  early  April. 

Dr.  George  W.  Reneker,  Falls  City,  celebrated  his 
88th  birthday  on  April  10. 

Dr.  F.  Ei-vin  King,  Wood  River,  is  adding  an  ad- 
dition to  his  office  building. 

Dr.  Payson  Adams,  Omaha,  has  been  chosen  Presi- 
dent of  the  Methodist  Hospital  staff. 

Dr.  H.  E.  Moore,  Suthei’land,  is  the  new  Presi- 
dent of  the  eleventh  Council  District. 

Dr.  James  E.  Ramsay,  Stuart,  has  moved  his  of- 
fice to  the  Community  Hospital  building. 

Dr.  C.  H.  L.  Stehl,  Scribner,  was  editorially  “sal- 
uted” by  the  Scribner  Rustler  on  April  17. 

Dr.  Louis  W.  Gilbert  on  April  1 became  associated 
with  Drs.  A.  D.  and  Horace  Munger  in  Lincoln. 

Dr.  James  P.  Tollman,  Omaha,  now  serving  with 
the  Air  Force,  visited  in  Omaha  in  early  May. 

A feature  article  on  Di-.  R.  D.  B,ryson,  Calloway, 
was  recently  published  in  the  local  newspaper. 

Dr.  and  Mrs.  Maurice  Steinberg,  Omaha,  are  the 
parents  of  a new  son,  Thomas  Harry,  born  April  5. 

Dr.  J.  E.  M.  Thomson  of  Lincoln,  has  resumed 
his  practice  after  a convalescence  from  recent  sur- 
gery. 

Dr.  John  Schenken,  Omaha,  spoke  at  an  open 
meeting  in  Kearney,  April  15,  on  “Cancer  in  Chil- 
dren.” 

Dr.  F.  W.  Niehaus,  Omaha,  attended  the  American 
College  of  Physicians  meeting  in  Cleveland  in  late 
April. 

Dr.  S.  M.  Weyer,  Ogallala,  has  been  elected  Presi- 
dent of  the  Garden-Keith-Perkins  County  Medical 
Society. 

Dr.  R.  A.  McShane,  Arnold,  has  been  re-elected  to 
the  Board  of  Directors  of  the  Arnold  Community 
Hospital. 

Dr.  James  Kelley,  Jr.,  spoke  to  members  of  the 
Nebraska  Society  of  X-ray  Technicians,  April  6,  at 
West  Point. 

Dr.  and  Mrs.  Glen  Burbridge,  Nebraska  City,  re- 
cently returned  from  a trip  to  Kansas  City  and  Hot 
Springs,  Arkansas. 

Dr.  R.  E.  Penry,  Hebron,  spoke  on  the  symptoms 
and  treatment  of  bracellosis  at  a public  meeting  held 
in  Hebron,  April  24. 

Dr.  Adrian  Foe,  fonnerly  of  Hastings,  has  moved 
to  Seattle,  Washington.  His  present  address  is  810 
North  48th,  Seattle. 

Dr.  J.  B.  Redfield,  North  Platte  city  physician, 
spoke  to  the  local  Rotary  Club,  April  9,  on  the  ad- 
vances in  public  health. 

Dr.  J.  W.  Brendel,  Avoca,  undei-went  surgery  at 
the  New  England  Deaconess  Hospital,  Boston,  Mas- 
sachusetts, during  April. 

Dr.  C.  H.  Hansen,  Omaha,  was  chairman  of  the 
committee  which  planned  Creighton  University’s 
Spring  Medical  Assembly. 


Dr.  Eugene  E.  Simmons,  Omaha,  has  returaed 
from  an  eight-week  trip  in  which  he  also  attended 
several  medical  meetings. 

Dr.  and  Mrs.  A.  H.  Shamberg,  Kimball,  were 
hosts  at  a meeting  of  the  Tri-County  Medical  So- 
ciety in  Sidney  in  late  April. 

Dr.  Paul  Crantz,  Wayne,  left  for  Arlington,  Cali- 
fornia, May  1,  where  he  will  take  a year’s  residency 
at  Riverside  County  Hospital. 

Dr.  Walter  E.  Goehring,  Blair,  attended  the  In- 
ternational College  of  Surgeons  meeting  in  Kansas 
City,  Missouri,  April  28  and  29. 

Dr.  Paul  Royal,  Lincoln,  spoke  on  “Care  of  the 
Mentally  111”  at  a meeting  in  Lincoln,  May  4,  in  ob- 
seiwance  of  Mental  Health  Week. 

Dr.  L.  W.  Forney,  Crete,  spoke  to  the  local  Ro- 
tary Club,  April  16,  on  the  topic,  “Pi’Ogress  in  Medi- 
cine and  Its  Effect  on  Economy.” 

Dr.  John  L.  McFee,  Ogallala,  discussed  blood 
banks  before  members  of  the  local  Business  and  Pro- 
fessional Women’s  Club,  April  15. 

Dr.  Maurice  Frazer,  Lincoln,  spoke  to  members 
of  the  Fremont  Nurses  Association,  April  18,  on 
“Nurses  and  Socialized  Medicine.” 

Dr.  Herman  Jahr,  Omaha,  spoke  at  the  Omaha 
Jewish  Community  Center,  April  23,  on:  “Pre- 

Schoolers:  What  Makes  Them  Tick?” 

Dr.  Paul  Goetowski  has  recently  become  a mem- 
ber of  the  Lincoln  Orthopedic  Clinic.  Dr.  Goetowski 
was  discharged  from  the  Navy  in  March. 

The  mother  of  Dr.  W.  W.  Arrasmith,  Alliance, 
suffered  a fractured  hip,  April  5,  in  Scottsbluff. 
Mrs.  Arrasmith  is  approaching  86  years  of  age. 

Dr.  Ben  Ewing,  Nebraska  City,  has  moved  to  a 
new  location,  912  Central  Avenue.  He  was  former- 
ly associated  with  the  Nebraska  City  Medical  Group. 

Dr.  Floyd  Rogers,  Lincoln,  and  Dr.  Horace  K. 
Giffen,  Omaha,  were  two  of  the  guest  speakers  at 
the  Medical  Technologists  convention  in  Lincoln, 
May  9-10. 

Dr.  Dorothy  Thompson,  Omaha,  spoke  to  the  Wom- 
en’s Auxiliary  of  the  Nebraska  Methodist  Hospital, 
April  28,  on  “The  Function  of  the  Anesthesiology 
Department.” 

Dr.  and  Mrs.  John  Broz,  Alliance,  have  returned 
from  Chicago  where  the  doctor  attended  a meeting 
of  the  American  Association  of  Railway  Surgeons 
and  Examiners. 

Dr.  Robert  Benthack,  Wayne,  son  of  Dr.  and 
Mrs.  Walter  Benthack,  left  April  19  for  Fort  Sam 
Houston,  Texas,  where  he  has  begun  a two-year  tour 
of  duty  with  the  Army. 

Dr.  B.  R.  Farner,  Norfolk,  has  sailed  for  Europe 
where  he  will  attend  several  medical  meetings,  in- 
cluding the  International  College  of  Surgeons  con- 
vention in  Madrid,  Spain. 

Dr.  E.  A.  Rogers,  Acting  Director  of  the  State 
Department  of  Health,  spoke  to  30  medical  students 
from  the  University  of  South  Dakota  during  their 
^ield  trip  to  Omaha,  May  8. 

Dr.  F.  G.  Gillick,  Dean  of  the  Creighton  University 
School  of  Medicine,  has  been  appointed  medical  ad- 
viser to  the  Douglas  County  Chapter  of  the  Foun- 
dation for  Infantile  Paralysis. 
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Condolances  of  The  Journal  and  members  of  the 
Nebraska  State  Medical  Association  go  to  Dr.  and 
Mrs.  Fred  J.  Schwertly,  Omaha,  on  the  sudden  death 
of  their  16-year-old  daughter,  April  10. 

A home  for  underprivileged  children  is  being 
built  in  LaJolla,  Calif.,  as  a memorial  to  a foi-mer 
Nebraska  resident,  the  late  Dr.  Samuel  T.  Gillispie. 
He  was  the  brother  of  Dr.  J.  C.  Gillispie,  Falls  City. 

Dr.  J.  D.  McCarthy,  Omaha,  has  been  named  a 
Governor  of  the  American  College  of  Physicians, 
his  temi  ending  in  1955.  He  was  elected  at  a meet- 
ing of  the  College  held  in  Cleveland  during  the  lat- 
ter part  of  April. 

Dr.  E.  E.  Angle  has  been  elected  to  the  Executive 
Board  of  the  Lincoln  Community  Chest.  He  will 
seiwe  as  a renresentative  of  the  County  Society. 
Thus,  for  the  first  time,  organized  medicine  will  have 
a voice  in  the  affairs  of  the  chest. 

Dr.  Charles  L.  Hustead,  Falls  City,  announced  in 
mid-Anril  that  he  will  retire  on  August  1,  1952. 
His  office  practice  will  be  taken  over  by  Dr.  William 
Glenn,  Kearney,  and  Dr.  Robert  Crook  of  Grand 
Junction,  Colorado. 

Dr.  John  A.  Tamisiea,  Omaha,  a colonel  in  the 
Air  Force  reserve,  recently  completed  a course  in 
the  “Med’cal  Aspects  of  Nuclear  Energv”  at  the 
Army  Medical  Research  School,  Walter  Reed  Hos- 
pital, Washington,  D.C. 

Dr.  Charles  Tomnkins.  Omaha,  was  the  principal 
sneaker  at  a meeting  held  in  the  Hastings  First 
Methodist  Church.  Anril  29.  His  topic  was  “Prob- 
lems of  Family  Life.”  He  also  was  the  discusion 
leader  at  a Christian  Family  Life  Clinic  in  O’Neill, 
April  26  and  27. 

The  Franklin  County  Hospital,  scheduled  to  be 
opened  the  latter  part  of  May,  will  have  a different 
door  from  the  one  planned  by  the  architects.  Dr. 
W.  A.  Doering,  Franklin,  was  displeased  with  it  and 
offered  to  buv  a new  one.  His  offer  was  promptly 
accepted  by  the  Hospital  Committee. 

Colonel  Warner  F.  Bowers,  M.D.,  graduate  of  the 
University  of  Nebi'aska  College  of  Medicine,  will  end 
a four-year  teiTn  as  chief  surgical  consultant  to  Ma- 
jor General  George  E.  Armstrong,  Army  Surgeon 
General,  on  July  1.  Dr.  Bowers  will  become  chief  of 
surgery  at  Brooke  Army  Hospital,  Fort  Sam  Hous- 
ton, Texas. 

The  following  item  was  taken  from  a variety  col- 
umn in  the  World-Herald.  It  concerns  Dr.  Barney 
Kully,  now  of  Los  Angeles  and  a former  member 
of  the  Nebraska  State  Medical  Association:  “Dr. 

Barney  Kully,  of  Los  Angeles,  Omaha’s  gift  to 
throat  and  nose  surgery,  doesn’t  need  it  or  want  it, 
but  he  is  still  getting  world-wide  publicity.  The 
latest  came  via  Robert  Q.  Lewis’  air  program  with 
celebrated  loud  singer  Frankie  Laine  being  inter- 
viewed. Seems  the  vocalist  had  throat  trouble  and 
could  not  sing.  So  he  went  to  the  surgeon  and  Dr. 
Kully  told  him  he  had  ulcer  on  his  larynx.  So 
now  Frankie  is  cured  and  wailing  louder  than 
evei.” 


Tuberculosis  Abstracts 

DELAYS  IN  THE  DIAGNOSIS  OF  TUBER- 
CULOSIS FROM  THE  INCAUTIOUS 
USE  OF  ANTIBIOTICS 

It  was  noted  recently  that  case  histories  of  new- 
ly admitted  patients  to  a California  sanatorium  men- 
tioned the  use  of  penicillin  and  other  drugs  for  sup- 
posedly non-tuberculous  conditions.  This  often  hap- 
pened without  any  attempt  to  exclude  or  make  a di- 
agnosis of  tuberculosis.  It  was  decided  to  recheck 
such  informbation  by  requestioning  the  patients. 
The  results  were  amazing. 

Forty  per  cent  of  the  fifty  patients  in  residence 
on  Febiniary  15,  1951,  had  suffered  to  some  degree 
from  the  “blind”  use  of  chemotherapy. 

A.  CHEMOTHERAPY  WITHOUT  EXAM- 
INATION FOR  TUBERCULOSIS 

1.  A woman,  age  25.  “Cold”  with  pleurisy,  treat- 
ed with  sulfadiazine  and  penicillin.  Hemoptysis 
caused  patient  to  insist  on  an  x-ray.  Far  advanced 
exudative  lesion  found  with  cavity.  (Delay  — two 
months). 

2.  A woman,  age  26.  “Bad  cold”  treated  with 
penicillin  and  aureomycin.  Diagnosis  by  survey 
film.  Far  advanced  exudative  lesion  with  cavity. 
(Delay — two  months). 

3.  A woman,  age  26.  “Bronchial  trouble”  with 
asthma,  then  “pleurisy”  for  one  year.  Penicillin  in- 
halations. Diagnosis  made  with  gastric  culture. 
X-ray  shows  a subminimal  lesion.  (Delay — one  to 
two  years). 

4.  A woman,  age  29.  “Viiais  infection”  treated 
with  penicillin.  Diagnosis  made  by  chance  survey 
film  of  moderately  advanced  exudative  disease  with 
cavity.  (Delay — two  weeks). 

5.  A man,  age  22.  “Pneumonia”  with  asthma, 
diagnosed  without  x-ray.  Treated  with  penicillin. 
Diagnosed  by  survey  film  which  showed  scattered 
exudative  patches  with  numerous  cavities.  (Delay 
— possibly  two  years). 

6.  A woman,  age  69.  “Virus  pneumonia”  diag- 
nosed without  x-ray.  Penicillin  given.  Diagnosis 
by  survey  film  later;  moderately  advanced  lesion. 
(Delay — six  months). 

7.  A woman,  age  38.  “Bad  cold”  treated  with 
penicillin.  X-ray  was  not  made  until  a suiwey  film 
was  taken,  three  months  and  two  doctors  later. 
Lesion  moderately  advanced.  (Delay — six  weeks). 

8.  A woman,  age  36.  “Colds”  then  pleurisy.” 
Therapy  with  Chloromycetin  for  one  week.  Survey 
film  showed  far  advanced  disease  with  cavity.  (De- 
lay— one  to  three  months). 

B.  CHEMOTHERAPY  WITH  THE 
TUBERCULOSIS  LESION  MISINTERPRETED 

1.  A man,  age  46.  “Bad  cold”  treated  with  pen- 
icillin injections  and  inhalations.  X-ray  showed 
patchy  lesions.  No  further  study  was  made.  Sur- 
vey film  showed  slight  increase  in  moderately  ad- 
vanced tuberculosis.  (Delay — 18  months). 

2.  A woman,  age  45.  After  accident  an  effusion 
from  trauma  was  noted,  plus  a patchy  lung  lesion. 
No  other  diagnosis  made.  “Vinas  pneumonia”  the 
next  winter  treated  with  streptomycin  because  of 
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sensitivity  to  penicillin.  A persistent  fever  forced 
a diagonsis  of  far  advanced  tuberculosis  with 
atelectasis  and  cavity.  (Delay — two  years). 

3.  A woman,  age  54.  “Lobar  pneumonia.”  No 
x-ray,  but  “sulfa”  given.  Recurrent  “Viiaas  X”  bron- 
chitis three  years  ago.  Fluoroscopy  done  occasion- 
ally. Penicillin  and  aureomycin  used.  Patient  con- 
tinued to  work  as  a nurse.  X-rays  now  show  far 
advanced  disease  with  a large  cavity  and  broncho- 
genic spreads.  (Delay — three  to  six  years). 

4.  A woman,  age  39.  “Vinis  infection”  treated 
with  “sulfa,”  later  with  penicillin,  then  with  terra- 
mycin.  Suiwey  film  read  as  negative.  Pleural  effu- 
sion with  tubercle  bacilli  found.  Earlier  films  re- 
viewed and  seen  to  contain  minimal  lesion.  (De- 
lay— four  to  five  months). 

C.  CHEMOTHERAPY  IN  KNOWN  BUT 
FORGOTTEN  CASES  OF  TUBERCULOSIS 

1.  A woman,  age  27.  Tuberculosis  known  for 
eight  years,  but  called  inactive.  “Flu.”  Penicillin, 
aureomycin,  and  terramycin  were  tried.  A pleural 
effusion  resulted  in  the  diagnosis  of  tuberculosis 
activity.  (Delay — one  month). 

2.  A man,  age  36.  Tuberculosis  known  for  four 
years,  considered  to  be  arrested.  Overwork  and 
strain  followed  by  “intestinal  flu.”  Hemoptysis  re- 
sulted in  a diagnosis  of  exudative  and  cavitative 
disease.  (Delay — six  weeks). 

3.  A man,  age  44.  Tuberculosis  known  for  10 

years.  A “cold”  and  several  “sore  throats.”  Peni- 
cillin therapy  used,  but  stopped  because  of  reac- 
tions. An  active  far  advanced  tuberculosis  was  diag- 
nosed by  x-ray  later  in  the  year.  (Delay — six 

months). 

4.  A woman,  age  42.  Tuberculosis  known  for  10 
years.  “Virus  flu”  treated  with  aureomycin,  was 
followed  by  hemoptysis.  Diagnosis  of  active  far  ad- 
vanced tubereulosis.  (Delay — one  year). 

5.  A man,  age  38.  Tuberculosis^  14  years  ago. 
Limited  service  in  the  Army  Medical  Corps.  Life 
insurance  x-rays  read  as  negative.  A “cold”  with 
bronchitis.  Penicillin,  then  aureomycin.  X-ray 
showed  bilateral  far  advanced  exudative  tubercu- 
losis with  new  cavitation.  (Delay — two  to  four 
months). 

6.  A man,  age  46.  Tuberculosis  known  six  years 

ago  when  a “strep  throat,”  treated  with  sulfadia- 
zine, relapsed  and  the  lung  disease  was  recognized, 
treated  and  arrested.  A year  ago  he  had  bronchitis. 
Rest  and  antibiotic  pills  used.  Moderately  advanced 
tuberculosis  finally  diagnosed.  (Delay — 2 to  12 

months). 

7.  A man,  age  45.  Tuberculosis  treated  10 
years  ago,  and  observed  since  by  x-ray.  For  past 
year  sulfadiazine  and  penicillin  were  used  repeated- 
ly for  “bronchiectasis.”  No  sputum  examination. 
Sent  to  sanatorium  with  far  advanced  fibrocavern- 
ous  disease.  (Delay— one  year). 

8.  A woman,  age  52.  Tuberculosis  was  known 
14  years  ago  and  treated  for  four  years.  A “viiais” 
infection  two  months  ago  was  accompanied  by 
fever,  chills,  etc.  Therapy  was  penicillin,  Chloro- 
mycetin and  aureomycin,  but  no  x-ray  was  taken. 
She  returned  to  work  as  a nurse,  in  the  nursery  of  a 
hospital.  An  x-ray  showed  far  advanced  disease 
with  a 10  cm.  cavity.  (Delay — two  months). 


The  20  reported  cases  were  fortunate  enough 
to  be  diagnosed.  Hundreds  are  in  the  sanatoriums 
and  thousands  in  the  general  public  right  now  whose 
tuberculous  condition  is  being  obscured  by  non- 
specific antibiotic  therapy.  These,  and  the  persons 
to  whom  it  could  happen  in  the  future,  are  the  ones 
whom  greater  care  can  protect. 

Chemotherapy  for  lung  infections  may  be  haz- 
ardous if  tuberculosis  is  not  ruled  out  as  a cause 
of  the  symptoms.  Twenty  patients  in  a sanatorium 
of  50  beds  have  had  an  appreciable  delay  in  the  di- 
agnosis of  tuberculous  activity  because  of  the  use 
of  chemotherapy  and  the  lack  of  x-rays,  bacterial 
studies,  and  clear  thinking.  The  newer  antibiotics 
give  a false  sense  of  security  because  of  their  broad 
field  of  action.  The  dnigs  are  efficient  and  attrac- 
tive, but  they  must  be  aimed  more  precisely  at  spe- 
cific and  vulnerable  infections.  The  physician  and 
patient  both  seem  to  be  responsible  for  the  delay 
in  diagnosis.  Persons  who  have  had  tuberculosis 
are  especially  at  fault  if  they  do  not  check  on  the 
cause  of  lung  symptoms.  A chest  x-ray  survey  has 
helped  some  of  the  present  patients  to  a diagnosis. 
It  would  be  valuable  to  have  inexpensive  case-find- 
ing facilities  available,  and  physicians  would  be 
wise  to  use  them. 

— By  William  H.  Oatwav,  Jr.,  M.D.,  Arizona  Medicine,  July. 

1951. 


Like  other  chronic  diseases,  tuberculosis  is  a con- 
tinuous process  progressing  by  infinitesimal  degrees, 
from  the  first  moment  of  infection  through  the  va- 
rious stages  leading  to  recoveiy,  chronicity,  or 
death.  (Donald  Otenberg,  M.D.,  et  al.  Pub.  Health 
Reports,  July  6,  1951. 


The  following  letter  directed  to  the  Editor, 
may  be  of  interest  to  some  of  the  readers 
of  the  Journal: 

A patron  of  the  Society  for  the  Prevention  of 
Asphyxial  Death,  Inc.,  interested  in  making  the 
causes  and  prevention  of  asphyxia  better  known 
among  physicians  of  Nebraska,  has  kindly  offered 
to  donate  a copy  of  the  Art  of  Resuscitation,  by 
Paluel  J.  Flagg,  M.D.,  to  the  first  100  physicians 
who  become  members  of  the  Society  following  the 
release  of  this  information  in  the  Nebraska  State 
Medical  Journal. 

Reviews  are  enclosed.  You  may  wish  to  quote  one 
or  more.  The  book  lists  for  $6.00.  Volumes  donated 
will  be  autographed  by  Dr.  Flagg. 

Physicians  who  wish  to  receive  this  autographed 
volume  for  their  libraiy  are  asked  to  apply  for 
membership  in  the  Society  for  the  Prevention  of 
Asphyxial  Death,  Inc.,  enclosing  membership  dues 
of  $5.00.  Communications  should  be  addressed  to. 
Secretary,  S.P.A.D.,  Inc.,  2 East  63rd  Street,  New 
York,  21,  New  York. 

Dr.  Chevalier  Jackson  in  the  preface  to  this  book 
says,  “To  learn  from  this  book  means  to  save  hu- 
man lives.” 

May  we  ask  your  cooperation  in  publicizing  the 
offer  of  our  patron  to  the  end  that  Dr.  Jackson’s 
belief  may  become  more  completely  realized  in 
the  State  of  Nebraska. 
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VOTING  RECORDS  AND  ATTITUDES  OF  THE 
V'ARIOUS  PRESIDENTIAL  CANDIDATES 
WITH  RESPECT  TO  THE  ISSUE  OF 
SOCIALIZED  MEDICINE 

SENATOR  ROBERT  A.  TAFT  (R,  Ohio)— One  of 
medicine’s  staunchest  friends  in  the  United  States 
Senate.  He  is  campaigning  vigorously  against  So- 
cialized Medicine  and  all  forms  of  State  Socialism. 
He  voted  against  Reorganization  Plan  No.  1 which, 
if  not  defeated,  would  have  created  a Cabinet  posi- 
tion for  Federal  Security  Administrator  Oscar  Ew- 
ing. 

GEN.  DWIGHT  D.  EISENHOWER  (R)— He  has 
made  no  public  statement  as  yet  on  the  issue  of  Com- 
pulsory Health  Insurance  or  Socialized  Medicine.  He 
has  spoken  out  against  some  socialistic  proposals, 
but  his  leading  backers  in  the  Presidential  race  in- 
clude sevei’al  so-called  “Fair  Deal  Republicans” 
whose  position  on  the  medical  issue  is  at  least  ques- 
tionable. General  Eisenhower’s  position  may  be 
clarified  within  the  next  few  weeks.  In  this  re- 
gard, Senator  Dirksen  (R,  Illinois),  cabled  Senator 
Lodge  (R,  Massachusetts),  who  is  at  Eisenhower’s 
headquarters,  asking  that  he  get  Eisenhower  to 
make  a public  statement  on  eight  key  National  is- 
sues. On  our  issue.  Senator  Dirksen  specifically 
asked:  “Is  he  (Eisenhower)  for  or  against  Social- 

ized Medicine?” 

GEN.  DOUGLAS  A.  MAC  ARTHUR  (R)— Out- 
spoken opponent  of  Socialized  Medicine,  goverament 
controls  and  all  socialistic  proposals. 

HAROLD  E.  STASSEN  (R)— Mr.  Stassen  took  a 
strong  position  against  Socialized  Medicine  in  a 
series  of  articles  written  for  The  Readers  Digest  in 
January  and  February  of  1950,  following  a trip  to 
England  and  a study  of  the  British  system. 

GOV.  EARL  WARREN  (R,  Califoimia)— A con- 
stant and  determined  advocate  of  Compulsory  Health 
Insurance,  even  though  he  denies  that  this  is  So- 
cialized Medicine.  Governor  Warren  caused  Com- 
pulsory Health  Insurance  legislation  to  be  intro- 
duced at  the  1945,  1947  and  1949  sessions  of  the 
California  State  legislature  and  fought  vigorously, 
but  unsuccessfully,  for  its  enactment.  He  has  become 
a bitter  critic  of  the  medical  profession  and,  if  elected 
President,  undoubtedly  would  sponsor  National  Com- 
pulsory Health  Insurance  legislation  similar  to  that 
advocated  by  the  Truman  Administration.  He  has 
also  said  in  recent  addresses  that  he  favors  vir- 
tually all  of  the  New  Deal  legislation  enacted  dur- 
ing the  past  20  years,  but  feels  he  could  administer 
the  program  better  than  the  Democrats. 

SEN.  ESTES  KEFAUVER  (D,  Tennessee)— In  a 
letter  to  Dr.  R.  B.  Robins  of  Camden,  Arkansas,  a 
member  of  the  AMA  Coordinating  Committee,  dated 
January  30,  1952,  Senator  Kefauver  said:  “As  you 

know  I have  heretofore  taken  my  position  against  the 
medical  bill  that  is  now  in  Congress.  I don’t  want 
anything  to  happen  that  may  bring  about  Socialized 
Medicine.”  Senator  Kefauver,  however,  voted  for 
Reorganization  Plan  No.  1,  which  would  have  made 
Mr.  Ewing  a Cabinet  member,  and  has  supported 
some  other  aspects  of  the  New  Deal  Program. 

GOV.  ADLAI  E.  STEVENSON  (D,  Illinois)— The 
April  14,  1952  issue  of  Newsweek  carries  an  inter- 


view with  Governor  Stevenson,  dealing  with  major 
National  issues.  He  was  asked  the  question:  “Do 

you  favor  compulsory  national  health  insurance?” 
His  answer,  according  to  Newsweek,  was:  “Basically, 
the  problem  is  how  to  lift  people  over  the  costs  of 
major  illness.  I don’t  know  whether  voluntary  plans 
can  do  the  job.  I think  the  new  commission  on 
medical  needs  may  well  add  some  light  and  remove 
some  heat,  enabling  us  to  find  a satisfactory  solution 
to  this  peiplexing  problem.” 

SEN.  ROBERT  S.  KERR  (D,  Oklahoma)  — He 
voted  for  Reorganization  Plan  No.  1,  which  would 
have  given  Oscar  Ewing  Cabinet  status,  and  has 
generally  favored  New  Deal  socialistic  legislation. 

SEN.  RICHARD  B.  RUSSELL  (D,  Georgia)— An 
outspoken  opponent  of  most  socialistic  legislation; 
he  voted  against  Reorganization  Plan  No.  1. 

SEN.  HARRY  F.  BYRD  (D,  Virginia) — A vigor- 
ous opponent  of  Socialized  Medicine  and  all  forms 
of  Socialism.  He  addressed  the  Los  Angeles 
Mid-Winter  meeting  of  the  AMA  on  this  issue,  De- 
cember 5,  1951. 

VICE  PRES.  ALBEN  BARKLEY  (D)— He  has 
supported  most  of  the  Fair  Deal  program.  To  the 
best  of  our  knowledge,  he  has  not  taken  a public 
position  on  Socialized  Medicine. 


TOBACCO  OR  ALCOHOL  COST  CAN  COVER 
SICKNESS  PLAN 

An  editorial  in  the  October  13  Joumal  of  the 
American  Medical  Association  says  that  the  money 
spent  for  illness  is  small  compared  to  that  used  for 
more  pleasant  interests. 

The  editorial  advanced  the  idea  that  if  even  the 
small  amount  of  money  used  for  tobacco  were  put 
aside,  it  would  provide  the  necessary  monetary 
cushion  when  illness  strikes. 

“We  have  contended  repeatedly,”  the  Journal 
said,  “that  the  user  of  tobacco  or  alcohol,  the  per- 
son who  drives  a car  for  pleasure,  and  those  who 
enjoy  the  theater  when  they  wish,  to  mention  just  a 
few,  can  equally  well  set  aside  sufficient  money  for 
insurance  plans.  The  cost  is  no  greater  and,  when 
used,  the  benefits  are  much  better.” 

Continuing,  the  editorial  said: 

“Each  of  us  has  his  own  way  of  seeking  pleasure 
and  will  defend  the  right  to  make  the  choice.  At 
the  same  time,  in  deference  to  our  families  and  the 
community,  we  have  the  responsibility  of  making 
secure  our  dependence  during  periods  when  illness  is 
present. 

“No  one  who  wishes  to  maintain  the  advantages 
of  freedom  would  want  to  be  told  what  he  can  and 
cannot  do.  To  maintain  these  advantages,  how- 
ever, he  must  be  willing  to  accept  his  share  of  the 
responsibility  associated  with  preseiwing  freedom. 
Since  there  are  many  who  believe  that  the  easiest 
road  to  a welfare  state  is  by  nationalization  of 
medical  care  and  then  of  other  activities  it  is  neces- 
sary for  all  who  want  to  prevent  this  step  to  do  what 
they  can  to  prevent  it. 

“One  of  the  most  successful  ways  would  be  to  re- 
move excuses  for  nationalization  of  medical  care, 
which  in  part  can  be  accomplished  by  the  provision 
of  adequate  insui’ance  protection  on  a voluntary 
basis.” 
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EDITORIAL 

FLUID  AND  ELECTROLYTE 
BALANCE 

Some  years  ago  the  administration  of 
fluids  during  the  postoperative  period  was 
very  limited.  Oral,  subcutaneous  and  rectal 
routes  were  used  almost  exclusively.  Sips  of 
water  by  mouth  until  nausea  and  vomiting 
ceased  often  constituted  the  only  effort  to 
balance  fluid  loss.  Saline  solution  by  rec- 
tum or  under  the  skin  was  sometimes  used. 

Preoperative  treatment  often  consisted  of 
a purgative,  or  perhaps  two,  such  as  calomel 
and  magnesium  sulfate,  coupled  with  starva- 
tion for  twenty-four  hours,  especially  if  the 
belly  were  to  be  opened.  The  commonly  used 
anesthetic  was  ether.  It  is  difficult  to  think 
of  a combination  more  likely  to  jeopardize 
the  patients’  fluid  and  electrolyte  balance 
than  purgation,  starvation,  ether  anaesthesia 
and  sharp  limitation  of  fluids  and  food  after 
the  operation.  The  result  was  an  uncomfort- 
able, dehydrated  patient  with  excessive  vom- 
iting, high  fever,  small  urine  output,  gaseous 
distention  and  other  serious  complications. 

Then  came  the  intravenous  use  of  saline 
solution,  soon  followed  by  glucose,  buffer  so- 
lutions of  one  kind  or  another,  and  finally 
the  addition  of  many  other  things  from 
vitamines  to  aminoacids.  The  result  was 
marked  lessening  of  all  the  postoperative  dis- 
comforts with  shortening  of  the  period  of 
illness  and  all  the  other  obvious  benefits.  Of 
course,  no  advancement  in  medicine  comes 
alone.  Newer  methods  of  anaesthesia,  chem- 
otherapeutic and  antibiotic  agents  and  a 
clearer  concept  of  the  physiologic  background 
for  sensible  pre-and  postoperative  treatment 
in  general,  came  along.  It  is  not  possible  to 
compare  accurately  the  results  of  the  various 
periods  in  relation  to  fluid  and  electrolyte 
balance,  but  one  thing  seems  certain,  the 
mortality  before  the  use  of  inti'avenous  fluids. 


salt,  sugar,  etc.,  was  not  much  higher  than 
after  their  introduction.  The  greatest  bene- 
fit was  in  lessened  morbidity  and  increased 
comfort. 

The  next  step  in  the  progression  of  events 
was  what  may  be  termed  the  excessive  use 
of  intravenous  therapy.  It  seems  that  the 
thought  may  have  been,  if  a little  is  good, 
more  should  be  better.  Soon,  some  patients 
had  the  needle  out  of  the  vein  for  only  short 
periods  in  the  twenty-four  hours.  It  was 
then  that  one  began  to  see  generalized  edema, 
edema  of  the  lungs  due  to  left  heart  failure, 
and  other  complications  which  could  be  at- 
tributed to  too  much  fluid,  too  much  sodium 
chloride,  too  much  glucose,  etc.  These  com- 
plications of  over  enthusiastic  therapy  are 
still  seen  occasionally. 

The  physician  has  a choice  of  two  ap- 
proaches to  the  problem  of  fluid  and  electro- 
lyte regulation  after  operation.  One  pre- 
sumes an  attempt  to  control  this  physiology 
as  exactly  as  possible;  the  other,  to  control 
it  as  accurately  as  necessary.  Exact  control 
is  probably  impossible;  certainly  it  is  not 
possible  without  an  extensive,  costly  and  oft 
repeated  mass  of  laboratory  work.  Granting 
that  one  can  have  these  laboratory  data, 
they  are  difficult  to  interpret  in  terms  of 
therapeutic  procedure.  There  are  a few  cases 
in  which  an  attempt  at  such  intensive  ther- 
apy is  wise.  In  these  instances  one  should 
try  accurate  replacement.  The  vast  majority 
of  postsurgical  patients  can  be  treated  by  the 
conservative  administration  of  fluids  and 
electrolytes.  Enough  can  be  given  to  partial- 
ly correct  assumed  abnormalities  and  pro- 
duce a comfortable  convalescence  without 
jeopardy.  Nature  needs  only  to  be  assisted 
in  most  instances,  then  she  will  make  the 
further  adjustments  with  more  inherent  in- 
telligence than  the  physician  can  bring  to 
bear  on  the  problem. 
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20f: 

This  is  a plea  for  “middle  of  the  road”  use 
of  fluids,  salt,  sugar,  etc.,  intravenously  un- 
til such  time  as  laboratory  data  and  human 
intelligence  can  match  the  intricacies  of 
physiochemical  changes  within  the  body. 


MEDICAL  TECHNOLOGY 

It  would  be  difficult  to  imagine  practicing 
medicine  without  technological  assistance, 
especially  the  type  of  practice  of  today,  yet 
many  who  may  read  these  lines  had  to  do 
this.  Not  only  were  there  no  technicians, 
but  laboratory  procedures,  even  a urinalysis 
or  a blood  count,  were  not  to  be  had  unless 
the  practitioner  himself  made  the  examina- 
tions. It  is  only  a little  over  twenty  years 
ago  that  our  leading  hospitals,  with  patient 
loads  equal  to  those  of  today  had  perhaps 
only  one  technician  and  sometimes  even  that 
was  a part  time  job. 

Now,  a relatively  few  years  later,  labora- 
tory procedures  in  any  number,  from  the 
simplest  to  the  most  complex  are  available 
to  any  practitioner  in  Nebraska.  Medical 
technology,  along  with  good  roads  and  rap- 
id, reliable  transportation  has  helped  to 
streamline  the  practice  of  medicine.  The  av- 
erage doctor,  whether  he  be  in  a small  town 
or  a large  city  can  see  and  care  for  a much 
larger  number  of  sick  people,  with  less  delay 
and  much  greater  scientific  accuracy,  in  any 
given  period  of  time  than  ever  before.  One 
of  the  important  means  at  our  command  that 
make  this  possible  is  the  number  of  extra 
brains  and  hands  furnished  by  medical  tech- 
nologists. 

It  may  be  of  interest  to  review,  briefly,  the 
growth  of  this  group.  In  1918  there  was 
one  technologist  in  Lincoln.  The  remainder 
of  the  state  was  equally  poorly  supplied  with 
this  type  of  help  for  the  doctor.  Twenty 
years  later  the  number  had  grown  tremen- 
dously. In  December  of  1938  the  Nebraska 
Society  of  Medical  Technologists  (NSMT) 
was  organized  at  a meeting  held  at  the  Uni- 
versity of  Nebraska  College  of  Medicine,  in 
Omaha.  There  were  twenty  active  and  twelve 
associate  members  at  the  organization  meet- 
ing. 

In  1940  this  group  became  the  third  state 
society  to  affiliate  with  the  American  So- 
ciety of  Medical  Technologists.  (It  is  inter- 
esting to  note,  in  view  of  the  present  infla- 
tionary period,  that  at  the  meeting  of  the 
state  group  held  on  April  22,  1939,  “the  ban- 


quet in  the  evening  cost  85  cents  per  plate,”) 
Now,  the  NSMT  has  eighty-three  members 
and  the  national  has  approximately  4,000 
members. 

The  growth  and  development  of  this  great 
group  of  skilled  workers  has  been  constantly 
encouraged  and  guided  by  the  American  So- 
ciety of  Clinical  Pathologists.  In  the  first 
volume,  1931,  of  the  American  Journal  of 
Clinical  Pathology,  the  official  journal  of 
that  society.  Doctor  Kano  Ikeda  published 
the  first  “Survey  of  Training  Schools  for 
Laboratory  Technicians.”  He  called  atten- 
tion to  the  need  for  minimal  standards,  both 
in  fundamental  and  technical  education.  He 
urged  good  professional  administration,  less 
advertising,  more  moderate  tuition,  control 
of  commercialism  in  the  schools,  etc. 

Beginning  with  the  above  survey,  the 
American  Society  of  Clinical  Pathologists 
has  constantly  worked  toward  high  standards 
of  preparation  and  training  for  medical  tech- 
nologists ; toward  the  elimination  of  the  pure- 
ly commercial  schools;  and,  toward  the  ethi- 
cal practice  of  technology.  This  society  has 
examined  and  certified  the  graduates  much 
as  specialty  boards  certify  physicians.  Now, 
when  one  employes  a registered  medical 
technologist,  he  may  be  sure  she  has  had 
proper  training,  after  adequate  preparation, 
in  a recognized  school,  and  that  he  or  she 
has  been  able  to  pass  a difficult  and  search- 
ing examination. 

Although  medical  technology,  in  the  na- 
ture of  things,  can  not  and  should  not  be 
regarded  as  an  independent  profession,  it  has 
become  a most  welcome  and  useful  profession 
within  a profession,  and  merits  the  high 
esteem  in  which  it  is  held  by  the  physician. 
It  is  our  right  hand  in  many  important  mat- 
ters having  to  do  with  diagnosis  of  disease 
and  treatment  of  the  patient. 


TIPS  FOR  THE  DOCTOR’S  SECRETARY 

Practical  public  relations  techniques  for  dealing 
with  the  doctor’s  patients  are  included  in  two  new 
illustrated  booklets  which  the  American  Medical 
Association  soon  will  make  available  to  physicians. 
A 20-page  pamphlet — designed  as  a brief  guide  for 
secretaries — will  be  sent  to  all  AMA  members.  Es- 
pecially valuable  as  a training  guide  for  girls  in- 
terested in  becoming  medical  secretaries  is  the  60- 
page  detailed  manual  which  will  be  available  July 
1 to  individual  physicians  through  state  medical 
society  offices. 


Presidential  Address* 


DONALD  B.  STEENBURG,  M.D. 
Aurora,  Nebraska 


Mr.  Chairman,  Members  of  the  Nebraska 
State  Medical  Association  and  Friends: 

Traditionally,  retiring  Pi-esidents  of  your 
medical  association  have,  at  the  annual  ses- 
sion, expressed  their  humble  thanks  for  the 
honor  bestowed  upon  them ; have  given  an 
account  of  their  stewardship,  underlining 
the  more  noteworthy  accomplishments  of 
the  component  committees,  with  a preface 
on  the  “State  of  the  Nation”  as  it  affects  or- 
ganized medicine;  and,  last  but  not  least, 
have  expressed  their  gratitude  for  the  help, 
and  assistance  so  cheerfully  furnished  by 
Mrs.  Ruth  Murphy,  Mr.  Merrill  Smith  and 
Mr.  Sidney  Bradley  at  the  Association’s  head- 
quarters. 

The  “Police  Action”  in  Korea,  shortly  to 
enter  its  third  year,  continues  to  drag  on 
both  in  the  field  of  battle  and  at  the  so-called 
“Peace  Table,”  with  no  signs  of  definitive 
action  being  taken  now  or  in  the  foreseeable 
futui'e. 

Your  society,  through  it’s  Military  Affairs 
Committee,  has  been  able  to  provide  the 
“Armed  Forces”  with  the  state’s  quota  of 
doctors  with  a minimum  of  hardship  and  in- 
justice both  to  the  communities  served  and 
the  doctors  serving  therein. 

Your  Emergency  Medical  Service  Commit- 
tee, during  the  year  1950,  accomplished  a 
great  deal  in  organization,  orientation  and 
planning.  In  1951  these  tasks  were  actively 
pursued  until  the  mid-year  at  which  time 
we  were  advised  that  when  and  if  we  were 
needed  the  “State  Civil  Defense  Advisory 
Committee”  would  call  upon  us.  To  date 
there  has  been  no  call.  Nationally  this  apa- 
thy and  this  sense  of  complacency  exists  in 
the  face  of  a potential  disaster,  the  magni- 
•tude  of  which  is  far  beyond  the  comprehen- 
sion of  the  average  person.  An  awareness  of 
the  full  implications  of  an  airborne  attack 
or  of  organized  sabotage  must  be  stimulated 
through  education  of  our  people  in  the  sev- 
eral states.  It  is  incumbent  upon  those  who 
are  charged  with  the  responsibility  of  plan- 
ning and  organizing  for  civil  defense  not 
only  to  turn  out  a “Table  of  Organization,” 
but  also  to  stimulate  general  interest  and  to 
secure  wholehearted  cooperation  of  the  citi- 

•Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  13,  1952. 


zenry  through  publicity  and  education.  Pres- 
ently, after  much  work,  we  know  “Every- 
thing” and  can  do  “Nothing.”  We  have  great 
anxiety  with  no  means  to  relieve  it ; we  have 
firm  convictions  and  small  power  to  give  ef- 
fect to  them.  We  have  to  watch  the  unhappy 
casting  away  of  great  opportunities  for  con- 
certed action  and  the  feeble  execution  of 
plans  which  we  launched  and  in  which  we 
whole  heartedly  believed. 

^‘Socialism  is  no  dead  fish  on  the  beach.” 
We  are  in  a period  of  great  change  in  our 
economy  characterized  by  a rising  tide  of 
immorality. 

In  a phase  of  civilization  which  includes 
venal  politicians,  corrupt  law  enforcement, 
crooked  athletes,  piddling  and  vacillating 
statesmen  and  over-taxed,  corner-cutting 
businessmen,  the  average  citizen  likes  to 
feel  that  his  religious  priest  and  his  medical 
priest  are  still  alright  and  are  still  trust- 
worthy. 

There  has  been  a concerted  and  deter- 
mined effort  to  undermine  the  confidence  of 
John  Q.  Public  in  his  doctors,  but  I am  con- 
vinced that  so  far,  this  is  without  great  or 
permanent  effect. 

Physicians  have  unique  relationships  to 
their  fellows.  Sooner  or  later  every  single 
one  of  them  will  be  coming  to  the  medical 
profession  for  aid  they  can  not  obtain  else- 
where. Without  the  violation  of  even  the 
highest  principles  of  ethics  the  physician 
can  do  much  to  stymie  the  “OSCAR  EW- 
INGS” by  a few  well  chosen  words  in  the 
hospital,  the  office  and  at  the  bed  side,  while 
furnishing  this  aforesaid  aid  which  cannot 
be  obtained  elsewhere.  Nothing  but  good  can 
possibly  accrue  from  every  doctor  in  Nebras- 
ka becoming  active  in  politics  at  every  level, 
— the  town  or  city,  the  community,  the 
state  and  the  national  levels. 

If  the  “Free  Enterprise  System”  is  to  con- 
tinue to  exist  we  must  fight  to  elect  men 
who  are  morally  right,  courageous  and  inter- 
ested in  the  fundamental  rights  which  have 
made  this  country  the  leader  it  is  in  the 
world  today. 

Out  in  the  short  grass  country  this  pro- 
cess is  sometimes  called  “Cleaning  out  the 
Court  House.” 

LI.RRAr^Y 
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1951  has  been  a prosperous  and  progres- 
sive year  for  your  medical  association  leav- 
ing, however,  “much  to  do  in  '52.” 

You  are  kept  informed  of  your  associa- 
tion’s many  activities  by  means  of  the  mim- 
eographed “Pink  Sheet”  sent  to  the  individ- 
ual doctors;  by  means  of  the  copies  of  com- 
mittee transactions  sent  to  officers,  commit- 
tee members  and  county  society  secretaries ; 
and,  lastly,  by  publishing  the  annual  reports 
of  committee  activity  in  the  Nebraska  State 
Medical  Journal. 

By  presenting  here  and  now  a condensa- 
tion of  some  of  these  reports,  it  is  hoped  by 
repetition  to  point  out  the  importance  of  a 
number  of  these  projects  to  the  membership 
at  large. 

The  Committee  on  Medical  Service  was 
able  to  assist  the  Alumni  of  the  University 
of  Nebraska  College  of  Medicine  while  the 
legislature  was  in  session,  to  secure  addi- 
tional funds  to  build  up  that  institution. 
Many  years  of  financial  neglect  had  placed 
the  medical  school  in  a precarious  position 
relative  to  its  continuance  as  an  approved 
institution  of  higher  learning.  Much  inspira- 
tion to  this  end  was  supplied  by  Dean  Lueth 
and  it  is  with  great  regret  we  hear  of  his 
resignation  and  return  to  Chicago. 

As  a result  of  the  combined  efforts  and 
the  excellent  cooperation  of  the  legislature, 
additional  funds  have  been  allocated  for  a 
building  program.  The  members  of  the 
Board  of  Control  deserve  honorable  men- 
tion for  their  very  wonderful  cooperation 
and  help  with  the  Psychiatric  Unit  and  their 
understanding  of  the  many  problems  in 
changing  from  custodial  to  remedial  care  of 
the  mentally  afflicted.  The  momentum 
gained  can  and  should  be  maintained  to  fur- 
ther “expand”  the  medical  school  and  to 
“come  by”  sufficient  funds  to  support  full 
time  professorships,  research  and  the  amen- 
ities so  needful  to  a first  line  type  of  teach- 
ing medical  school. 

The  Committee  on  Medical  Service  was  al- 
so successful  in  securing  the  passage  of  a bill 
raising  the  salary  of  the  Director  of  The 
State  Department  of  Health,  which  now 
makes  it  possible  for  the  State  of  Nebraska 
to  secure  the  services  of  a well  qualified  indi- 
vidual to  head  this  important  department  of 
our  state  government. 

Another  outstanding  achievement  stems 
from  the  good  offices  of  the  legislature  in 


appropriating  $50,000.00  for  a cerebral  palsy 
unit.  Again  honorable  mention  to  the  Board 
of  Control  for  its  continuing  help  and  assist- 
ance. The  unit  is  housed  in  the  Orthopedic 
Hospital  in  Lincoln  and  is  just  starting  to 
roll  under  the  watchful  eye  of  Dr.  John 
Thomas  of  Omaha,  and  Dr.  Howard  Mitchell 
of  Lincoln. 

As  a wonderful  example  of  cooperation, 
this  year  witnessed  the  first  of  what  we  may 
reasonably  expect  to  be  a long  series  of  an- 
nual postgraduate  meetings  held  at  various 
strategically  located  spots  throughout  Ne- 
braska. The  Cancer  Committee  and  the 
Heart  Committee  largely  underwrote  the 
cost  for  the  Speakers’  Bureau.  Six  postgrad- 
uate meetings  were  held  in  six  different 
cities.  These  meetings  were  well  attended 
and  hit  a very  responsive  chord  in  the  hearts 
of  the  doctors  living  in  or  near  these  six 
communities,  who  attended  one  or  more  of 
the  sessions. 

The  Committee  on  Rural  Medical  Serv- 
ice, in  their  endeavor  to  better  man  the  rural 
hospitals  and  doctors’  offices,  came  up  with 
a new  idea  which  they  have  called  “Senior 
Medical  Day.”  The  plan  is  to  better  acquaint 
the  graduating  students  with  the  advan- 
tages of  a rural  medical,  surgical  and  obstet- 
rical practice  by  having  the  students  visit 
with  those  general  practitioners  of  the  state 
who  so  well  know  that  type  of  life  and  prac- 
tice. 

The  Planning  Committee  has  been  as- 
signed the  problem  of  reviewing  the  needs  of 
the  “State  Department  of  Health”  and  of 
preparing  such  legislation  as  appears  need- 
ful for  introduction  in  the  1952  legislature 
to  the  end  that  this  department  be  complete- 
ly reorganized.  This  is  a two  year  project 
and  the  study  is  well  under  way  at  this  time. 

The  American  Medical  Association, 
through  its  American  Medical  Education 
Foundation,  has  embarked  on  a “Fund  Rais- 
ing Drive”  in  each  of  the  states  of  the  union 
for  the  benefit  of  the  seventy-nine  medical 
schools.  Dr.  Louis  McGuire  is  chainnan  of 
A.  M.  E.  F.  for  Nebraska.  He  is  an  old  hand 
at  this  type  of  fund  raising  having  single 
handedly  raised  upward  of  a million  dollars 
for  Creighton  University  Medical  School. 
This  drive  was  evolved  by  the  Executive 
Council  of  A.  M.  A.  with  the  approval  of  the 
Board  of  Trustees  of  A.  M.  A.,  who  are  help- 
ing to  finance  the  drive  and  who  will  under- 
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take  the  task  of  delivering  unassigned  funds 
to  the  schools  on  a uniform  basis.  This  drive 
comes  as  a possible  solution  for  the  grave  fi- 
nancial crisis  that  has  been  facing  medical 
schools  since  the  end  of  World  War  II,  You 
have  read  about  it  in  your  Journal  and  Dr, 
McGuire  will  see  to  it  that  you  hear  more 
about  it  this  month  and  in  June.  Briefly,  it 
seems  that  if  we  are  to  avoid  federalization 
of  medical  schools  with  all  that  implies,  we 
as  individuals  will  have  to  make  yearly  con- 
tributions to  this  fund.  The  amount  you  con- 
tribute is  up  to  you.  The  school  you  desig- 
nate the  money  be  sent  to,  is  likewise  up  to 
you. 

No  medical  education  was  ever  obtained 
except  at  a loss  to  the  teaching  institution. 


Contributions  to  A.  M.  E.  F.  can,  in  a meas- 
ure, repay  these  obligations. 

This  is  a wonderful  opportunity  for  carry- 
ing on  the  traditions  of  Hippocrates,  who 
said,  ‘T  will  look  upon  him  who  shall  have 
taught  me  this  Art  even  as  one  of  my  par- 
ents. I will  share  my  substance  with  him,  I 
will  supply  his  necessities,  if  he  be  in  need.  I 
will  regard  his  offspring  even  as  my  own 
brethren,  and  I will  teach  them  this  Art,  if 
they  would  learn  it,  without  fee  or  covenant. 
I will  impart  this  Art  by  precept,  by  lecture 
and  by  every  mode  of  teaching,  not  only  to 
my  own  sons  but  to  the  sons  of  him  who 
taught  me,  and  to  disciples  bound  by  cov- 
enant and  oath,  according  to  the  Law  of 
Medicine.” 


Management  of  the  Acute  Low  Back  Problems 

CHESTER  H.  WATERS,  JR.,  M.D.,  F.A.C.S. 

Omaha,  Nebraska 


This  article  deals  with  pain  and  disability  in  the  lower 
back.  The  causes  are  grouoed  into  local  inflammatory 
involving  skeletal  structures,  muscles,  ligaments  and 
fasciae;  distant,  as  intra-abdominal;  traumatic;  and,  con- 
genital abnormalities  of  the  lumbosacral  spine.  Differential 
diagnosis  and  treatment  are  briefly  considered  for  each 
condition. 

EDITOR 

The  pathological  processes  producing 
acutely  painful  symptoms  in  the  low  back 
fall  into  two  main  categories,  those  due  to 
inflammation  and  those  caused  by  trauma. 
Infection,  while  often  producing  acute  symp- 
toms, is  more  frequently  the  causative  agent 
in  the  chronically  painful  stiff  back.  The 
diagnosis  of  low  back  pain  due  to  infection  is 
usually  based  on  systemic  and  radiographic 
evidence,  because  culture  of  the  invading  or- 
ganism is  impossible  in  most  instances.  Un- 
der this  heading  we  list  the  various  rheuma- 
toid arthritides,  for  although  they  are  prob- 
ably not  infectious  processes  per  se,  their 
clinical  and  laboratory  characteristics  close- 
ly simulate  the  acute  infections.  This  group 
of  inflammatory  causes  of  back  pain  is  con- 
veniently separated  anatomically  into  two 
classes,  the  skeletal  and  the  extra-skeletal 
diseases. 

I.  SKELETAL  DISEASES 

This  classification  can  be  subdivided  into 
three  major  groups,  osteochondritis,  osteo- 
myelitis, and  arthritis. 

A.  Osteochondritis  is  the  term  applied  to 
acute  infectious  processes  involving  the  in- 
tervertebral discs.  Such  infections  are  usual- 


ly pyogenic  but  occasionally  may  be  caused 
by  non-pyogens  such  as  Brucella  or  S.  typho- 
sa.  The  most  common  infecting  organism  in 
the  discs  is  the  tubercle  bacillus,  (M^.  tuber- 
culosis), but  its  course  is  always  slowly  pro- 
gressive and  it  rarely  produces  an  acute  syn- 
drome in  the  spine.  Acute  infection  of  a disc 
is  most  often  seen  in  the  lower  lumbar  re- 
gion, a rare  location  for  tuberculosis.  The  in- 
itial symptoms  may  coincide  with  mild  trau- 
ma and  suggest  an  early  herniation  of  a disc. 
However,  there  is  usually  extreme  low  back 
pain  with  muscle  spasm  and  marked  local 
tenderness  over  the  spine  without  definite 
sciatic  radiation,  and  never  are  there  objec- 
tive neurological  changes.  As  in  most  infec- 
tions in  cartilage,  the  systemic  reaction  is 
not  marked,  but  the  temperature  is  usually 
elevated  one  or  two  degrees,  the  white  count 
is  slightly  elevated,  and  the  sedimentation 
rate  is  definitely  higher  than  normal.  Blood 
agglutination  studies  should  be  run  to  rule 
out  brucellosis,  typhoid,  or  paratyphoid  in- 
fections. During  the  first  ten  days,  radio- 
graphic  studies  are  usually  negative,  but 
they  eventually  show  some  reaction  in  the 
adjacent  vertebrae,  narrowing  of  the  disc, 
and  finally  calcification  in  the  anterior  long- 
itudinal ligament  with  sclerosis  of  the  verte- 
bral bodies. 

B.  Acute  osteomyelitis  of  a vertebral  body 
simulates  infectious  disc  lesions  closely,  but 
the  systemic  reaction  is  usually  more  pro- 
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nounced.  Radiographic  changes  are  again 
slow  to  appear,  but  usually  show  a localized 
area  of  decreased  density  in  a vertebral  body. 
If  the  process  proceeds  unchecked,  partial 
collapse  of  the  involved  vertebrae  occurs,  ac- 
companied by  the  development  of  a para- 
vertebral abscess  which  may  eventually  point 
in  the  groin,  hip,  or  flank. 

These  two  infectious  processes  being  quite 
similar  are  treated  in  much  the  same  man- 
ner, the  primary  factor  being  the  selection  of 
the  proper  antibiotic  which  may  have  to  be 
chosen  by  trial  and  error.  Secondarily,  the 
spine,  and  the  patient,  must  be  kept  at  rest 
until  the  clinical  course  and  the  x-rays  dem- 
onstrate healing  to  be  well  advanced.  This  is 
best  accomplished  by  application  of  a plaster 
jacket  in  neutral  position,  and  it  is  usually 
necessary  for  two  to  three  months.  Follow- 
ing this  a brace  should  be  worn  until  there  is 
clinical  and  x-ray  evidence  of  complete  heal- 
ing. 

C.  The  arthritides  which  produce  acute 
back  symptoms  are  rheumatoid  and  Marie- 
Strumpell  arthritis.  These  two  conditions  are 
apparently  closely  related  if  not  actually  dif- 
ferent manifestations  of  the  same  pathologic 
process.  Most  commonly,  symptoms  of  spinal 
arthritis  are  insidious  in  onset  becoming 
gradually  more  severe.  Aching  pain  and  stiff- 
ness exacerbated  by  activity  and  by  weather 
changes  characterize  the  early  stages  of  the 
average  case.  However,  in  some  cases  there 
is  an  extremely  acute  episode  with  no  more 
antecedent  back  symptoms  than  a normal 
person  suffers.  The  acute  episode  is  usually 
initiated  by  some  unaccustomed  activity  and 
is  characterized  by  severe  pain  across  the 
lumbosacral  area,  aggravated  by  motion  .and 
unrelieved  by  rest.  Frequently  there  is  radia- 
tion into  one  or  both  thighs  which  often 
closely  simulates  the  symptoms  of  disc  her- 
niation. Clinically  the  patient  guards  all  mo- 
tions and  has  marked  spasm  of  the  low  back 
muscles  usually  with  flattening  of  the  nor- 
mal lumbar  curve.  There  may  be  mild  muscu- 
lar tenderness  but  usually  there  is  no  acute 
localization.  Neurological  examination  is  neg- 
ative although  the  patient  may  complain  of 
numbness  in  the  legs.  Usually,  sacroiliac 
strain  tests  are  strongly  positive,  for  the 
earliest  site  of  the  arthritis  is  in  the  sacroil- 
iac joints.  The  anatomic  relationship  of  the 
lumbosacral  plexus  to  the  acutely  inflamed 
sacroiliac  joint  explains  the  frequency  of 
sciatic  radiation  in  these  patients.  Labora- 


tory studies  are  of  some  help  because  the 
sedimentation  rate  is  usually  elevated,  al 
though  the  white  count  and  the  agglutina- 
tion tests  are  normal.  The  diagnosis  is  us- 
ually clinched  by  the  x-i-ay  appearance  of  the 
saci’oiliac  joints,  for  in  both  rheumatoid  and 
Marie-Strumpell  arthritis,  hazy  irregularity 
of  these  joints  is  consistently  present  in  the 
early  cases.  Treatment  is  not  very  satisfac- 
tory, but  radiation  therapy  usually  relieves 
the  acute  symptoms.  From  then  on  treat- 
ment is  designed  to  eliminate  strain  of  these 
joints  and  requires  low  back  support  and 
elimination  of  strenuous  activity.  Fortunate- 
ly, symptoms  disappear  permanently  when 
the  joints  become  ankylosed  after  a period  of 
three  to  ten  years.  Of  course,  involvement  of 
the  rest  of  the  spine  usually  occurs  in  Marie- 
Strumpell  arthritis  and  occasionally  in  rheu- 
matoid sacroiliac  arthritis,  but  these  later 
stages  offer  no  diagnostic  problem. 

II.  EXTRA-SKELETAL  DISEASES 

This  division  comprises  the  inflammatory 
processes  involving  the  muscles  and  fascia 
of  the  low  back  and  those  involving  intra-ab-" 
dominal  structures. 

A.  Fibrositis  is  the  catch-all  term  used  to 
describe  non-pyogenic  inflammatory  reac- 
tions in  connective  tissue  including  muscles, 
ligaments,  and  fasciae.  The  patient  with  fib- 
rositis has  a painful,  stiff  back  which  de- 
veloped during  an  acute  respiratory  infec- 
tion or  following  exposure.  The  severe  myal- 
gia which  often  accompanies  influenza  is  ty- 
pical of  this  syndrome,  but  many  patients 
have  had  no  antecedent  illness.  In  cold,  damp 
climates  the  disease  is  quite  prevalent  as  is 
evident  in  England  and  northeni  France. 
Clinically,  the  patient  with  fibrositis  shows 
guarded  but  complete  motion,  mild  muscular 
hypertonicity,  and  mild  diffuse  muscular 
tenderness  with  acutely  tender  spots  at  the 
musculo-tendinous  junctions  and  the  fibrous 
attachments  of  muscle  to  bone.  General  lab- 
oratory studies  are  usually  entirely  negative, 
and  these  patients  are  often  considered  ma- 
lingerers. However,  biopsy  shows  perivascu- 
lar focal  inflammatory  reaction  of  the  small 
round-cell  type  which  is  also  seen  in  rheuma- 
toid arthritis.  Treatment  of  this  condition, 
like  that  of  the  other  rheumatoid  problems, 
is  not  very  effective,  put  palliative  diather- 
my and  radiation  therapy  usually  enable  the 
patient  to  carry  on.  The  condition  is  self-lim- 
ited  and  will  eventually  spontaneously  disap- 
pear. 
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B.  Of  the  intra-abdominal  inflammatory 
processes,  only  those  which  are  extra-peri- 
toneal ordinarily  produce  acute  back  symp- 
toms. Pyelitis  and  perinephric  infection  are 
the  commonest  diseases  which  produce  suf- 
ficient irritation  of  the  quadratus  lumborum 
to  cause  pain  and  spasm.  In  these  cases  spin- 
al tenderness  is  minimal,  but  there  is  usually 
rather  marked  tenderness  in  the  costo-verte- 
bral  angles  and  flanks,  often  bilateral,  and 
usually  accompanied  by  tenderness  anterior- 
ly over  the  kidney.  The  white  count  and  tem- 
perature elevation  indicate  an  acute  fulmin- 
ating infectious  process  and  the  urinalysis 
may  prove  the  diagnosis. 

Those  patients  whose  symptoms  are 
caused  by  trauma  comprise  the  largest  group 
of  the  acute  low  back  problems  and  are  the 
most  difficult  to  diagnose  accurately.  Trau- 
ma may  be  caused  by  severe  violence  as  in 
car  accidents,  falls,  and  direct  blows  and  fre- 
quently produces  fractures  of  the  vertebral 
bodies  or  processes.  Such  injuries  are  not  too 
common  and  because  of  the  violence  of  the 
trauma,  hospitalization  with  x-ray  survey  is 
usually  necessary.  The  most  frequent  type  of 
trauma  producing  low  back  pain  is  that 
caused  by  lifting,  bending,  or  twisting 
strains,  as  nearly  everyone  can  attest  from 
personal  experience.  Adequate  treatment  of 
acute  low  back  symptoms  depends  on  accur- 
ate diagnosis,  for  what  at  first  seems  to  be 
a simple  ligamentous  strain  may  progress  as 
a chronically  painful  weak  back  to  an  her- 
niated intervertebral  disc.  There  are  five 
main  types  of  acute  low  back  problems  v'hich 
can  be  differtiated  by  their  symptoms,  find- 
ings, and  radiographic  appearance. 

I.  SIMPLE  MUSCLE  STRAIN 

A.  This  condition  usually  follows  very 
heavy  lifting  or  jerking  of  the  spinal  exten- 
sor muscles  in  an  anteriorly  and  laterally 
flexed  position.  The  pain  is  usually  rather 
acute  initially,  but  subsides,  only  to  recur 
some  hours  later  after  a period  of  rest,  and 
then  accompanied  by  subjective  stiffness. 
Examination  usually  reveals  limitation  of 
flexion  accompanied  by  unilateral  paraverte- 
bral painful  muscle  spasm.  Tenderness  can 
be  elicited  in  the  substance  of  one  of  the  sac- 
rospinales  or  quadratus  lumborum  muscles. 
At  the  point  of  tenderness,  localized  thicken- 
ing or  spasm  of  the  muscle  is  frequently  pal- 
pable. Mild  extension  of  the  lumbar  spine 
gives  immediate  relief  in  the  standing  posi- 
tion. Treatment  of  such  muscular  strains  is 


directed  toward  the  prevention  of  forward 
and  lateral  flexion  and  the  maintenance  of 
the  muscle  in  a state  of  relaxation.  This  can 
be  effectively  accomplished  by  heavy  adhe- 
sive strapping  properly  applied  and  renewed 
at  intervals  of  five  to  seven  days  until  local 
tenderness  and  spasm  has  disappeared.  The 
strapping  is  applied  with  the  patient 
prone,  a thin  pillow  being  placed  under  the 
head  and  shoulders  to  ensure  mild  lordosis. 
The  skin  is  shaved  and  painted  with  Ace  ad- 
herent from  the  tips  of  the  scapulae  to  the 
natal  cleft.  Using  four  inch  tape,  two  diagon- 
al strips  are  applied  under  moderate  tension 
from  one  scapula  down  over  the  opposite 
buttock  to  control  lateral  bending  of  the  lum- 
bar spine.  Two  layers  of  horizontal  straps 
are  tightly  applied  extending  from  the  natal 
cleft  to  the  scapulae  and  to  the  anterior  ax- 
illary line  on  each  side.  Strapping  frequently 
blisters  the  skin  at  the  ends  of  the  straps, 
so  the  patient  should  be  checked  at  frequent 
intervals. 

II.  LIGAMENTOUS  STRAINS 

A.  These  injuries  are  caused  by  a mech- 
anism similar  to  the  muscular  strains  but 
are  usually  more  serious  in  that  disability 
lasts  considerably  longer,  up  to  six  weeks. 
The  patient  with  an  acute  ligamentous  strain 
complains  of  pain  on  flexion,  but  usually  in 
the  mid-line  or  close  to  it,  and  he  shows  ten- 
derness over  a spinous  process,  interspinous 
ligament,  or  deep  to  the  sacrospinalis  muscle 
over  an  articular  facet.  There  is  ordinarily 
no  muscle  tenderness  or  localized  muscle 
spasm  palpable.  The  treatment  of  such 
strains  follows  the  same  principle  as  that  of 
the  muscular  strain,  namely  prevention  of 
stretching  damaged  tissues.  In  the  mild 
cases,  adhesive  strapping  may  be  adequate, 
but  the  skin  will  not  tolerate  tape  more  than 
two  to  three  weeks.  A light  plaster  jacket  or 
Taylor  type  brace  is  often  necessary  in  the 
more  severe  strains  for  a period  of  four  to 
six  weeks. 

III.  SUBLUXATION  OF  ARTICULAR  FACETS 

A.  This  is  a rather  uncommon  syndrome, 
but  in  the  chiropractor’s  book  it  seems  to  ac- 
count for  most  back  problems.  It  is  char- 
acterized by  sudden  sharp  pain  just  lateral 
to  the  mid-line  and  accompanied  by  limita- 
tion of  all  motions  and  a list  of  the  trunk  to 
the  opposite  side.  While  the  back  simulates 
the  appearance  of  one  with  an  acute  herniat- 
ed intervertebral  disc,  there  is  no  radiation, 
limitation  of  straight  leg  raising,  or  neuro- 
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logical  change  in  the  legs.  There  is  frequent- 
ly a history  of  similar  episodes  often  enough 
relieved  by  chiropractic  manipulation.  X- 
rays  rarely  show  any  abnonnality,  and  the 
diagnosis  is  therefore  usually  made  upon  the 
response  to  traction  on  the  legs  over  a period 
of  several  hours  or  to  manipulative  flexion 
and  rotation  of  the  spine  to  the  opposite  side. 
Relief  from  either  method  is  prompt  and 
complete,  although  recurrent  subluxation  is 
common  in  active  individuals. 

IV.  CONGENITAL  ABNORMALITIES  OF  THE 
LUMBOSACRAL  SPINE 

A.  These  bony  defects  are  present  in 
twenty-five  per  cent  of  spine  x-rays  and  us- 
ually are  asymptomatic  until  an  acute  strain 
is  placed  on  the  back;  therefore,  they  ai'e 
seen  most  frequently  in  boys  of  sixteen  to 
twenty.  Clinically  the  patient  shows  guarded 
motion  without  true  muscle  spasm  and  may 
show  mid-line  tenderness.  Radiation  of  pain 
into  one  or  both  buttocks  without  objective 
neurologic  change  is  frequently  an  accom- 
panying symptom. 

1.  The  most  common  of  these  defects  is 
spina  bifida,  usually  of  the  upper  sacrum  but 
often  involving  the  neural  arch  of  L 5.  The 
defect  varies  from  a small  cleft  to  a complete 
absence  of  the  neural  arch.  Symptoms  are 
produced  because  the  interspinous  ligament 
and  the  inter-laminal  muscles  attach  to  a 
fibrous  instead  of  a bony  neural  arch. 

2.  The  transitional  lumbosacral  vertebra 
is  a common  source  of  pain  because  of  in- 
equality of  motion  on  the  two  sides  of  the 
vertebra.  There  are  many  combinations  of 
partial  to  nearly  complete  lumbarization  of 
the  first  sacral  segment  or  sacralization  of 
the  fifth  lumbar  vertebra.  Usually  there  are 
“batwing”  transverse  processes  articulating 
on  one  or  both  sides  with  the  sacrum  which 
not  only  limit  motion  of  the  articular  facets, 
but,  due  to  their  abnormal  shape,  become 
painful  when  subjected  to  strain. 

3.  Spondylolisthesis  is  the  most  disabling 
of  these  structural  anomalies  but  is  occasion- 
ally asymptomatic  until  middle  age  when  de- 
generative arthritis  supervenes.  This  condi- 
tion is  due  to  bilateral  defects  in  the  pars  in- 
terarticularis  or  isthmus  of  the  fifth  or  oc- 
casionally of  the  fourth  lumbar  vertebra. 
The  defect  is  thought  to  be  a birth  fracture 
caused  by  axial  compression  of  the  baby’s 
spine  during  labor  and  delivery.  Varying  de- 
grees of  anterior  displacement  of  the  defec- 
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five  vertebra  occur,  from  a visible  defect 
with  no  displacement  to  complete  displace- 
ment anterior  to  the  middle  of  the  sacrum. 
Sciatic  radiation  is  common  in  those  patients 
with  moderate  or  severe  displacement  be- 
cause of  sacral  nerve  root  stretch  or  occa- 
sionally because  of  degeneration  and  retro- 
pulsion  of  the  subjacent  intervertebral  disc. 

Treatment  of  these  bony  anomalies  is 
usually  conservative  and  consists  of  instruc- 
tion regarding  use  of  the  back  and  some  type 
of  low  back  brace  designed  to  flatten  the 
lumbar  curve  and  thus  immobilize  the  lower 
lumbar  articulations.  In  many  cases,  espe- 
cially of  transitional  lumbosacral  vertebra 
and  of  spondylolisthesis,  spinal  fusion  is  nec- 
essary to  relieve  symptoms.  This  procedure 
is  advisable  in  young  men  who  are  doing 
heavy  work  in  order  to  eliminate  life-time 
bracing. 

V.  ACUTE  HERNIATION  OF  A 
NUCLEUS  PULPOSUS 

A.  The  patient  suffering  from  a herniated 
disc  may  have  years  of  symptoms  consisting 
of  recurrent  back  and  leg  pain  finally  becom- 
ing constant,  the  typical  story  of  a degener- 
ated disc  with  eventual  herniation.  An  acute 
herniation  differs  mainly  in  that  symptoms 
are  of  shorter  duration  and  are  much  more 
severe.  There  is  often  a history  of  catching 
pain  in  the  back  on  bending  and  lifting,  but 
no  radiation  is  noted.  The  acute  episode  us- 
ually follows  a minor  strain  and  is  character- 
ized by  severe  back  pain  radiating  into  one 
lower  extremity.  The  leg  pain  becomes  rapid- 
ly more  severe  and  the  back  pain  diminishes 
or  disappears.  Paresthesias  are  often  noted 
in  the  invovled  extremity  and  the  pain  is  ex- 
acerbated by  coughing,  sneezing,  bending, 
sitting,  and  standing.  The  patient  is  obvious- 
ly in  severe  pain,  guarding  all  motions  and 
walking  with  a limp  and  sciatic  scoliosis.  The 
back  usually  shows  flattening  of  the  lumbar 
curve,  a fixed  tnmk  list,  and  tenderness  over 
the  affected  buttock  and  sciatic  notch  with 
radiation.  Straight  leg  raising  is  greatly  lim- 
ited, and  neurological  examination  shows  hy- 
palgesia  over  the  affected  dermatone.  If  the 
first  sacral  root  is  compressed,  the  sensory 
loss  involves  the  lateral  aspect  of  the  leg  and 
foot,  and  the  ankle  jerk  is  absent  or  dim- 
inished. There  may  be  weakness  of  the  ankle 
and  foot  muscles  and  occasionally  difficulty 
in  bladder  control  in  the  large  heniiations. 
Treatment  is  usually  conservative  in  the  first 
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episode,  for  in  about  fifty  per  cent  the  her- 
niation is  so-called  “labile”  and  may  reduce 
with  a few  days  of  leg  traction  in  semi-Fow- 
ler’s position.  If  the  pain  and  neurologic  find- 
ings clear  up,  a plaster  jacket  is  applied  with 
the  lumbar  spine  flexed  to  lock  the  joints. 
After  six  weeks  of  rigid  immobilization,  a 
low  back  brace  is  fitted.  Such  patients,  how- 
ever, must  always  protect  their  backs  and 
avoid  strain  to  prevent  recurrence  of  hernia- 
tion. In  that  group  unrelieved  by  traction. 


laminectomy  with  excision  of  the  herniated 
disc  material  is  necessary.  This  brings  up  the 
question  of  spinal  fusion,  for  many  patients 
have  persistent  disabling  back  pain  after 
laminectomy  alone.  It  is  our  opinion  that  all 
patients  of  the  active  age  groups  showing 
any  bony  abnonnality  in  x-ray  should  have 
fusion  of  the  lumbosacral  spine  at  the  time 
of  laminectomy,  and  that  those  patients 
with  no  x-ray  changes  but  who  do  heavy 
work  should  also  be  stabilized  by  fusion. 


How  To  Keep  Our  Liberty* 

MR.  RAYMOND  MOLEY 
Editor  of  "Newsweek" 


It  is  a strange  thing  in  the  art  of  politics 
to  be  addressing  a Medical  Association.  The 
only  thing  I know  anything  about  is  politics 
because  I studied  it  and  taught  it  and  prac- 
ticed it  for  a good  many  years,  and  I am  talk- 
ing tonight  about  politics  although  I am  not 
making  a political  speech.  I am  speaking  to 
what  I know  to  be  an  alerted  group  of  stu- 
dents in  politics  who  have  acquitted  them- 
selves magnificently  in  the  three  or  four 
years  that  they  have  been  aware  of  the  ex- 
istence of  the  Welfare  State. 

When  Mr.  James  Bryce  wrote  his  Great 
American  Commonwealth  some  sixty  or  sev- 
enty years  ago  he  said  that  of  all  the  profes- 
sions the  medical  profession  was  the  least 
political.  Occasionally,  he  said,  some  of  them 
got  on  school  boards,  but  that  was  about  all 
they  ever  did  with  reference  to  the  govern- 
ment of  their  own  country.  And  now  they  in- 
clude in  their  membership  some  of  the  most 
astute  politicians  I have  ever  known,  and  I 
have  known  some  good  ones.  They  had  bet- 
ter, because  the  issues  are  issues  that  are  a 
challenge  not  only  to  you  as  doctors  but  to 
you  as  American  citizens. 

I want  to  talk  a little  bit  tonight  about  the 
issues  in  this  year  of  1952.  We  have  got  to 
take  account  of  the  fact  that  there  are  cer- 
tain years  in  the  series  of  years  in  which 
more  politics  are  to  be  decided  than  in  other 
years  and  this  is  a decisive  year.  I want  to 
talk  about  those  issues  because  I believe  that 
the  issues  this  year  before  the  American 
people  are  two-fold.  One  is  Communism 
abroad,  the  other  is  Socialism  at  home,  and, 
believe  me,  they  are  brothers  under  the  skin. 

♦Presented  at  84th  Annual  Session.  Nebraska  State  Medical 
Association.  Hotel  Cornhusker,  Lincoln.  Wednesday  Evening 
May  14,  1952. 


The  only  difference  is  that  one  is  a moderate- 
ly advanced  case  and  the  other  is  far  ad- 
vanced. I want  to  talk  about  the  indivisibility 
of  liberty  and  the  responsibility  of  the  medi- 
cal profession  in  this  present  situation. 

I don’t  like  to  seem  to  be  offering  a plug 
for  a book  that  I have  written.  If  any  of  you 
have  ever  written  a book  you  know  that  you 
never  make  any  money  out  of  it.  If  you  do, 
then  you  are  fortunate.  The  only  people  that 
ever  make  any  money  out  of  books  are  teach- 
ers at  teachers  colleges.  I don’t  happen  to  be- 
long to  that  institution. 

In  1948,  the  last  year  of  decision,  which 
was  greeted  by  the  candidate  Dewey  as  the 
beginning  of  the  second  part  of  the  greatest 
century  in  history — it  did  not  quite  begin  as 
auspiciously  as  Mr.  Dewey  had  anticipated — 
after  that  election,  which  was  a very  great 
shock  to  me  and  to  a great  many  other  peo- 
ple in  this  country,  I did  a great  deal  of 
thinking.  I did  not  predict,  as  some  political 
writers  did,  that  Dewey  would  be  elected,  — 
period.  I was  not  quite  as  bad  as  other  peo- 
ple; in  fact,  my  prediction  was  extraordin- 
arily accurate  because  the  only  thing  I said 
in  print  was  that  Dewey  would  be  elected 
barring  a miracle  or  a disaster.  But  after 
that  election  an  appeal  was  made  to  the- 
American  people,  which  in  my  judgment  was 
about  as  crass  an  appeal  to  the  lower  in- 
stincts of  human  nature  as  I have  ever  heard 
in  all  of  my  experience  in  politics,  and  I sold 
buttons  in  the  campaign  of  1896.  I did  a 
great  deal  of  heart-searching.  What  was  the 
matter  ? 

After  a year  of  thought  about  this  event 
in  our  history  in  which  I tried  to  analyze  the 
result,  I wrote  a piece  in  my  magazine. 
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NEWSWEEK,  which  I called  “Organizing 
for  Freedom.”  I said  in  that  piece  that  the 
political  parties  in  this  country  had,  in  ef- 
fect, ceased  to  function ; that  there  had  been 
a steady  decline  in  the  support  by  the  people 
of  the  country  of  their  political  parties. 
Why,  I did  not  then  attempt  to  analyze.  I 
merely  noted  the  fact  and  said  that  if  we  are 
to  maintain  our  freedom  in  this  country  and 
the  purpose  of  political  parties  to  make  this 
constitutional  system  work  and  to  protect 
the  liberty  of  the  American  people,  the 
American  people  would  have  to  do  something 
outside  of  the  political  parties. 

That  little  piece  was  thrown  out  as  a sug- 
gestion, I had  no  particular  answer  to  my 
question,  but  I had  an  extraordinary  reaction 
to  it  because  inside  of  two  weeks  I had  four 
or  five  hundred  letters  from  people  through- 
out the  country.  I don’t  get  very  many  let- 
ters. I am  not  like  some  of  the  columnists 
who  will  tell  you  that  they  get  them  by  the 
bushel  basket — I don’t ; but  I got  more  from 
that  little  piece  than  from  all  the  rest  that  I 
had  written  in  fifty-two  previous  weeks  and 
the  almost  universal  point  that  was  made  in 
these  letters  was,  “We  know  we  are  losing 
our  liberty,  but  what  are  we  going  to  do 
about  it?”  And  these  letters  came  from  all 
sorts  and  conditions  of  people,  people  who 
were  scared  about  what  was  going  on  in  this 
country,  alarmed  people,  but  people  who  felt 
presently  helpless  in  the  grip  of  a situation 
that  they  were  unable  to  comprehend  and  for 
which  they  had  no  immediate  answer.  It  was 
a challenge  to  me.  After  all,  I had  been  in 
this  business  of  writing  about  politics  for  all 
these  years  and  ought  to  have  an  answer, 
but  I didn’t. 

About  that  time  a publisher  asked  me  if  I 
would  write  a book  and  expand  my  point  and 
perhaps  attempt  to  answer  these  letters. 
That  was  in  December,  1949.  I said,  “Yes,  I 
will  have  your  book  for  you  next  spring  and 
we  will  have  it  all  ready  to  influence  the  elec- 
tion of  1950.” 

Meanwhile  Mrs.  Moley  and  I went  to  Eng- 
land to  witness  the  campaign  over  there  in 
February  of  that  year  and  I learned  some- 
thing from  that  which  I will  bring  out  a lit- 
tle bit  later.  But  in  the  spring  of  1950  I did 
not  have  a book,  I only  had  some  rough 
notes,  because  this  is  not  an  easy  thing  to 
answer.  The  American  people  are  in  the  ha- 
bit of  thinking  they  can  easily  answer  these 
great  political  questions,  but  this  question  of 


what  we  are  going  to  do  about  the  cancer 
that  is  growing  in  the  American  political 
system  is  just  about  as  difficult  as  the  prob- 
lem that  faces  the  medical  profession  in  the 
shape  of  the  cancer  that  threatens  the  hu- 
man organism.  It  is  not  easy  to  answer. 

So  I had  some  notes  in  the  spring  of  1950 
and  I went  to  the  publisher  and  said,  “Well, 
there  you  are!  They  are  rough  notes.”  He 
said,  “Never  mind  about  1950;  let’s  go  to 
work  some  more.”  I worked  another  year  and 
I had  a manuscript  then  and  I showed  it  to 
him  and  he  said,  “You’ve  got  a rough  draft 
here.”  It  was  as  rough  as  hell ! Well,  I wasn’t 
too  old  to  learn  something  about  writing  be- 
cause I had  my  points  in  there  but  I had  not 
got  them  developed.  I worked  some  more 
months  and  finally,  after  two  years  and 
more,  I had  something  that  resembled  a 
book  which  was  an  attempt  to  answer  that 
thing,  the  most  difficult  thing  that  I ever  at- 
tempted. 

I went  through  the  campaign  of  1932  with 
Mr.  Roosevelt.  I supervised  the  speeches.  Re- 
member, that  was  before  he  got  some  of 
these  ideas  that  he  later  was  celebrated  for. 
He  was  a pretty  tame  individual  in  those 
days.  That  was  before  he  began  to  be  con- 
scious of  some  relationship  to  the  Messiah. 
Of  course  when  anybody  begins  to  believe 
that  he  has  that  kind  of  relationship  I get  a 
little  bit  nervous  and  edge  out  the  door.  At 
any  rate,  that  campaign  was  easy,  it  was 
easy  to  get  Hoover  out,  but  it  is  going  to  be 
an  awful  lot  harder  to  get  this  crowd  out 
that  is  in  there  now  because  certain  things 
have  happened  since. 

What  I have  put  together  in  this  book, 
about  which  I would  like  to  make  some  com- 
ments tonight,  is  my  contribution  to  saving 
my  country  and  I have  no  apologies  for  it. 
All  I can  say  is  that  if  any  other  country  has 
to  be  saved  in  some  other  guise,  God  help 
them,  because  this  is  the  best  I can  do.  I 
want  to  talk  very  briefly  about  what  it  came 
down  to. 

In  the  first  place  you  face  this  problem; 
The  indictment  has  been  drawn  pretty  well 
of  what  is  going  on  and  how  our  liberty  is 
being  eaten  away,  but  let’s  take  a look  at  it. 
It  is  a very  subtle  thing  that  is  happening  to 
the  American  people.  We  have  never  been 
threatened  by  tyranny  in  its  more  obvious 
foi-ms.  This  country  has  been  remarkably  de- 
tached from  those  things.  It  has  never  been 
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threatened  by  invasion  or  by  attack.  It  has 
never  had  a real  dictator  rise  up,  a dictator- 
ship in  the  more  repellent  fonn.  To  us  it  is 
quite  different. 

Huey  Long  used  to  say  “There  are  two 
kinds  of  owls ; there  is  the  hoot  owl  and  the 
‘scrooch’  owl.”  I used  to  know  him  pretty 
well  back  in  those  days.  Mr.  Roosevelt  was 
the  scrooch  owl  type.  He  is  the  one  that  gets 
in  the  henhouse  and  sidles  up  beside  the  hen 
and  scrooches  up  and  pretty  soon  there  “ain’t 
no  more  hen,”  but  though  it  comes  as  a very 
pleasant  kind  of  exhilarating  experience  it  is 
just  as  definitive  as  a more  violent  approach. 

I was  talking  about  this  thing  with  a 
friend  of  mine  and  he  said  “Did  you  ever 
read  the  last  chapter  of  De  Tocqueville’s  DE- 
MOCRACY IN  AMERICA?”  I had  read 
some  of  it  but  I never  got  to  the  last  chapter. 
I went  back  to  the  book  and  found  the  most 
amazing  prediction  of  what  is  threatening  us 
today.  De  Tocqueville  was  a young  French 
nobleman  who  came  over  to  this  country  in 
the  1830s,  120  years  ago,  and  after  looking 
us  all  over  and  examining  democracy  in  its 
operation  in  this  country  he  wrote  some 
words  that  I think  ought  to  be  imbedded  in 
the  consciousness  of  every  American  because 
they  represent  the  threat  that  faces  us  to- 
day. He  said  in  the  first  place  that  this  coun- 
try never  needs  to  fear  a tyrant  but  it  needs 
to  fear  a guardian.  Here  is  what  he  said,  and 
he  is  talking  about  government : 

I see  a happy  race  of  men.  Above  this  happy  race 
of  men  stands  an  immense  and  tutelary  power  which 
takes  it  upon  itself  alone  to  watch  over  their  fate. 
That  power  is  absolute,  minute,  regular,  provident 
and  mild.  It  would  be  like  the  authority  of  a parent 
if  like  that  authority  its  object  was  to  prepare  men 
for  manhood;  but  it  seeks,  on  the  contrary,  to  keep 
them  in  perpetual  childhood.  It  is  well  content  that 
the  people  should  rejoice,  provided  they  think  of 
nothing  but  rejoicing  for  their  happiness.  Such  a 
goveiTiment  willingly  labors,  but  it  chooses  to  be 
the  sole  agent  and  the  only  arbiter  for  that  happi- 
ness. It  provides  for  their  security,  sees  and  supplies 
their  necessities,  . . . 

(You  see,  he  had  the  word  “security”  be- 
fore this  New  Deal  had  it.) 

. . . facilitates  their  pleasures,  manages  their 
principal  concerns,  directs  their  industries,  regu- 
lates the  descent  of  property,  subdivides  their  in- 
heritances, and  what  remains  is  but  to  spare  them 
all  the  care  of  thinking  and  all  the  trouble  of  living. 

After  having  thus  successfully  taken  each  mem- 
ber of  the  community  in  its  powerful  grasp  and 
fashioned  him  at  will,  the  supreme  power  then  ex- 
tends its  aiTn  over  the  whole  community.  It  covers 
the  surface  of  society  with  a netwoi'k  of  small,  com- 


plicated rules,  minute  and  uniform,  through  which 
the  more  original  minds  and  the  more  energetic 
characters  cannot  penetrate  to  rise  above  the  crowd. 
The  will  of  man  is  not  shattered,  but  softened,  bent 
and  guided.  Men  are  seldom  forced  to  act,  but  they 
are  constantly  restrained  from  acting.  Such  a pow- 
er does  not  destroy,  it  prevents  existence;  it  does 
not  tyrannize  but  it  compresses,  extinguishes  and 
stupefies  a people  till  each  nation  is  reduced  to 
nothing  better  than  a flock  of  timid  and  industrious 
animals  of  which  the  government  is  the  chaplain. 

That  is  what  a man  120  years  ago  warned 
us  about  and  that  is  the  threat  which  faces 
us  today.  That  is  the  Welfare  State. 

Now  in  what  form  does  this  come?  Well, 
it  does  not  speak  of  ideals.  It  speaks  of  ma- 
terial things. 

I hope  that  nothing  that  I say  tonight  will 
indicate  that  I have  any  political  slant  in  this 
talk,  which  is  entirely  nonpolitical,  because  I 
am  perfectly  neutral  this  year.  I don’t  give  a 
damn  who  wins  on  the  Republican  ticket.  I 
belong  to  a species  of  Democrats  that  have 
been  homeless  for  some  twenty  years.  My 
Democratic  friends  are  the  friends  that  sur- 
rounded Mr.  Roosevelt  in  1932  and  ’33.  The 
dearest  friends  I have  are  Jim  Farley  and 
John  Garner.  Let  me  say  that  John  Gamer 
is  one  of  the  great  men  of  this  generation.  I 
saw  him  two  weeks  ago  and  he  said  “We 
ought  to  change  the  parties  every  eight 
years;  it  might  be  a good  thing  to  have  a 
constitutional  amendment  to  that  effect  be- 
cause you  don’t  want  to  let  them  stay  in 
there  too  long,”  and  Mr.  Gamer  has  seen 
every  administration  since  Theodore  Roose- 
velt. 

What  is  the  appeal  of  the  Welfare  State? 
Entirely  material.  Mr.  Truman  made  a snear- 
ing  comment  about  socialism  not  so  long  ago. 
He  is  always  saying  this:  “These  Republi- 
cans are  telling  you  about  socialism,  but  look 
at  your”  — he  did  not  say  “deep  freezes”  — 
he  said  “look  at  your  television  sets  and  your 
iceboxes ; and  you  farmers,  look  at  the  bene- 
fits you  are  getting.  That  is  socialism? 
That’s  too  bad,  isn’t  it!”  And  so  on.  Not  one 
word  of  idealism. 

In  1950  Mr.  Truman  stood  up  in  St.  Louis 
and  made  a speech  and  I wish  you  would  go 
back  and  look  at  it.  He  told  how  much  money 
the  farmers  were  getting.  He  would  end  up 
by  saying  to  the  fanners  “If  you  don’t  vote 
for  me  then  you  are  the  most  ungrateful  peo- 
ple on  earth.”  He  would  say  to  Labor,  “Look 
what  you  are  getting!”  Everybody  getting 
something  and  nobody  giving  anything. 
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That  is  not  the  American  spirit  because 
this  country  originated  among  people  who 
were  willing  to  give  as  well  as  to  take.  But 
the  first  step  is  this  giving,  this  process  of 
destroying  the  will  of  the  people  who  receive, 
and  after  that  comes  the  tough  part  because 
then  comes  the  tyrant.  The  tyrant  is  bound 
to  come.  Let  me  give  you  an  idea  of  what 
that  means. 

When  Mrs.  Moley  and  I were  in  England 
in  1950  I wanted  to  get  a close  view  of  a man 
who  is  the  most  dangerous  person  in  the 
Anglo-Saxon  world,  Aneurin  Bevan,  the  Min- 
ister of  Health.  I knew  a little  bit  about  this 
Health  Service  over  there  but  I wanted  to 
see  him.  They  were  keeping  him  out  of  Lon- 
don ; they  did  not  want  him  there ; they  were 
letting  him  go  around;  so,  with  a couple  of 
other  newspapermen  Mrs.  Moley  and  I went 
all  the  way  over  to  Bristol  and  went  to  see 
him  in  the  hotel.  Aneurin  Bevan  is  now  about 
54,  a handsome  looking  creature.  I have 
known  all  the  demagogs  that  we  have  had  in 
our  time  in  this  country  and  I would  say  that 
he  embodies  the  best  and  the  worst  qualities 
of  all  of  them.  He  has  John  Lewis’s  capacity 
of  language  plus  Huey  Long’s  ruthlessness. 
I said  “We  want  to  see  you  tonight.”  He 
knew  me,  knew  the  name.  He  said,  “You 
were  with  Roosevelt,  weren’t  you  ?” 

I said,  “Yes.” 

“Well,  Roosevelt  did  not  do  so  well  after 
you  left.  You  went  too  far  to  the  right.” 

As  a newspaperman  I was  not  going  to  say 
anything  about  that  except  to  nod  and  say, 
“Yes,  I was  with  him.”  He  thought  I was 
Tugwell,  you  see.  So  I let  him  think  that.  At 
any  rate  we  saw  him  later  that  night  and  we 
spent  three  hours  with  him.  I took  an  hour  of 
that  time  pursuing  him  on  the  policy  of  Bri- 
tish Socialism  toward  Labor,  and  then  I 
spent  the  other  two  hours  pursuing  him  on 
his  policies  in  the  Health  Service. 

On  that  Health  Service  you  have  been  so 
well  educated  by  the  American  Medical  As- 
sociation that  I really  don’t  need  to  say  very 
much,  but  it  began  in  estimating  the  cost  in 
1948  at  180  million  pounds.  They  have  ended 
up  now  with  a cost  of  400  million  pounds, 
and  it  is  still  rising  because  they  never  anti- 
cipated the  illimitable  capacity  of  people  for 
medical  aid  or  what  people  conceived  to  be 
their  need  for  medical  aid.  In  short,  these 
people  who  are  talking  about  socialized  medi- 
cine have  never  appreciated  the  fact  that 


there  is  an  illimitable  number  of  hypochon- 
driacs among  the  people,  and  that  is  what 
has  happened  over  there.  If  you  give  a thing 
away  there  is  no  limit  to  what  you  have  to 
give. 

But  I wanted  to  get  at  the  steel  in  this 
thing.  I mean  s-t-e-e-1.  I wanted  to  get  at  the 
hard  thing  in  the  bottom.  By  this  time  Bevan 
had  several  drinks  at  the  expense  of  NEWS- 
WEEK and  we  kept  on.  He  comes  from 
Wales.  At  any  rate,  we  were  getting  along 
all  right  by  eleven  or  eleven-thirty. 

I said,  “How  can  you  control  the  doctors  ?” 

He  said,  “Because  we  have  got  the  hospi- 
tals ; we’ve  got  the  doctors  as  soon  as  we  take 
over  the  hospitals,  and  we  have  taken  them 
over.” 

Then  I said,  “What  about  Labor?  What 
are  you  going  to  do  in  your  nationalized  in- 
dustries if  Labor  decides  to  strike?” 

“We  will  put  them  in  the  Army.” 

“What  are  you  going  to  do  with  the  lead- 
ers of  Labor?” 

“We  will  put  them  in  jail.” 

That  is  what  happens  after  the  gloss  is 
worn  off  of  this  Welfare  State. 

Nye  Bevan  has  a book  out  now  and  the 
more  carefully  you  read  it  the  more  you  are 
impressed  that  it  is  a study  for  a psychia- 
trist, but  to  me  it  means  hatred.  He  said  that 
as  a thirteen-year-old  boy  he  worked  up 
there  in  the  mines  in  Wales  and  he  spent  his 
time  thinking  of  the  sources  of  power  and 
how  ultimately  these  working  people  could 
snatch  power  away  from  the  people  that  had 
it  and  put  them  where  they  belonged.  It  is  a 
book  of  hatred.  It  isn’t  a book  of  constructive 
progress  because  ultimately  they  are  lower- 
ing the  standard  of  living  of  the  people  that 
they  are  pretending  to  benefit. 

Don’t  make  any  mistake,  our  job  is  to  get 
over  to  the  people  of  this  country  the  fact 
that  they  are  getting  no  benefits. 

I have  to  place  this  illustration  in  a speci- 
fic state  because  different  states  have  dif- 
ferent laws  on  taxes.  A farmer  in  Georgia  is 
pretty  well  off,  he  gets  a nice  price  for  his 
cotton,  but  when  he  buys  a gallon  of  gaso- 
line he  pays  192  taxes.  What  is  happening  of 
course  is  that  the  Welfare  State  takes  from 
one  pocket  with  one  hand  and  gives  back  80 
per  cent  of  what  they  take  with  the  other 
hand. 
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I saw  this  thing  beginning  and  I got  out 
when  I saw  it  veering  in  that  direction.  In 
this  Administration  are  advocates  of  this 
thing  — Mr.  Brannan,  Mr.  Ewing,  and  so  on. 
They  call  themselves  Liberals  and  similar  ti- 
tles, but  ultimately  the  whole  thing  arrives 
at  the  same  place. 

Those  of  you  who  feel  that  the  real  threat 
is  the  occasional  Alger  Hiss  ought  to  very 
seriously  take  a look  at  this  reference  that  I 
want  to  give  you  now.  I was  much  impi*essed. 
In  the  latter  part  of  a most  extraordinary 
book  by  Whittaker  Chambers,  some  of  which 
was  published  in  the  SATURDAY  EVE- 
NING POST,  this  strange  character  in  his 
extraordinary  style,  almost  mystical  style, 
told  of  how  he  realized  when  he  really  began 
to  put  the  heat  on  with  reference  to  Hiss  and 
others  that  he  was  shooting  at  something 
much  more  important  than  a few  Commu- 
nists and  he  felt  that  something  was  coming 
back  at  him  in  the  way  of  resistance  from  a 
vastly  more  voluminous  group  in  Washing- 
ton than  the  few  people  who  had  espoused 
the  Communist  faith ; namely,  the  Socialists, 
because  they  were  brothers  under  the  skin. 
He  said  that  he  then  realized  that  these  peo- 
ple were  drawing  — and  he  used  this  beauti- 
ful expression  — “an  ice  cap  over  American 
civilization,  the  ice  cap  of  unifonnity,  the 
ice  cap  of  Socialism,”  and  they  were  the  ene- 
mies that  he  feai'ed  the  most. 

There  you  are!  So  don’t  get  too  much  in- 
terested in  the  occasional  stealings,  the  deep 
freezes,  the  mink  coats.  All  that  is  very 
small  stuff.  The  important  thing  is  to  watch 
the  people  that  are  trying  to  steal  our  li- 
berty. 

There  is  one  candidate  going  around  the 
country,  I won’t  mention  his  name  but  he 
stands  for  the  extermination  of  slot  machines 
and  the  cleaning  out  of  certain  hoodlums 
that  have  been  there,  and  every  time  one  of 
these  reformers  comes  along  the  hoodlums 
either  move  to  another  state  or  they  go  un- 
der cover  and  then  they  appear  again  after 
the  reformer  has  been  elected  to  the  office 
which  he  is  seeking.  He  is  a clean  Socialist. 
The  crowd  in  there  now  are  rather  tainted 
Socialists,  but  make  no  mistake.  I’d  just  as 
soon  have  my  freedom  stolen  by  a dirty  So- 
cialist as  a clean  one,  and  keep  that  in  mind 
when  you  view  these  candidates. 

The  issue,  I repeat  (I  can’t  say  this  too 
seriously),  is  the  question  of  the  preserva- 
tion of  American  liberty  and  the  protection 


of  the  essential  rights  of  the  American  peo- 
ple because,  I repeat  again,  after  this  scrooch 
owl  approach,  after  the  Welfare  State,  then 
comes  the  person  who  says  — I am  quoting 
exactly — “I  am  going  to  do  as  I damn  please” 
law  or  Constitution  to  the  contrary  notwith- 
standing. That  is,  you  have  a little  man  swol- 
len with  power  who  did  three  weeks  ago 
something  that  George  Washington  would 
have  been  ashamed  to  do.  The  Supreme 
Court,  if  it  deserves  the  name  “Supreme,”  is 
going  to  pin  his  ears  back.  This  is  no  joke 
this  time.  This  is  no  joke! 

The  thing  that  I want  to  get  over  to  the 
Doctors  here  is  that  liberty,  to  repeat,  is  in- 
divisible and  that  there  is  only  one  remedy 
and  that  is  in  political  remedy.  It  is  not  in 
changing  the  mind  of  the  people  who  are 
there.  It  is  getting  the  people  who  are  there 
out. 

How  are  we  going  to  do  it,  because  things 
don’t  look  so  well  ? In  the  first  place,  our  po- 
litical parties  have  been  losing  the  support  of 
the  public  ever  since  1880.  It  is  an  extraor- 
dinary thing  that  the  two-party  system  has 
always  been  regarded  as  the  essential  pro- 
tection of  our  liberty  and  yet  it  has  been  los- 
ing the  support  of  the  public  year  after  year 
all  that  time. 

Let  me  give  you  some  figures.  I don’t  want 
to  load  this  down  with  too  many  but  let  me 
give  you  just  two  or  three.  In  1940,  50  mil- 
lion people  voted  for  the  president;  in  1948, 
48,800,000  voted  for  the  president.  That  was 
a loss  of  about  a million  and  a quarter  in 
eight  years  and  yet  during  that  eight  years 
11  million  more  people  became  eligible  to 
vote.  When  Willkie  ran  in  1946  about  80  mil- 
lion people  were  eligible  to  vote  and  50  mil- 
lion people  voted.  In  1948  something  like  92 
million  people  were  eligible  to  vote  and  48 
million  voted.  What  is  going  on  in  this  coun- 
try ? Forty-eight  million  people  voted,  44  mil- 
lion did  not  vote.  Ladies  and  gentlemen,  if 
our  liberty  is  lost  because  44  million  Ameri- 
cans refuse  to  do  their  duty,  then  may  God 
have  mercy  on  this  generation  of  Americans ! 
That  is  a serious  thing. 

Who  are  these  44  million  people  ? Who  are 
they?  Are  they  the  people  that  would  help 
us  to  sustain  our  liberty  if  they  voted  ? I 
think  a great  many  of  them  are.  I can’t  give 
you  the  figures  because  you  can’t  tell  how 
they  would  vote  exactly,  but  I will  give  you 
two  or  three  bits  of  evidence. 
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It  may  have  been  that  in  1948  the  polls 
were  not  wrong.  It  may  have  been  that  Mr. 
Gallup  was  right  in  his  estimate.  Remember, 
he  drew  the  conclusion  from  his  figures  that 
Dewey  would  be  elected,  but  his  figures  were 
merely  a sampling  of  the  people  who  were 
eligible  to  vote.  He  was  sampling  the  92  mil- 
lion. He  was  not  sampling  the  48  million.  He 
may  have  been  right  and  there  are  a good 
many  evidences  of  that. 

I can  give  you  a few  evidences  of  it  be- 
cause in  Ohio  in  1950  there  was  an  election 
in  which  the  people  really  got  out  and  sup- 
ported Bob  Taft  for  Senator  and  before  that 
election  the  Republican  state  chairman 
made  a study  of  the  voting  habits  of  the  peo- 
ple in  Ohio.  He  found  that  certain  of  the  so- 
called  best  people,  let  us  say  the  self-styled 
best  people,  were  notoriously  absent  on  elec- 
tion day.  Twenty-five  per  cent  of  the  mem- 
bers of  the  chambers  of  commerce  in  Ohio  — 
those  are  the  boys  that  go  down  every  Tues- 
day noon  to  the  meeting  of  the  chamber  of 
commerce  and  get  all  lathered  up  about  what 
is  happening  to  their  business  in  the  country 
because  of  Socialism  — but  those  25  per  cent 
found  something  else  to  do  on  election  day. 
Twenty-five  per  cent  of  the  ministers  of  the 
gospel  did  not  vote  in  Ohio  in  1948,  and  38 
per  cent  of  the  wives  of  the  ministers  of  the 
gospel  did  not  vote.  That  is  nice  community 
leadership,  isn’t  it?  Thirty-three  per  cent  of 
the  white  collar  workers  in  the  Firestone  fac- 
tory did  not  vote,  but  90  per  cent  of  the  hod- 
canying  members  of  the  CIO  voted.  I don’t 
object  to  the  CIO  getting  out  the  vote,  they 
have  really  worked  at  it ; it  is  the  other 
crowd  that  did  not  get  out. 

Let  me  give  you  a couple  more  figures  and 
then  I’ll  leave  this  point.  A friend  of  mine  up 
in  Syracuse,  New  York,  an  automobile  deal- 
er who  has  a lot  of  public  spirit,  made  a 
study  of  the  voting  record  of  the  members  of 
the  five  country  clubs  in  Onondaga  County 
in  which  Syracuse  is  the  county  seat.  He 
found  that  only  60  per  cent  voted  in  1948. 
Those  are  nice  leaders  of  the  community, 
aren’t  they?  When  that  happens  of  course 
one  can’t  but  wonder  what  result  will  take 
place.  Those  are  the  people  who  have  got  to 
be  stirred  to  action  this  year  if  it  can  be 
done,  and  my  proposition  is  that  we  must  not 
sit  back  and  wait  for  a candidate  who  will 
have  the  magic  power  to  bring  out  these  lazy 
people. 

Let  me  just  give  you  another  figure  before 
I finish.  When  the  British  people  all  got 


stirred  up  enough  to  kick  out  this  bunch  of 
incompetents  known  as  the  Labor  party,  84 
per  cent  of  the  people  voted  in  1950,  whereas 
54  per  cent  of  the  eligible  voters  in  the  Unit- 
ed States  voted  in  1948 ; 84,  54.  Our  record  in 
the  United  States  is  the  worst  record  of  any 
civilized  country  on  earth,  worse  than  Aus- 
tralia, Canada,  New  Zealand,  South  Africa, 
England,  France,  Italy.  That  is  what  we  are 
doing  to  ourselves. 

Let  me  give  you  one  more  figure.  I don’t 
want  to  get  into  this  too  much.  We  have  a 
lot  of  youngsters,  you  know,  coming  into  the 
vote.  McCall’s  magazine  published,  in  their 
March  number,  a survey  of  these  youngsters. 
Only  about  60  per  cent  intend  to  vote.  What 
kind  of  people  are  we  bringing  up  in  our  edu- 
cational institutions?  I put  that  question  up 
to  a college  president  the  other  day:  “What 
kind  of  people  are  you  bringing  up?’’ 

Two  years  ago  FORTUNE  magazine  had 
a poll  of  the  graduates  of  our  colleges  and 
what  they  found  was  enough  to  make  any- 
body blush  for  shame.  They  found  that  in 
every  college  in  the  United  States  except 
two  the  graduates  of  our  colleges  were  say- 
ing that  their  purpose  in  life  was  to  get  a 
nice  job  with  a big  corporation,  not  to  go  in- 
to business  for  themselves,  presumably  have 
a nice  wife,  a couple  of  kids,  a membership 
in  a country  club  and  a pension  at  65.  In  uni- 
versities in  two  states,  the  University  of  Tul- 
sa and  Baylor  University  in  Waco,  Texas, 
thank  God,  the  spirit  of  liberty  still  lives. 

We  have  been  down  in  that  part  of  the 
country.  I was  down  in  Texas  for  three 
weeks  and  there  was  the  most  terrific  out- 
burst of  indignation  against  the  so-called 
Welfare  State  and  Socialism  that  I have  ever 
seen.  They  have  conventions  there.  They 
don’t  have  the  fine  plan  that  your  former 
Senator  and  leader.  Senator  Norris,  provid- 
ed for  you.  They  get  out  on  the  sidewalk  and 
they  have  a convention,  and  I saw  some  of 
those.  They  turned  out  in  numbers  that  had 
never  been  tunied  out  before  and  they  gave 
a ringing  approval  to  the  policies  that  had 
been  advocated,  that  Texas  was  going  to  se- 
cede from  the  Democratic  party.  No,  not  ex- 
actly secede  from  the  Democratic  party.  The 
Democratic  party  of  Texas  was  to  go  on  its 
own.  What  was  the  issue  ? The  issue  was  So- 
cialism and  Federalism. 

There  is  something  happening  in  this 
country.  There  is  a stirring,  a coming  to  life ; 
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there  is  what  I would  call  a new  conserva- 
tism. There  are  people  that  are  willing  to 
stand  up  and  say  “I  believe  in  the  past ; I am 
a conservative.” 

You  know,  we  have  all  been  pussy-footing 
about  this.  I wrote  a piece  a while  ago  and  I 
said  that  Ernie  Weir,  who  is  president  of  the 
National  Steel  Company,  was  an  ultra-con- 
servative, and  Ernie,  whom  I know,  wrote  to 
me  and  said,  “What  do  you  mean  by  calling 
me  an  ultra-conservative  ? I am  a liberal.” 

So  I answered  and  said,  “Eniie,  I think  the 
word  ‘ conservative’  is  a distinguished  and 
important  word.  The  oldest  party,  I mean 
the  oldest  party  that  has  kept  its  faith  in  the 
English-speaking  world,  is  the  Conservative 
party  and  when  I called  you  ultra-conserv- 
ative, and  I am  a conservative,  I was  saying 
that  I was  just  a priest  in  the  Conservative 
party  because  you  are  an  arch-bishop.  Why 
be  ashamed  of  it  ? Why  try  to  crawl  under  a 
word  which  has  been  maltreated  like  the 
word  ‘liberal’  has  been?” 

Once  upon  a time  150  years  ago,  the  word 
“liberal”  meant  a person  who  was  against 
the  power  of  government.  That  is  what  Ed- 
mund Burke  meant,  that  is  what  Jefferson 
meant.  Now  it  means  someone  who  is  liberal 
with  other  people’s  money. 

What  is  the  solution  ? The  solution  is  that 
in  every  part  of  the  country  this  year  the 
people  must  vote.  It  is  a little  bit  hard  to  say 
this  to  you  people  in  Nebraska  because  you 
are  all  dead  sure  you  are  going  to  carry  this 
state  anyway  for  the  Republican  party.  You 
are  all  right,  but  just  get  out  a few  more 
anyway,  just  to  be  sure.  There  is  only  one 
way  by  which  we  can  stop  this  threat,  and 
I hate  to  make  this  statement  because  it 
sounds  like  a political  argument,  but  there 
is  only  one  way  and  that  is  you  have  got  to 
get  this  crowd  out  somehow.  It  can’t  be  got- 
ten out  by  a member  of  the  party  that  is  now 
there,  no  matter  how  good  they  might  be. 
Even  Dick  Russell  could  not  get  them  out. 
Therefore  there  has  got  to  be  a change. 

There  are  three  or  four  ways  that  you  can 
conceive  a change.  One  is  the  nomination  of 
Eisenhower,  and  people  are  hoping  for  that, 
that  he  could  carry  some  of  the  South.  Let 
me  just  say  this  about  that:  One  of  the  dis- 
eases that  we  have  got  to  be  careful  about 
this  year  in  politics  is  what  might  be  called 
“Eisenhoweritis.”  That  is  the  disease  by 
which  many  people  are  lulling  themselves  to 


sleep  by  saying  if  they  get  this  man  nominat- 
ed then  they  can  play  golf  on  election  day. 
No,  sir!  It  is  going  to  be  just  as  hard  to  elect 
him  as  Bob  Taft.  Whoever  is  going  to  be 
elected  is  going  to  be  elected  because  of  the 
blood  and  tears  and  sweat  of  the  American 
people  getting  out  the  vote ; getting  out  little 
groups  as  they  got  them  out  in  Ohio  in  the 
campaign  of  1950 ; as  the  automobile  dealers 
in  Utah  turned  out  the  vote  to  elect  Bennett 
over  all  the  power  of  the  Federal  administra- 
tion in  1950 ; as  they  got  out  and  elected  Nix- 
on in  California.  It  hasn’t  been  the  political 
parties  that  have  accomplished  these  things. 
I think  the  medical  profession  in  the  nearby 
State  of  Illinois  had  a lot  to  do  with  provid- 
ing that  300,000  majority  for  Ed  Dierksen  in 
1950,  just  as  the  doctors  turned  out  this 
demagog  Pepper  in  Florida  in  1950.  They  did 
that  job. 

I learned  this  from  some  medical  people  in 
Florida:  In  Dade  County  alone  in  that  pri- 
mary where  Smathers  was  running  against 
Pepper  — get  this,  you  wives  of  doctors  — 
the  wives  of  the  doctors  in  Dade  County  con- 
tacted in  some  way,  either  by  writing  or  tele- 
phoning or  pushing  the  doorbell,  22,000  of 
the  patients  of  their  husbands  and  when  the 
shooting  was  all  over  Pepper  was  an  ex-Sen- 
ator.  That  is  what  can  happen.  Oh,  you  have 
to  have  been  in  politics  to  know  how  few  peo- 
ple rule  this  world  and  what  a tremendous 
thing  can  be  done  by  a few  devoted  people  in 
changing  this  course. 

I run  up  against  this  all  the  time:  People 
tell  me,  “You  can’t  do  anything,  we’ve  gone 
too  far ; we’ve  gone  on  the  road  toward  what 
they  have  in  England.” 

Yes,  England  has  gone  an  awful  long  way. 
The  poor  old  Conservative  party  got  them- 
selves committed  to  this  crazy  medical 
scheme  and  when  the  budget  was  introduced 
in  March  of  this  year  they  provided  a shill- 
ing for  each  prescription,  a little  fee,  not  a 
very  big  one,  for  a set  of  false  teeth,  a little 
fee  for  glasses,  and  they  saved  a few  million 
pounds  that  way.  Since  the  budget  was  in- 
troduced in  March,  what  was  once  the  medi- 
cal profession  in  England,  which  was  once  a 
distinguished  and  magnificent  group  of  indi- 
vidual practitioners  that  has  now  become  a 
pressure  group  like  the  CIO  or  any  other 
group,  comes  in  and  says,  “You  have  got  to 
raise  our  pay,”  and  they  raise  their  pay  ten 
million  pounds  and  every  cent  they  have 
tried  to  save  on  prescriptions  and  on  false 
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teeth  is  gone  because  you  once  start  this 
thing  and  you  can’t  stop  it.  Now  is  that  what 
you  want?  Is  that  what  we  want  here?  But 
people  are  telling  me  all  the  time,  “You  can’t 
do  anything.  As  long  as  they  are  turning  on 
the  spigot,  as  long  as  they  can  give  benefits, 
as  long  as  when  an  election  comes  near  they 
can  hand  out  things  to  the  farmers,  what  are 
you  going  to  do  ?’’ 

My  answer  to  that,  ladies  and  gentlemen, 
is  this  — maybe  I am  wrong ; I am  willing  to 
go  down  to  my  grave  for  this  error  if  neces- 
sary: There  is  something  that  moves  the 

American  people  besides  appeals  to  the  pock- 
etbook  and  stomach.  There  is  idealism  here 
and  the  sense  of  belonging  to  a great  tradi- 
tion, the  sense  of  membership  in  a free  so- 
ciety, and  if  somebody  can  get  up  this  year 
and  make  that  appeal  against  the  appeal  of 
Alben  Barkley  and  Harry  Truman  and  all 
the  rest  of  the  people  that  go  around  telling- 
people,  “But  look  at  what  we  have  been  giv- 
ing you,”  I think  the  American  people  will 
come  to  that  candidate.  At  any  rate,  that 
is  our  hope  because  you  can’t  out-promise, 
you  can’t  outpromise.  They  can  promise  any- 
thing in  the  way  of  money.  All  you  can 
promise  the  people  is  what  Churchill  prom- 
ised the  British  people,  and  they  responded, 
and  that  is  a hard,  long  way  back  to  freedom, 
because  liberty  is  the  essential  thing  for 
which  we  are  responsible. 

Liberty  is  not  based  on  material  services 
because  if  life  is  to  have  value,  liberty  must 
meet  the  need  for  a progressive  growth  of 
the  mind  and  spirit  of  the  individual.  The 
lesson  of  all  religion  is  that  we  are  here  be- 
cause we  need  to  be  fitted  for  a destiny  be- 
yond the  material  world.  Our  inward  im- 
pulses and  instincts  constantly  remind  us  of 
this  lesson.  Good  heavens ! I know  something 
about  the  medical  profession  and  I know  that 
material  gain  is  not  what  has  moved  the 
medical  profession.  It  has  been  something 
above  and  beyond  that.  That  is  why  in  the 
long  history  of  the  individual’s  consciousness 
the  central  figure  in  his  universe  is  himself 
and  his  own  well  being.  His  incessant  con- 
cern in  the  efforts  of  that  individual  to  sur- 
vive and  grow  creates  the  energy  that  moves 
civilization,  and  personal  dignity  and  good- 
ness and  cultural  and  spiritual  values  rise 
from  that.  Liberty  essential  for  our  personal 
effort  is  a value  per  se,  a value  vastly  great- 
er than  the  gratuities  of  government.  One 
more  thing:  that  liberty  is  for  us  of  this 

generation  to  keep. 


Let  me  just  add  a couple  of  words  here. 
One  hundred  and  fifty  years  or  more  ago  Ed- 
mund Burke  said  that  liberty  is  an  entailed 
inheritance.  Here  is  what  he  said:  “From 
the  Magna  Charta  to  the  Declaration  of 
Rights  it  has  been  the  uniform  policy  of  our 
Constitution  to  claim  and  assert  our  liberties 
as  an  entailed  inheritance  derived  to  us  from 
our  forefathers  to  be  transmitted  to  our  pos- 
terity.” An  entailed  inheritance,  may  I add, 
is  an  inheritance  in  the  law  that  cannot  be 
sold,  that  cannot  be  given  away,  from  which 
you  cannot  alienate  yourself.  That  is  what 
Jefferson  meant  when  he  said  something 
about  unalienable  rights.  You  cannot  alienate 
them.  That  is  the  job  of  this  generation,  to 
see  that  that  liberty  is  not  given  away. 

Let  me  just  add  this:  It  does  not  make 
much  difference  with  most  of  us  old  fellows 
what  happens.  We  will  get  by  somehow.  It 
has  been  going  so  slowly  that  we  don’t  feel 
any  restrictions  on  our  liberty,  but  we  owe 
an  obligation  to  the  young  to  see  that  this 
generation  is  not  the  one  that  surrenders  the 
torch  of  liberty  because,  after  all,  we  are 
only  part  of  a stream  of  history.  Common 
sense  as  well  as  our  consideration  of  our  own 
importance,  our  own  small  importance, 
should  bring  us  to  realize  that  the  past  and 
future  are  one  indivisible  whole. 

Take  a backward  glance ; look  back,  Ameri- 
cans! Look  back  to  the  distinguished  tradi- 
tion behind  us.  The  people  that  were  before 
us  were  illustrious  men  who  conserved  what 
they  had  and  multiplied  it  for  our  use,  and  in 
a world  shaken  by  folly  and  violence  they 
held  firm  to  the  best  of  the  past. 

There  were  emergencies  at  other  times  in 
American  history,  but  never  was  there  ati 
emergency  before  three  weeks  ago  that 
caused  a president  to  throw  the  law  and  the 
Constitution  to  the  fourwinds  and  assume 
dictatorial  power  himself.  Never,  never! 
Read  the  account  in  the  Omaha  paper  of 
what  those  judges  were  asking  this  unfortu- 
nate person,  Mr.  Perlman,  who  had  to  come 
into  court  in  striped  pants  and  defend  this 
ruthless  act.  Every  one  of  the  judges  who 
spoke  at  all  denied  that  there  was  power  in 
the  President  to  do  what  he  did.  That  is  the 
President  who  says  he  is  going  to  do  what 
he  damn  pleases.  It  is  about  time  for  the 
American  people  to  decide  that  they  are  go- 
ing to  do  what  they  damn  please  with  that 
kind  of  a President.  It  is  no  joke.  I have 
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been  teaching  public  law.  I have  the  small 
title  of  professor  of  public  law  at  Columbia. 
I know  something  about  constitutional  law, 
at  any  rate  they  say  I do,  and  I want  to  tell 
you  that  this  is  without  precedent  in  Ameri- 
can history. 

Yes,  Abraham  Lincoln  assumed  certain 
power  that  was  not  derived  from  a law  or 
from  a specific  part  of  the  Constitution  the 
first  three  months  of  the  Civil  War,  but  he 
had  a real  emergency.  The  only  emergency 
that  this  man  had  was  a political  emergency, 
which  was  the  word  of  Phil  Murray  “If  you 
don’t  do  it  we  walk  out!”  To  him  that  was  an 
emergency,  but  there  have  been  presidents 


to  whom  that  would  not  have  been  an  emer- 
gency. Now  that  is  something  we  have  got  to 
think  of.  Never  has  this  happened  before. 
We  are  permitting  it  to  happen. 

These  people  of  the  past,  these  distin- 
guished and  illustrious  men  held  firm  to  the 
past,  and  we,  the  heirs  of  those  people,  have 
a responsibility  to  guard  the  future,  because, 
to  repeat,  our  inheritance  is  entailed,  it  is 
morally  inalienable.  We  are  not  the  creators 
of  what  we  have.  We  are  trustees.  We  serve 
in  an  endless  succession  as  the  watchers  at 
the  Citadel  of  Liberty.  Let’s  be  alive  to  our 
responsibilities.  Above  all,  let’s  be  awake  in 
this  year  of  1952. 


Primary  Bronchogenic  Carcinoma* 


DR.  HORACE  WHITLOCK:  Case  is  that  of  a male 
64  years  of  age  who  was  first  seen  in  May  1950 
complaining  of  cough,  loss  of  weight  and  fatigue. 
His  cough  had  been  present  for  about  a year  and 
there  had  been  30  pounds  weight  loss  during  the 
past  three  years.  The  past  history  was  not  impor- 
tant except  for  the  fact  that  some  sort  of  tumor 
involving  the  breast  had  been  treated  with  “paste” 
in  Savannah,  Missouri  in  1942.  On  9 May  1950  x-ray 
films  of  the  chest  showed  “Diffuse  infiltration 
through  the  right  upper  lobe  with  an  area  of  definite 
cavitation.  Tuberculosis  must  be  strongly  consid- 
ered.” Tuberculin  (PPD),  tests,  number  one  and  two 
strengths  were  negative.  Five  sputum  examinations 
were  negative  for  acid  fast  bacilli  as  were  the  gas- 
tric washings.  A coccidoidin  skin  test  was  positive 
in  a dilution  of  1:1000.  A wet  preparation  was 
negative  for  any  fungus  but  Candida  albicans  was 
isolated  on  Sabouraud’s  medium.  Guinea  pig  in- 
noculation  was  negative  for  acid  fast  organisms. 
On  19  May  1950  x-ray  examination  showed  de- 
crease in  the  degree  of  infiltration  but  increase  in 
the  size  of  the  cavity.  On  21  June  1950  there 
seemed  to  be  x-ray  evidence  of  increased  infiltra- 
tion and  the  cavity  was  somewhat  smaller.  On  13 
July  1950  x-ray  examination  showed  atelectasis  of 
the  right  upper  lobe  with  some  displacement  of  the 
mediastinum  to  the  right  side.  Primary  broncho- 
genic carcinoma  suspected.  Following  this  the  clin- 
ical course  was  characterized  by  intermittent  fever, 
productive  cough,  hemoptysis  on  several  occasions 
and  continued  loss  of  weight. 

The  general  and  cardiovascular  examinations 
were  not  remarkable.  The  blood  and  urine  were  al- 
so entirely  negative.  The  sedimentation  time  was  27 
mm.  in  one  hour.  One  Papanicolaou  stain  on  the 
sputum  was  negative  for  tumor  cells.  The  patient 
was  referred  to  a thoracic  surgeon  for  exploratory 
thoracotomy.  Prior  to  surgery  bronchoscopy  was 
negative.  The  following  is  the  surgeons  report:  “At 
surgery  there  was  an  atelectatic  right  upper  lobe 
with  a large  area  of  induration  occupying  about 
half  of  the  lobe  and  a tumor  about  the  size  of  a 

♦Lincoln  Hospitals  Tumor  Conference.  Participating  Hos- 
pitals : Lincoln  General  Hospital.  St.  Elizabeth  Hospital  and 
Bryan  Memorial  Hospital,  with  Dr.  J.  Marshall  Neely  presiding. 


plum  filling  and  bulging  into  the  right  upper  lobe 
bronchus  and  extending  up  to  the  junction  with  the 
main  stem  bronchus  and  almost  to  the  carina.  The 
lung  was  removed  without  too  much  difficulty  and 
convalescence  has  been  satisfactory  to  date.  On 
section  the  lung  revealed  a squamous  cell  carcino- 
ma, occluding  the  upper  lobe  bronchus  at  its  or- 
igin and  a large  abscess  in  the  middle  of  the  upper 
lobe  surrounded  by  pneumonitis  and  some  periphe- 
ral atelectasis. 

DR.  FRANK  TANNER:  Histologically  this  tu- 
mor is  a squamous  cell  carcinoma,  grade  III,  ap- 
parently quite  extensive.  Sections  also  showed  ex- 
tensive secondary  inflamatory  change. 

DR.  HORACE  WHITLOCK:  His  postoperative 

course  has  been  satisfactory.  He  has  gained  weight 
and  his  appetite  has  improved  considerably. 

DR.  J.  MARSHALL  NEELY:  On  reviewing  all 
of  the  films  mentioned  during  the  case  presenta- 
tion it  seems  unlikely  that  a definite  diagnosis 
would  be  made  in  a very  high  percentage  of  similar 
cases  on  the  basis  of  the  first  film  examinations. 
It  should  be  kept  in  mind  however  that  a certain 
percentage  of  primary  carcinoma  of  the  lung  do  de- 
velop in  cavities  and  also  that  cavities  develop  dis- 
tal to  primary  bronchogenic  carcinoma,  as  was  true 
in  this  case.  At  the  present  time  there  is  total  ob- 
scuration of  the  right  thorax  as  usual  following 
pneumonectomy.  There  is  no  dispalcement  of  the 
heart  and  mediastinum. 

DR.  GEORGE  W.  COVEY:  It  seems  to  me  that 
this  is  another  example  of  the  difficulty  in  making 
an  early  diagnosis  of  carcinoma  of  the  lung.  The 
diagnosis  is  usually  made  after  secondary  changes 
occur.  This  patient’s  prognosis  is  not  good  even 
though  he  is  progressing  satisfactorily  at  the  pres- 
ent time. 

DR.  H.  MORTON : This  is  the  second  patient  we 
have  seen  in  this  conference  where  the  first  mani- 
festation of  the  disease  was  due  to  pulmonary 
changes  secondary  to  bronchial  obstnaction. 

DR.  ROBERT  HILLYER:  Bronchoscopy  should 

be  done  more  often  than  it  has  been  done  in  the 
past. 
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DR.  J.  MARSHALL  NEELY:  In  this  particular 
case  and  in  all  cases  where  the  tumor  is  situated 
in  this  area  bronchoscopy  is  nearly  always  nega- 
tive. 

DR.  GEORGE  W.  COVEY : My  experience  with 

bronchoscopy  has  been  very  discouraging  so  far  as 
bronchogenic  carcinoma  is  concerned. 


DR.  J.  MARSHALL  NEELY : It  seems  apparent 
that  exploratory  thoracotomy  should  be  done  much 
earlier  in  patients  such  as  this  if  there  is  to  be  any 
material  improvement  in  the  survival  of  patients 
with  primary  carcinoma  of  the  lung. 

EDITOR’S  NOTE;  This  excerpt  from  the  transcribed  pro- 
ceedings of  the  Lincoln  Hospitals’  Tumor  Clinic  was  prepared 
for  publication  by  Dr.  J.  Marshall  Neely. 


Electrocardiographic  Transmission  Over  Standard 
Telephone  Lines 


WALTER  E.  RAHM  JR.,  M.S.;  JOHN  L.  BARMORE,  M.D.  and  F.  LOWELL  DUNN,  M.D. 
From  the  Cardiovascular  Laboratory  of  the  Department  of  Medicine, 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 


Electrocardiogi’aphs  are  widely  distribut- 
ed and  commonly  used  as  one  of  the  aids  in 
cardiac  diagnosis.  It  is  common  practice  to 
send  electrocardiograms  to  larger  centers 
for  confirmation  of  diagnosis  or  for  consulta- 
tion. This  is  done  by  mail  and  requires  a few 
days  or  longer  for  a report.  A more  rapid  re- 
port would  be  desirable  and  occasionally 
could  be  of  crucial  im]X)i*tance.  For  a proper 


the  successful  transmission  of  electrocardio- 
graphic impulses  over  conventional  telephone 
lines. 

When  making  an  electrocardiogram  the 
voltages  picked  up  from  the  applied  elec- 
trodes correspond  to  a direct  current  com- 
posed of  low  frequencies  with  very  small 
amplitudes.  This  type  of  signal  is  ix)oriy 
adapted  for  transmission  over  any  length  of 
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clinical  analysis  it  is  essential  that  the  trans- 
mitted electrocardiographic  tracing  be  accur- 
ate and  conform  at  least  to  the  minimum  re- 
quirements recommended  by  the  Council  on 
Physical  Medicine  of  the  American  Medical 
Association^^).  We  have  discussed  elsewhere 
some  of  the  details  of  accurate  electrocardio- 
graph design‘2).  We  wish  to  report  briefly 

NOTE:  A portion  of  the  funds  for  these  studies  was  pro- 
vided by  the  National  Heart  Institute  and  the  Nebraska  Heart 
Association. 


line ; there  is  marked  distortion  of  the  signal 
which  is  further  affected  by  stray  voltages 
and  inductances  from  neighboring  conduc- 
tors. However  if  these  small  voltages  are 
used  to  alter  the  frequency  of  a tone,  i.e.  a 
frequency  modulated  signal  or  FjM,  then  the 
signal  can  be  carried  over  any  type  of  stand- 
ard telephone  equipment.  This  frequency 
modulated  signal  is  not  affected  by  many  of 
the  common  types  of  interfei’ence  and  is  par- 
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ticularly  immune  to  amplitude  changes  that 
may  occur  during  transmission.  At  the  re- 
ceiving end  this  frequency  modulated  signal 
is  amplified  and  converted  back  to  the  shape 
of  the  original  direct  current  potential,  i.e 
demodulated.  In  the  figure  the  top  trace 
shows  the  electrocardiogram  taken  direct 
from  the  patient  recorded  on  a Rahm  Direct 
Writing  Electrocardiograph^^).  The  middle 
trace  is  after  the  electrocardiogram  has  been 
converted  to  a frequency  modulated  signal 
and  then  reconverted  (demodulated)  back  to 
the  original  signal  within  the  laboratory. 
The  bottom  trace  is  similar  to  the  middle 
trace  with  the  important  addition  that  the 
frequency  modulated  signal  was  transmitted 
over  standard  telephone  trunk  lines  includ- 
ing manual  and  automatic  exchanges.  It  will 
be  noted  that  there  is  no  significant  loss  of 
detail.  The  signals  illustrated  were  transmit- 
ted at  low  levels,  much  less  than  necessary 
for  speech,  and  no  crosstalk  could  be  detect- 
ed in  adjacent  wires  in  the  same  cable.  The 
value  of  frequency  modulation  as  a method 
of  recording  low  frequency  signals  on  mag- 
netic tape  has  been  demonstrated  by  Moly- 
neux  who  developed  some-  of  the  basic  details 
of  circuit  design<^).  The  present  study,  which 
will  be  reported  in  more  detail,  demonstrates 
the  value  of  frequency  modulated  transmis- 
sion for  frequencies  encountered  in  electro- 
physiology. 

In  practice  a small  preamplifier  is  con- 
nected to  the  patient  which  converts  the 
electrocardiographic  voltages  into  a frequen- 
cy modulated  signal.  This  is  transmitted  over 
the  telephone  lines  and  is  demodulated  at  the 
receiving  end  where  it  can  be  recorded  on 
tape,  viewed  on  the  cathode  ray  screen,  or 
recorded  on  any  standard  electrocardiograph. 
These  processes  can  all  be  performed  simul- 
taneously. The  sender  and  receiver  can  talk 
over  the  same  line  for  identification  of  leads, 
correction  of  artefacts,  and  if  the  record  is 
studied  by  directwriter  or  on  the  cathode  ray 
tube  the  diagnostic  opinion  may  be  made  im- 
mediately. The  fidelity  of  transmission  of 
the  frequency  modulated  wave  is  consider- 
ably better  than  the  minimum  requirements 
of  the  Council  on  Physical  Medicine  and  the 
final  quality  of  the  record  is  limited  by  the 
type  of  electrocardiograph  used  for  record- 
ing. 
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VALUES  AND  DANGERS  OF  ANTI- 
ALCOHOLIC  DRUG 

The  value  of  antabuse  lies  in  the  fact  that  it  may 
institute  an  aversion  to  alcohol.  Consumption  of  al- 
cohol or  inhalation  of  its  fumes  by  a person  tak- 
ing the  drug  will  instigate  a severely  disagreeable 
physical  reaction  consisting  of  headache,  flushing, 
palpitation,  nausea  and  vomiting,  the  doctors  said. 
In  cases  where  the  psychotherapist  has  difficulty 
in  maintaining  treatment  because  of  the  patient’s 
constant  and  continuous  intoxication,  antabuse  can 
aid  the  patient  in  maintaining  sobriety. 

Antabuse  can  then  enhance  the  patient’s  efforts 
to  secure  the  necessary  change  in  his  behavior  pat- 
terns, to  readjust  socially,  to  find  renewed  confi- 
dence, and  to  disi-upt  those  paralyzing  mechanisms 
involved  in  the  use  of  alcohol,  they  added. 

A complete  physical  examination,  neuropsychi- 
atric survey  and  laboratory  study  of  the  patient 
should  be  made  before  antabuse  is  administered,  the 
doctors  pointed  out.  Great  stress  should  be  placed 
on  the  presence  of  a sound  heart  and  blood  vessel 
system,  as  the  dmg  can  cause  a profound  tempor- 
ary reaction  in  the  blood  vessels.  Periodic  heart 
checks  also  should  be  given  during  therapy.  Psychi- 
atric experiences  has  indicated  that  there  must  be 
some  positive  reassurance  that  the  patient  is  will- 
ing and  able  to  give  up  his  drinking  as  a means 
of  gratification  if  the  treatment  is  to  succeed. 


MEDICAL  PROGRESS  HELPS  CUT  ORPHAN 
PROBLEM  OF  NATION 

Medical  progress  has  cut  the  potential  oi-phan 
problem  of  the  nation  in  half  since  1900,  according 
to  The  Journal  of  the  American  Medical  Association. 

“Although  371,000  children  under  18  became  or- 
phaned by  the  death  of  a parent  in  1948,  the  toll 
would  have  been  twice  that  with  the  death  rates  of 
1900,”  The  Journal  said  editorially  in  its  Sept.  8 
issue. 

“Likewise,  the  number  of  marriages  broken  by  the 
death  of  husband  or  wife  would  have  been  close  to 
one  million,  50  per  cent  greater  than  the  number  re- 
ported, 667,000. 

“Chronologically,  the  process  starts  at  birth  with 
keeping  both  mother  and  newborn  baby  alive.  The 
probability  of  a child’s  being  orphaned  at  birth 
today  is  only  one-eighth  to  one-seventh  the  proba- 
bility that  its  mother  would  have  been  left  mother- 
less at  birth  a generation  ago.  Thus  medical  prog- 
ress and  longer  life  are  increasing  family  stability 
in  a period  when  many  families  are  being  broken 
for  reasons  other  than  the  death  of  a parent.” 

In  1948,  there  were  91,000  minor  children  or- 
phaned by  deaths  of  fathers  under  age  45;  82,000 
by  deaths  of  fathers  between  45  and  55,  and  67,000 
by  deaths  of  fathers  55  and  over.  The  Journal 
added : 

“These  figures  clearly  indicate  that  the  majority 
of  orphans  are  created  by  the  deaths  of  middle- 
aged  fathers;  the  child  dependency  problem  is  not 
as  acute  for  the  widow,  since  many  of  these  chil- 
dren are  not  far  fi’om  the  age  when  they  may  be- 
come gainfully  employed.” 

The  editorial  also  pointed  out  that  communities, 
likewise,  benefit  by  being  relieved  from  the  burden 
of  supporting  thousands  of  indigent  widows  and 
orphans. 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 

iHiiiiiiiiniiiiiiiiimiiiiiiMitiihiniiiitMiHiiMmiiiiiimiimHiiiiiititiimiiimimiiMmiiiiiiimmMimimiiiimtmiiiiiiiiiiiimiiniiMiiiiMmiiiimt 


These  warnings  are  particularly  timely  to 
medical  organization  in  view  of  the  maneu- 
vering that  went  on  in  the  House  of  Repre- 
sentatives May  16.  On  that  day  administra- 
tion leaders  in  the  House  made  a furtive  at- 
tempt to  tack  on  a permanent  and  total  dis- 
ability amendment  to  a social  security  bill 
being  discussed,  and  at  the  same  time  moved 
to  gag  debate  on  the  measure. 

Here’s  what  happened.  On  May  12,  Rep- 
resentative Doughton  of  North  Carolina,  in- 
troduced a bill  (H.R.  7800),  pertaining  to  the 
social  security  law.  Early  announcement  of 
the  bill  said  it  was  intended  only  to  increase 
certain  benefits  under  social  security.  But 
when  the  bill  was  printed,  it  contained  a sec- 
tion on  permanent  and  total  disability.  Tlie 
-A.M.A.  immediately  stated  its  opposition. 

The  House  Ways  and  Means  Committee 
reported  the  bill  out  with  the  request  that  it 
be  acted  upon  on  the  next  legislative  day  un- 
der a suspension  of  the  rules.  This  meant 
free  debate  was  to  be  eliminated  and  no  fur- 
ther amendments  could  be  introduced. 
Largely  through  the  A.M.A.’s  Washington 
Office,  this  move  was  defeated. 

A.M.A.  opposition  to  the  disability  provi- 
sion is  based  on  these  points  which  were  sent 
by  telegram  to  every  member  of  the  House: 

I.  It  does  not  belong  in  an  insurance  bill. 

II.  It  gives  Oscar  Ewing  unusual  powers 
in  the  medical  field,  namely: 

1.  Set  rules  and  regulations  for  medical 
examinations. 

2.  Select  and  approve  examiners. 

3.  Pay  costs  of  examinations. 

4.  Refund  expenses  incurred  by  applicant 
in  getting  examination. 

5.  Deny  application  if  applicant  refuses 
rehabilitation  under  federal  control. 
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III.  These  factors  constitute  socialized 
medicine. 

President  Truman  bitterly  attacked  the 
A.M.A.  for  its  stand  on  this  issue  as  well  as 
others  it  has  opposed  him  on.  In  reply,  Dr. 
John  Cline,  A.M.A.  President,  said  in  part: 

“Mr.  Truman’s  latest  maneuver,  in  at- 
tempting to  establish  a foothold  for  social- 
ized medicine  by  a trick  amendment  . . . pre- 
pared in  secret  sessions  and  designed  to  be 
steamrolled  through  Congress  before  the  de- 
ception was  discovered,  was  the  desperate 
act  of  a man  who  knows  his  program  is  in 
public  disfavor.” 

This  whole  episode  clearly  indicates  why 
the  medical  profession  must  always  remain 
alerted  for  fringe  bills  that  are  aimed  at  ac- 
complishing socialized  medicine.  It  should 
be  noted  that  the  entire  bill  was  defeated,  the 
chief  reason  for  the  defeat  being  the  decep- 
tive disability  clause. 

SPLIT  FEES  NOT  DEDUCTIBLE 

Your  immediate  past  President,  Dr.  D.  B. 
Steenburg,  appointed  a committee  last  Feb- 
ruary to  study  the  federal  tax  regulations 
regarding  the  division  of  fees  by  physicians 
and  surgeons.  These  new  regulations  state 
that  a physician  may  no  longer  deduct  as 
business  expense  the  portion  of  a fee  divided 
with  another  physician. 

Below  are  excerpts  from  the  interpreta- 
tion of  the  1952  regulations. 

“Some  surgeons  make  a practice  of  split- 
ting fees  received  from  patients  with  the 
family  physicians  who  referred  the  patients 
to  them.  In  some  instances  the  physicians 
perform  no  services  for  the  patients  after  re- 
ferring them  to  the  surgeon.  In  other  cases 
they  act  as  assistants  during  the  operation 
and  sometimes  they  provide  post-operative 
care  for  the  patients.  It  is  our  position  that 
in  all  of  these  circumstances  the  full  amount 
of  the  fee  is  taxable  to  the  surgeon  without 
reduction  for  the  amount  paid  to  the  physi- 
cian. The  basic  reason  for  this  position  is 
that  fee  splitting  is  considered  unethical  by 
the  medical  profession. 

“Section  22  of  the  Internal  Revenue  Code 
defines  the  term  ‘gross  income.’  In  accord- 
ance with  Section  22  (a)  the  term  includes, 
among  other  items,  income  derived  from  com- 
pensation for  personal  services,  and  income 
derived  from  any  source  whatever.  In  ac- 


cordance with  these  provisions  the  surgeon 
is  required  to  include  in  gross  income  the 
full  amounts  of  fees  received  by  him. 

“Section  23  (a)  (1)  of  the  Code  provides, 
in  part,  as  follows : ‘In  computing  net  income 
there  shall  be  allowed  as  deductions  all  the 
ordinary  and  necessary  expenses  paid  or  in- 
curred during  the  taxable  year  in  carrying 
on  any  trade  or  business.’ 

“We  hold  that  any  expenses  which  are  in- 
curred in  violation  of  professional  ethics  are 
neither  ‘ordinary’  nor  ‘necessary,’  and,  fur- 
thermore, that  it  would  be  contrary  to  public 
policy  to  allow  such  deductions.” 

Following  is  the  committee’s  report  in  con- 
sideration of  these  regulations: 

Whatever  may  be  our  opinion  regarding 
the  fairness  of  these  regulations  we  are  ad- 
vised by  competent  counsel  that  they  have 
the  effect  of  law  and  will  so  continue  until 
such  time  as  they  may  be  changed  or  until 
they  are  found  illegal  by  the  courts.  Law- 
suits to  test  their  legality  would  undoubted- 
ly be  carried  through  all  the  lower  courts 
to  the  Supreme  Court  of  the  United  States. 

The  committee  feels  that  the  Nebraska 
State  Medical  Association  can  perform  an 
important  service  to  its  members  by  pointing 
out  to  them  the  salient  features  of  these  reg- 
ulations. In  order  to  avoid  unnecessary  tax 
liability,  under  these  regulations  it  will  be 
necessary  for  each  physician  to  collect  only 
his  own  fees,  directly  from  the  patient. 
Physicians  or  surgeons  may  not  deduct  as 
items  of  professional  expense  any  fees  or 
portions  of  fees  they  collect  and  remit  to 
other  physicians. 

The  committee  recommends  that  the  fol- 
low ethical  procedure  be  adopted  to  pro-rate 
Blue  Shield  benefits,  in  order  to  avoid  un- 
necessary tax  liability  under  the  1952  income 
tax  regulations: 

When  two  or  more  doctors  render  medical 
or  surgical  care  to  a Blue  Shield  participant 
concurrently;  if  they  agree  upon  pro-ration 
and  request  pro-ration  of  the  Nebraska  Medi- 
cal Service  scheduled  benefits,  and  each  doc- 
tor renders  a medical  report  for  his  part  of 
the  service  rendered,  Nebraska  Medical  Serv- 
ice will  comply  with  the  request  for  pro-ration 
and  payments  will  be  made  accordingly.  The 
Blue  Shield  participant  will  be  notified  of 
the  pro-rated  payment. 

ARTHUR  J.  OFFERMAN,  M.D.,  Chm., 

G.  E.  PETERS.  M.D.. 

ROY  WHITHAM.  M.D. 
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Announcements 

The  Rocky  Mountain  Radiological  Society 
will  meet  at  the  Shirley-Savoy  Hotel,  Den- 
ver, Colorado,  August  7,  8 and  9,  1952,  for 
its  Fourteenth  Annual  Mid-Summer  Confer- 
ence. A very  interesting  program  is  planned 
which  will  include  such  guest  speakers  as 
Drs.  Phillip  J.  Hodes  of  Philadelphia,  Harold 
O.  Peterson  of  St.  Paul,  George  H.  Ramsey 
of  Rochester,  N.Y.,  and  Justin  Williams  of 
San  Francisco.  W.  C.  Banks,  D.V.M.,  of 
College  Station,  Texas,  will  speak  and  there 
will  be  a symposium  on  diseases  of  animals 
transmissable  to  man.  You  are  invited  to 
attend. 


The  University  of  Colorado,  Department 
of  Medicine,  announces  a five-day  postgradu- 
ate course  in  “Diagnosis  in  Internal  Medicine 
With  Emphasis  on  Physical  Diagnosis.”  This 
will  be  held  at  the  University  School  of  Medi- 
cine on  July  21-25,  1952,  under  the  director- 
ship of  Dr.  James  J.  Waring.  Besides  a list 
of  twenty  members  of  the  faculty  of  the 
University,  the  following  guest  teachers  will 
participate : 

Dr.  Louis  N.  Katz  in  cardiology;  Dr.  Wal- 
ter L.  Palmer,  in  gastroenterology ; Dr.  Ar- 
thur C.  Curtis,  dei*matology ; and  Dr.  Rich- 
ard H.  Freyberg,  rheumatology. 

Members  of  the  American  Academy  of 
General  Practice  can  get  forty  hours  credit 
for  attending. 

F or  further  details  address  Office  of  Grad- 
uate and  Postgraduate  Education,  University 
of  Colorado  Medical  Center,  4200  East 
Ninth  Ave.,  Denver  20,  Colorado. 


The  30th  annual  scientific  and  clinical 
session  of  the  American  Congress  of  Physical 
Medicine  will  be  held  on  August  25,  26,  27, 
28  and  29,  1952,  inclusive,  at  The  Roosevelt 
Hotel,  New  York,  N.Y.  Scientific  and  clin- 
ical sessions  will  be  given  on  the  days  of 
August  25,  26,  27,  28  and  29.  All  sessions 
will  be  open  to  members  of  the  medical  pro- 
fession in  good  standing  with  the  American 
Medical  Association.  In  addition  to  the  sci- 
entific sessions,  annual  instruction  seminars 
will  be  held.  These  lectures  will  be  open  to 
physicians  as  well  as  to  therapists,  who  are 
registered  with  the  American  Registry  of 
Physical  Therapists  or  the  American  Occupa- 
tional Therapy  Association.  Full  informa- 
tion may  be  obtained  by  writing  to  the  Amer- 


ican Congress  of  Physical  Medicine,  30  North 
Michigan  Avenue,  Chicago  2,  Illinois. 


CRIPPLED  CHILDREN’S  CLINICS 
July  19 — Norfolk,  State  Hospital,  L.  S. 
Campbell,  M.D.,  and  J.  Harry  Murphy,  M.D. 

August  2 — McCook,  St.  Catherine’s  Hos- 
pital, Howard  Mitchell,  M.D.,  or  Fritz  Teal, 
M.D.,  and  G.  E.  Stafford,  M.D. 


News  and  Views 

From  The  Norfolk  Medical  News: 

“The  worst  offender  among  society  members  is 
the  so-called  medical  parasite,  who  sits  back  doing 
nothing  for  medicine  but  milking  it  for  all  it  is 
worth.  He  joins  his  society  only  because  he  has  to 
in  order  to  enjoy  its  benefits.  He  argues  against 
paying  A.M.A.,  state,  and  district  dues.  He  even 
goes  so  far  as  to  criticize  and  to  attempt  to  under- 
mine the  efforts  of  those  who  are  seeking  to  save 
the  conditions  under  which  he  practices  from  intol- 
erable controls;  and  he  does  so  entirely  on  hearsay 
information.  He  never  goes  to  meetings  nor  de- 
votes any  of  his  time  or  money  to  community  medi- 
cal projects.  He  practices  primarily  for  his  own 
personal  gain  while  basking  in  the  hallowed  sun- 
shine of  conditions  of  practice  sustained  by  those 
of  his  fellow  practitioners  who  are  willing  to  carry 
the  torch  as  our  forebears  did.  He  is  the  medical 
parasite.” 

Representatives  of  the  state  medical 
groups  and  others  told  a Legislative  Council 
Committee  in  Lincoln,  May  27,  that  Nebras- 
ka should  have  a State  Board  of  Health. 
Spokesmen  appeared  at  a public  hearing  of 
the  committee  on  the  State  Health  Depart- 
ment. The  committee  is  headed  by  Sen.  0. 
H.  Person,  Wahoo. 

Dr.  Person  predicted  the  committee  would 
recommend  a state  board  to  the  1953  legisla- 
ture. Among  those  who  appeared  were  Dr. 
E.  L.  Lyman,  Omaha-Douglas  County  Health 
Director;  Dr.  L.  D.  McGuire,  President  of  the 
Omaha-Douglas  County  Medical  Society,  and 
Dr.  Elton  Newman,  a member  of  the  faculty 
of  the  University  of  Nebraska  College  of 
Medicine. 

From  the  Omaha  World-Herald: 

“Britain’s  socialized  medicine  program  will  be 
scaled  down  Sunday,  June  1. 

“For  the  first  time  in  four  years,  Britons  will 
have  to  pay  directly  for  some  health  seiwices,  such 
as  prescriptions,  dental  ti’eatment,  false  teeth  and 
wigs. 

“Winston  Churchill’s  government  cut  back  the 
tax-supported  program  to  save  money.  Goveim- 
ment  miTiisters  expect  to  save  20  million  pounds 
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(56  million  dollars)  a year  through  the  new 
changes. 

“The  hard  core  of  the  program  is  not  destroyed, 
however,  and  Health  Minister  Iran  MacLeod  said: 
‘The  Government  does  not  declare,  and  it  is  not 
part  of  conservative  policy  or  philosophy,  that 
charges  must  remain  a permanent  part  of  the  Na- 
tional Health  Service.’ 

“Socialized  medicine  was  the  most  popular 
measure  of  the  former  Labor  Government.  Its 

principles  have  become  widely  accepted. 

“The  new  charges  include:  up  to  $12.60  for  false 
teeth,  up  to  $2.80  for  a course  of  dental  treatment, 
14  cents  for  each  prescription,  $8.40  for  surgical 
boots,  $2.80  for  surgical  supports,  and  vaiying  costs 
for  private  room  in  a hospital  for  many  cases.” 


An  editorial  in  The  Alliance  Times-Her- 
ald.  May  24,  1952 : 

“Dr.  Eric  DeFlon,  the  Chadron  physician,  says 
in  the  Rumblings  Column  today  that  he  doesn’t  like 
the  suggestion  by  Hastings  Editor  Bert  James — and 
the  second  by  The  Times-Herald — that  Governor 
Peterson  do  something  about  getting  the  people  of 
Nebraska  together  on  a road  program  before  he 
leaves  office.  Dr.  DeFlon  has  an  idea  all  his  own. 

“The  Chadron  doctor  favors  all  the  various  road 
associations  of  the  state  going  together  in  a state 
organization  to  plug  for  the  road  program  we  all 
need.  That  would  be  the  men  who  head  associations 
which  ordinarily  pull  for  Highway  30,  2,  75,  20,  83, 
27,  26,  etc. 

“We  like  his  idea.  We  like  any  idea  that  will 
help  Nebi-aska  get  roads.  Perhaps  this  is  the  way, 
since  Mr.  Peterson’s  attempt  of  five  years  ago  . . . 
was  subsequently  sidetracked. 

“So  we  endorse  the  good  doctor’s  plan  and 
pledge  him  our  support.  And  since  he  is  president 
of  the  Highway  20  Association  we  nominate  him 
as  President  of  the  statewide  association  group  and 
move  that  the  nominations  close. 

“Take  over  the  gavel.  Dr.  DeFlon!” 


Another  item  from  The  Alliance  Times- 
Herald,  this  one  dated  May  26,  reported  that 
the  Sisters  of  St.  Francis  School  of  Nursing 
at  St.  Joseph’s  Hospital  in  Alliance  had  sus- 
pended operations  after  32  years  of  training 
nurses. 

According  to  the  paper,  “the  school  has 
become  a victim  of  nursing  regulations  which 
now  require  that  students  nurses  must  take 
one  year  of  college  work  along  with  their 
hospital  training.  The  hospital  staff  has 
studied  the  new  regulations  at  length  and  a 
committee  has  been  appointed  to  study  the 
problem  further  to  determine  whether  or  not 
the  school  can  resume  operations  in  the  fu- 
ture. 

Dr.  Joseph  Kuncl,  Chief  of  Staff  of  the 
hospital,  stated  that  the  American  Nurses 
Association  has  tried  to  “professionalize  the 
profession”  and  as  a result  the  Alliance 


school  has  suffered.  He  added:  “Perhaps 
the  new  regulations  will  prove  to  be  a good 
thing  for  the  profession,  but  only  time  will 
tell.”  

According  to  the  latest  figures  released  by 
the  Division  of  Hospital  Facilities,  FSA,  two 
Nebraska  hospitals  have  been  approved  for 
Hill-Burton  grants.  They  are  Sacred  Heart 
Hospital,  Loup  City,  and  Memorial  Hospital, 
Schuyler.  Both  have  received  a grant  for 
additions  to  the  present  structures  which  will 
add  25  more  beds  to  each  hospital. 

Total  cost  for  the  addition  to  the  Loup  City 
hospital  is  $320,648.  Federal  contributions 
amount  to  $160,324.  The  Schuyler  addition 
is  to  cost  $320,700,  including  federal  contri- 
butions of  $160,300.  The  report  also  stated 
that  at  the  present  there  are  20  projects 
under  construction  in  Nebraska  at  a total 
cost  of  $8,229,101  with  the  federal  govern- 
ment contributing  $2,776,844  of  this  amount. 
These  new  constructions  will  supply  442  ad- 
ditional beds. 

There  are  three  projects  approved,  but  not 
yet  under  construction  which  will  add  139 
beds.  The  approximate  average  cost  per 
bed  for  these  new  constructions  is  as  follows : 
Fifty  beds  at  Loup  City  and  Schuyler,  $12,- 
827 ; 442  beds  how  under  construction, 

$18,618,  and  the  139  beds  which  have  been 
approved  but  not  yet  under  construction, 
$13,607.  


From  the  Co-operative  Consumer,  Kansas 
City,  Mo.,  May  15,  1952: 

“Many  people  thought  a new,  harmonious  relation 
between  doctors  and  consumers  of  medical  care  had 
arrived  three  years  ago.  But  it  hadn’t. 

“In  1949  the  American  Medical  Association’s 
House  of  Delegates  adopted  '20  principles  which, 
it  was  thought,  would  enable  organized  doctors  and 
consumer-owned  health  associations  to  work  to- 
gether. 

“Most  doctors  balked,  however.  These  co-op  as- 
sociations, wherein  families  provide  for  hospital 
care  ‘by  regular  prepayments,  ran  counter  to  their 
long-established  custom  of  fee-for-service.  More- 
over, some  doctors  were  interested  in  health  plans 
which  they  themselves  ran,  like  Blue  Shield.” 

A major  break  in  the  front  came  when  the  Dis- 
trict of  Columbia  Medical  Society  last  year  approved 
the  prepayment  plan  and  methods  of  operation  of 
the  Group  Health  Association  in  Washington,  D.C., 
the  article  states.  It  goes  on  to  say  that  many 
medical  societies  throughout  the  country  are  now 
accepting  for  membership  the  staffs  of  these  con- 
sumer co-op  hospitals. 


The  following  are  excerpts  taken  from 
newspaper  stories  after  the  House  of  Rep- 
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resentatives  defeated  an  administration  So- 
cial Security  bill.  This  bill  was  opposed  by  the 
A.M.A.  because  of  its  socialized  medicine 
aspects. 

OMAHA  WORLD-HERALD  — President  Truman, 
in  another  speech  lambasting  Congress,  said  Wednes- 
day that  a lot  of  lawmakers  jump  when  the  Ameri- 
can Medical  Association  cracks  the  whip.  He  said 
there  are  a lot  of  others  who  “roll  over  and  play 
dead  when  anybody  yells  socialism.  After  all,  this 
is  an  election  year.” 

Mr.  Truman  said  the  social  security  bill  looked 
no  more  like  socialized  medicine  than  the  payments 
made  by  the  A.M.A.  to  the  public  relations  firm  of 
Whittaker  and  Baxter  for  attacking  the  President’s 
health  program. 

LINCOLN  JOURNAL — At  almost  the  moment 
the  House  was  refusing  to  be  stampeded  for  old  age 
pension  increases.  Federal  Security  Administrator 
Oscar  Ewing  was  speaking  before  the  New  Jersey 
AFL  at  Asbury  Park.  The  public,  Ewing  said,  is 
becoming  “insistent  that  a form  of  national  health 
insurance  be  adopted  by  Congress.” 

“That  New  Jersey  speech  by  Ewing,”  said  Rep. 
Clarence  Brown  (R.-O.),  “was  typical  of  him.  Mr. 
Truman  and  Mr.  Ewing  have  been  trying  to  force 
socialized  medicine  on  the  country  for  four  years 
despite  congressional  objection.  Ewing  does  not 
speak  for  the  American  people  . . . Trying  to  force 
suspension  of  the  rules  to  get  some  bad  legislation 
through  along  with  the  immediate  good  of  the  old 
age  pension  raise  is  an  old  New  Deal  trick.” 

OMAHA  WORLD -HERALD  — The  American 
Medical  Association  suggested  to  President  Truman 
Thursday  that  he  stop  “tiying  to  push  his  shoddy 
socialistic  pi'oposals  through  Congress  during  the 
remainder  of  his  unfortunate  tenure  in  the  White 
House.” 

Replying  to  Truman’s  attacks  on  the  A.M.A.,  Dr. 
John  Cline,  A.M.A.  President,  said  that  “President 
Truman  reached  the  right  conclusion  when  he  decid- 
ed not  to  run  again.  He  added;  “Neither  the  public 
nor  Congress  wants  what  he  has  to  offer.” 

Dr.  Cline  asserted  that  the  A.M.A.  “only  opposed 
the  trick  amendment  (in  the  defeated  Social  Security 
bill)  intended  to  enable  the  Federal  Security  Admin- 
istration to  start  taking  control  of  the  sick  and 
injured.” 

We  have  a new  medical  society.  The  Inter- 
national Fertility  Association  was  formed  in 
Rio  de  Janeiro  in  October,  1951  by  delegates 
from  twelve  nations.  It  will  hold  its  First 
World  Congress  on  Fertility  and  Sterility 
in  New  York  City  in  May,  1953. 

The  West  Central  Diabetes  Association 
held  its  annual  meeting  on  May  20th,  1952. 
The  following  officers  were  elected  for  the 
coming  year : 

Floyd  L.  Rogers,  M.D.,  Lincoln — President. 

C.  R.  Hankins,  M.D.,  Omaha— President-elect. 

E.  M.  Walsh,  M.D.,  Omaha — 1st  Vice  President. 

S.  M.  Rathbun,  M.D.,  Beatrice — 2nd  Vice  President. 

R.  S.  Long,  M.D.,  Omaha — Secretary. 

M.  L.  Pepper,  M.D.,  Omaha — Treasurer. 


Eleven  new  members  were  added  to  the 
Board  of  Trustees:  Drs.  Rodney  Bliss,  Clif- 
ford Hansen,  Maurice  L.  Pepper,  Ben  Slutsky 
and  E.  M.  Walsh,  of  Omaha;  Dr.  Charles  F. 
Lowry  of  Council  Bluffs,  Iowa,  Dr.  S.  M. 
Rathbun  of  Beatrice  and  Dr.  H.  H.  Whitlock 
of  Lincoln,  Mr.  L.  D.  Barber,  Miss  Lydia 
Beck  and  Miss  Vesta  Davis,  of  Omaha. 


The  Eighth  Councilor  District  held  a meet- 
ing on  May  25th,  at  the  Bassett  Hotel,  Bas- 
sett, Nebr.  Dr.  0.  V.  Calhoun  spoke  on  the 
subject,  “The  Aging  Heart”  and  Dr.  Roy 
Whitham,  on  “Gastric  Disease  in  the  Aging.” 


Deaths 

Dr.  Charles  Whitney  Pollard  — Doctor  Pollard 
died  at  his  home  in  Peru,  Nebraska,  May  19,  1952. 
He  was  eighty-one  years  old.  Doctor  Pollard  is  sur- 
vived by  his  wife,  Nell;  a daughter,  Mrs.  George 
Blecher  of  New  York  City;  and,  two  sons.  Dr.  Jo- 
seph Pollard  of  Hanover,  N.  H.  and  Wallace  Pollard 
of  Memphis,  Tenn. 

Dr.  Harry  W.  Francis  — Doctor  Francis,  eighty- 
five  years  old,  died  in  a West  Point,  Nebraska,  hos- 
pital. He  had  lived  in  this  state  for  seventy-two 
years  and  practiced  medicine  more  than  fifty  years. 
His  wife  had  preceeded  him  in  death  but  he  is  sur- 
vived by  four  sons.  Dr.  Marvin  B.  of  Bellevue,  Ne- 
braska; Myrton  D.  of  Tulare,  Calif.;  Doctor  Norton, 
of  Wichita,  Kansas;  and  Floyd  V.  of  Compton,  Calif. 
There  is  a daughter,  Mrs.  C.  J.  Eby  of  Bancroft,  Ne- 
braska and  there  are  fifteen  grand-children  and 
three  great-grand-children. 

Dr.  L.  Clyde  Hilsabeck  — Doctor  Hilsabeck  died 
on  May  17  at  Gretna  at  the  age  of  seventy  years. 
He  had  practiced  medicine  in  that  community  for 
foily-two  years.  He  is  survived  by  his  wife,  Loraine; 
a daughter,  Mrs.  Elvera  McKenna,  Fort  Bragg,  N. 
C.;  a son.  Doctor  John  Richard,  Santa  Ana,  Calif.;  a 
sister,  Mrs.  John  Proctor,  Hastings;  a brother,  How- 
ard of  Scottsbluff;  and  nine  grandchildren. 

Dr.  George  Rieth — Doctor  Rieth  died  at  his  home 
in  Omaha  on  March  12th.  Survivors  are  his  wife, 
Marjorie;  sons,  George  R.,  Jr.,  and  R.  David,  both 
of  Omaha;  daughters,  Mrs.  Mary  Gray,  Alameda, 
Calif.,  and  Mrs.  R.  W.  Shaddy,  Omaha.  There  are 
three  grandchildren. 

Dr.  Lloyd  H.  Fochtman  — Doctor  Fochtman  died 
at  the  age  of  sixty-one,  at  Cozad,  Nebraska,  where 
he  had  practiced  medicine  for  thirty-seven  years. 
He  is  survived  by  his  wife;  five  children,  Mary  Ag- 
nes, Barbara,  Lloyd,  Jr.,  John  and  Paul,  all  of  Co- 
zad; two  sisters.  Dr.  Mary  McNerty  and  Dr.  Helen 
von  Bochlen,  both  of  Tacoma,  Wash.;  and  a brother. 
Dr.  John  Fochtman,  Queens,  Long  Island. 

Mrs.  Charles  W.  Poynter  — Mrs.  Poynter  of  Oma- 
ha, the  widow  of  Dean  Emeritus,  Charles  William 
McC.  Poynter,  died  at  her  home  on  Thursday,  May 
29th.  She  was  seventy-six  years  old. 
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The  Woman's  Auxiliary 

The  following  quotation  is  taken  from  a 
speech  delivered  by  Robert  K.  Richards  be- 
fore the  Association  of  the  Junior  Leagues 
of  America,  at  Lake  Placid  on  April  23, 1952. 
It  is  more  generally  applicable  to  the  Medi- 
cal Auxiliary  than  most  other  groups : 

“You  are  the  most  dangerous  adversaries 
for  those  who  would  chip  away  the  founda- 
tions of  this  nation: 

“For  you  are  women — and  that,  I am  con- 
vinced, makes  you  more  determined  than  the 
less  populous  sex. 

“And  you  are  American  women  — a distil- 
lation, if  you  will,  of  the  wisdom  of  the  ages 
and  the  verve  of  modern  times.” 

EDITOR. 


The  Women’s  Auxiliary  to  the  Nebraska 
State  Medical  Association  announced  the 
election  of  the  following  officers  for  1952-53 
at  the  state  meeting  held  in  Lincoln  on  May 
12th  to  May  15th: 

President — Mrs.  Richard  E.  Garlinghouse,  Lincoln. 

President-Elect — Mrs.  James  Donelan,  Omaha. 

First  Vice  President — Mrs.  Isaiah  Lukens  IV,  Te- 
kamah. 

Second  Vice  President — Mrs.  Lynn  Sharrar,  Lin- 
coln. 

Recording  Secretary — Mrs.  Hiram  Hilton,  Lincoln. 

Corresponding  Secretary — Mrs.  A.  L.  Smith,  Jr., 
Lincoln. 

Treasurer — Mrs.  George  Covey,  Lincoln. 

Mrs.  Garlinghouse,  president,  has  appoint- 
ed the  following  board: 

Directors  — Mrs.  Ted  Ridell,  Scottsbluff;  Mrs. 
George  DeMay,  Grand  Island;  Mrs.  Frank  Turner, 
Lincoln;  Mrs.  Arthur  Offerman,  Omaha. 

Advisor — Mrs.  B.  R.  Bancroft,  Kearney. 

State  Chairman  of  Standing  Committees : 

Organization  —Mrs.  Isaiah  Lukens  IV,  Tekamah. 

Program  and  Education — Mrs.  R.  R.  Brady,  Ains- 
worth. 

Members-at-Large — Mrs.  Lynn  Sharrar,  Lincoln. 

Bulletin — Mrs.  P.  B.  Olsson,  Lexington. 

Parliamentarian — Mrs.  J.  M.  Woodward,  Lincoln. 

Historian — Mrs.  William  Kenner,  Nebraska  City. 

Legislation — Mrs.  Ernest  Hancock,  Lincoln. 

Nurse  Recruitment — Mrs.  C.  Fred  Ferciot,  Lincoln. 

Public  Relations — Mrs.  Kenneth  Muehlig,  Omaha. 

Today’s  Health — Mrs.  Paul  Marx,  Lincoln. 

Finance — Mrs.  Arthur  Offerman,  Omaha. 

Publicity — Mrs.  L.  F.  Pfeifer,  Lincoln. 

Chaplain — Mrs.  P.  O.  Marvel,  Giltner. 

Resolutions  and  Revisions Mrs.  H.  F.  Staubitz, 

Omaha. 

Delegates  representing  Nebraska  at  the 
Women’s  Auxiliary  to  the  American  Medical 
Association  meeting  held  in  Chicago,  June 


8 through  June  12,  were  also  appointed  as 
follows : 

Delegates — Mrs.  B.  R.  Bancroft,  Keamey;  Mrs. 
Arthur  Offerman,  Omaha;  Mrs.  George  Covey,  Lin- 
coln; Mrs.  J.  J.  O’Neill,  Omaha;  Mrs.  W.  E.  Neutz- 
man,  Kearney. 

Alternates — Mrs.  Glenn  Whitcomb,  Omaha;  Mrs. 
H.  F.  Staubitz,  Omaha. 


MINUTES  OF  .MEETINGS  OF 
BOARD  OF  COUNCILORS 
May  13,  1952 

A special  meeting  of  the  Council  was  held  Tues- 
day morning.  May  13,  1952,  in  the  Lancaster  Room, 
Hotel  Cornhusker,  at  9:30  a.m. 

The  meeting  was  called  to  order  by  Dr.  Earl  Lein- 
inger.  Chairman  of  the  Council. 

The  following  members  were  present:  Drs.  W.  D. 
McGrath,  Wm.  Wright,  Earl  Leininger,  Frank  Her- 
hahn,  R.  T.  Van  Metre,  A.  A.  Ashby,  R.  R.  Brady, 
and  F.  M.  Bell.  Also  present  were  Drs.  R.  B.  Adams, 
Earle  G.  Johnson  and  Fritz  Teal. 

Dr.  Earle  Johnson,  Chairman  of  the  Board  of 
Trustees,  was  given  permission  of  the  floor. 

Doctor  Johnson  gave  a resume  of  the  Board  of 
Trustee’s  ideas  relative  to  a raise  in  dues  in  order 
to  build  up  a cash  reserve  fund  to  enable  the  asso- 
ciation to  have  sufficient  reserve  available  for  one 
year’s  operating  budget. 

A motion  was  made  by  Dr.  Wm.  Wright  and 
seconded  by  Dr.  A.  A.  Ashby,  that  the  Council  rec- 
ommend to  the  House  of  Delegates  that  the  dues  of 
the  state  association  be  raised  to  $50.00.  The  motion 
carried. 

Meeting  adjourned. 


BOARD  OF  COUNCILORS 
May  13,  1952 

The  first  regularly  scheduled  meeting  of  the  Board 
of  Councilors  was  called  to  order  by  Dr.  Earl  Lein- 
inger at  5 o’clock  in  the  Lancaster  Room,  Hotel 
Cornhusker,  Lincoln,  Nebraska. 

The  following  members  were  present:  Drs.  James 
F.  Kelley,  W.  C.  Kenner,  J.  C.  Waddell,  W.  E. 
Wright,  R.  T.  Van  Metre,  A.  A.  Ashby,  R.  R.  Brady, 
Wm.  M.  McGrath,  Earl  F.  Leininger,  F.  M.  Bell  and 
Frank  Herhahn. 

Also  present  were  Drs.  R.  B.  Adams  and  Fay 
Smith,  and  Mr.  M.  C.  Smith. 

Dr.  R.  R.  Brady  read  the  resolution  relative  to 
the  increase  in  dues  and  the  minutes  of  the  Special 
Session  of  the  Council. 

A motion  was  made  by  Doctor  Kenner,  seconded 
by  Doctor  Wright,  that  the  minutes  of  the  special 
session  be  approved  as  read  and  the  minutes  of  the 
Febniary  session  be  approved  as  published.  The 
motion  carried. 

The  next  order  of  business  was  the  election  of  a 
member  of  the  Board  of  Ti-ustees.  Doctor  Leininger 
stated  that  the  first  term  of  Dr.  Earle  G.  Johnson 
expired  in  1952. 

Dr.  Earle  Johnson  was  nominated  to  succeed  him- 
self. 

A motion  was  made  by  Doctor  Wright,  seconded 
by  Doctor  Ashby,  that  the  nominations  be  closed 
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and  Dr.  Earle  Johnson  be  cast  the  unanimous  vote 
of  the  Council  for  the  member  of  the  Board  of 
Trustees.  The  motion  carried. 

Nominations  for  a member  of  the  Medicolegal  Ad- 
vice Committee  were  called  for  and  Doctor  Leininger 
stated  that  the  term  of  Dr.  J.  D.  Bradley  was  ex- 
piring. 

Doctor  Adams  called  the  attention  of  the  Council 
to  the  fact  that  Doctor  Bradley  had  been  appointed 
to  fill  the  unexpired  term  of  Dr.  R.  W.  Fonts,  de- 
ceased, and  that  he  had  not  filled  a complete  term 
on  the  committee. 

Dr.  J.  D.  Bradley  was  nominated  to  succeed 
himself. 

A motion  was  made  by  Dr.  A.  A.  Ashby  that  the 
nominations  be  closed  and  the  secretary  be  in- 
stnicted  to  cast  the  unanimous  ballot  of  the  Council 
for  Doctor  Bradley  as  a member  of  the  Committee 
on  Medicolegal  Advice.  The  motion  was  seconded 
by  Dr.  Frank  Herhahn  and  carried. 

Nominations  for  a member  of  the  Council  on  Pro- 
fessional Ethics  to  replace  Dr.  G.  E.  Charlton  whose 
term  was  expiring,  were  called  for  by  the  chair. 

Dr.  G.  E.  Charlton  was  nominated  to  succeed  him- 
self. 

A motion  was  made  by  Dr.  A.  A.  Ashby  that  the 
nominations  be  closed  and  the  secretary  be  instruct- 
ed to  cast  the  unanimous  ballot  for  Dr.  G.  E.  Charl- 
ton for  a member  of  the  Council  on  Professional 
Ethics.  The  motion  was  seconded  by  Dr.  W.  C. 
Kenner  and  carried. 

Doctor  Leininger  stated  that  Doctor  Hancock’s 
reference  committee  had  made  the  suggestion  that 
the  Council  recommend  the  Certificate  of  Distin- 
guished Service  for  Dr.  Harry  Benson  of  Oakland. 

A motion  was  made  by  Dr.  R.  T.  Van  Metre,  sec- 
onded by  Dr.  W.  C.  Kenner,  that  the  Council  rec- 
ommend to  the  House  of  Delegates  that  Dr.  Harry 
Benson,  Oakland,  Burt  County,  be  awarded  the  Cer- 
tificate of  Distinguished  Service.  The  motion  car- 
ried. 

Letters  recommending  Life  Memberships  were 
read  for  the  following  physicians: 

Omaha-Douglas  — Floyd  S.  Clark,  M.D.,  Omaha; 
Sam  McCleneghan,  M.D.,  Omaha. 

Gage  County — E.  P.  Bachle,  M.D.,  Liberty. 

Box  Butte  County — E.  I.  Whitehead,  M.D.,  Alli- 
ance. 

Scotts  Bluff  County  — N.  H.  Rasmussen,  M.D., 
Scottsbluff. 

A motion  was  made  by  Dr.  Wm.  Wright  that  the 
Council  recommend  to  the  House  of  Delegates  that 
Life  Memberships  be  granted  to  the  above-named 
physicians.  The  motion  was  seconded  by  Dr.  A.  A. 
Ashby  and  carried. 

A motion  was  made  by  Dr.  A.  A.  Ashby  to  ad- 
journ. The  motion  was  seconded  by  Dr.  Frank 
Herhahn  and  carried. 


BOARD  OF  COUNCILORS 
May  14,  1952 

The  Board  of  Councilors  held  their  second  session 
in  the  Lancaster  Room,  Hotel  Cornhusker,  Lincoln, 
Nebraska.  The  meeting  was  called  to  oi'der  by  Dr. 
Earl  Leininger  at  9 o’clock. 


The  following  members  were  present:  Drs.  James 
F.  Kelly,  J.  C.  Waddell,  R.  T.  Van  Metre,  Robert 
Harry,  A.  A.  Ashby,  R.  R.  Brady,  Wm.  M.  McGrath, 
Earl  Leininger  and  F.  M.  Bell. 

Also  present  were  Drs.  R.  B.  Adams  and  J.  D. 
Bradley. 

The  minutes  of  the  first  session  were  read  and 
approved. 

There  being  no  further  business,  it  was  moved 
by  Dr.  A.  A.  Ashby  and  seconded  by  Dr.  James 
Kelly,  that  the  Council  stand  adjourned  until  9 
o’clock  Thursday,  May  15,  1952.  The  motion  carried. 


BOARD  OF  COUNCILORS 
May  1.5,  1952 

The  Board  of  Councilors  held  their  final  session 
in  the  Lancaster  Room,  Hotel  Cornhusker,  Lincoln, 
Nebraska.  The  meeting  was  called  to  order  by  Dr. 
Earl  Leininger  at  9 o’clock. 

The  following  members  were  present:  Drs.  W.  C. 
Kenner,  J.  C.  Waddell,  W.  E.  Wright,  R.  T.  Van 
Metre,  A.  A.  Ashby,  R.  R.  Brady,  Earl  Leininger, 
F.  M.  Bell  and  Frank  Herhahn. 

Also  present  were  Drs.  Paul  Read,  Harold  S.  Moi'- 
gan,  R.  B.  Adams,  and  J.  D.  Bradley. 

The  minutes  of  the  previous  session  were  read  and 
approved. 

Dr.  Paul  Read,  newly  elected  Councilor  from  the 
First  District,  was  presented  to  the  Council. 

There  being  no  new  business  or  unfinished  busi- 
ness, the  chair  declared  the  Council  adjourned. 


MINUTES  OF  SESSIONS  OF 
HOUSE  OF  DELEGATES 

May  12,  1952 

The  first  meeting  of  the  House  of  Delegates  was 
held  in  the  Lancaster  Room,  Hotel  Cornhusker,  Lin- 
coln, Nebraska.  Roll  call  showed  34  members  pres- 
ent. 

The  meeting  was  called  to  order  by  Dr.  J.  D. 
Bradley,  Speaker  of  the  House  of  Delegates,  at  2 
p.m. 

The  report  of  the  Credentials  Committee  was  read 
by  Dr.  R.  B.  Adams,  Secretary-Treasurer,  as  follows: 

May  12,  1952 
To  : The  House  of  Delegates: 

The  Credentials  Committee  examined  the  cre- 
dentials as  sent  in  by  the  county  societies  and 
recommends  to  the  House  of  Delegates  that  the 
list  made  from  the  credentials  be  accepted  as 
the  official  Roll  Call  of  the  House  of  Delegates. 

A motion  was  made  and  seconded  that  the  report 
be  adopted.  The  motion  carried. 

The  chair  stated  the  next  order  of  business  was 
the  reading  of  the  minutes,  but  inasmuch  as  they 
had  been  published  he  would  rule  they  would  stand 
approved  as  published  and  need  not  be  read. 

The  following  list  of  reference  committees  was 
read  — subject  to  the  ratification  of  the  House: 
Reference  Committee  No.  1 — Officers:  R.  H. 

Kohtz,  M.D.,  Chm.,  Isaiah  Lukens,  M.D.,  Douglas 
Campbell,  M.D. 
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Reference  Committee  No.  '2 — Council:  E.  W.  Han- 
cock, M.D.,  Chm.,  D.  J.  Bucholz,  M.D.,  J.  B.  Chris- 
tensen, M.D. 

Reference  Committee  No.  3 — Constitution  and  By- 
Laws:  Fritz  Teal,  M.D.,  Chm.,  R.  E.  Garlinghouse, 

M.D.,  Ray  Wycoff,  M.D. 

Reference  Committee  No.  4 — Voluntary  Prepay- 
ment: E.  E.  Koebbe,  M.D.,  Chm.,  W.  E.  Shook, 
M.D.,  W.  W.  Noyes,  M.D. 

Reference  Committee  No.  5 — Planning:  T.  T. 

Smith,  M.D.,  Chm.,  R.  J.  Fitzgibbons,  M.D.,  Rich- 
ard Flebbe,  M.D. 

Reference  Committee  No.  6 — Public  Health:  Paul 
S.  Read,  M.D.,  Chm.,  E.  S.  Wegner,  M.D.,  W.  W. 
Carveth,  M.D. 

Reference  Committee  No.  7 — Miscellaneous:  Paul 
Charlton,  M.D.,  Chm.;  J.  M.  Woodard,  M.D.,  C.  H. 
Maggorie,  M.D. 

Dr.  D.  B.  Steenburg  was  given  the  permission 
of  the  floor  and  gave  the  following  report  from  the 
Board  of  Tiaistees: 

“Mr.  Speaker  and  House  of  Delegates: 

“This  moming  the  Board  of  Trustees  were 
considering  various  financial  matters  and  among 
them  was  the  fact  it  was  deemed  good  business 
policy  to  have  a sufficient  reseiwe  fund  to  nan 
us  a year. 

“We  now  have  investments  of  $26,000,  and  we 
aae  investing  $5,000  more.  It  costs  us  approxi- 
mately $44,000  a year  to  operate.  We  thought 
if  the  dues  were  raised  $10.00  per  physician  per 
year,  that  would  net  us  about  $12,000  and  would 
put  us  in  the  position  of  having  a year’s  operat- 
ing expenses  in  reserve. 

“If  you  see  fit,  we  would  like  to  have  that 
done;  if  not,  we  would  like  to  know  it  too.” 

1'he  chair  ruled  that  the  recommendation  of  Doc- 
tor Steenburg  and  the  Board  of  Tiaistees  relative 
to  the  increase  in  dues  would  be  referred  to  Refer- 
ence Committee  No.  3 — Constitution  and  By-Laws. 

The  chair  asked  if  there  were  any  reports  to  be 
presented  at  this  time. 

Dr.  Lowell  Dunn  stated  he  had  Part  I of  a report 
relative  to  medical  education  and  would  like  permis- 
sion to  call  upon  Dr.  F.  G.  Gillick  of  the  Creighton 
University  School  of  Medicine  to  present  Part  II 
of  this  report. 

Permission  was  granted  and  Doctor  Gillick  was 
presented  to  the  House  of  Delegates. 

Doctor  Dunn  then  read  Part  I of  the  Report  on 
Improvement  of  Medical  Education  in  the  State  of 
Nebraska  in  regard  to  the  University  of  Nebraska 
College  of  Medicine. 

The  chair  naled  this  report  would  be  referred 
to  Reference  Committee  No.  5 — Planning. 

Doctor  Gillick  read  Part  II  of  the  report  in  re- 
gal’d to  the  Creighton  University  School  of  Medicine. 

The  chair  inled  Doctor  Gillick’s  report  would  also 
be  referred  to  Reference  Committee  No.  5 — Plan- 
ning. 

Resolutions  to  be  presented  were  called  for  by 
the  chair. 

Dr.  L.  W.  Lee  read  a letter  from  Dr.  E.  A.  Rogers, 
Acting  Director,  State  of  Nebraska  Department  of 
Health,  and  also  the  proposed  plan  relative  to  the 
program  for  payment  of  fees  to  private  physicians 


for  treatment  of  venereal  disease.  This  proposed 
plan  was  outlined  by  the  Department  of  Health  and 
included  a model  “Physician's  Certificate  of  Peni- 
cillin Treatment  of  a Diagnosed  Venereal  Disease,” 
as  well  as  suggested  schedules  of  treatment  of 
syhpillis  with  procaine  penicillin  in  oil  with  2% 
aluminum  monostearate. 

The  chair  ruled  this  letter  and  recommendation 
would  be  referred  to  Reference  Committee  No.  4^ 
Voluntary  Prepayment. 

Dr.  A.  J.  Offerman  read  a letter  and  a “Resolution 
Concerning  Specialty  Boards  by  the  Nebraska  As- 
sociation of  Pathologists.”  The  resolution  is  as 
follows: 

WHEREAS,  there  is  a movement  to  have  the  Council 
on  Medical  Education  and  Hospitals  approve  a Specialty  Board 
composed  in  part  of  non-physicians  and  designed  to  certify 
non-physicians  in  certain  branches  of  laboratoi*y  medicine  ; and 

WHEREAS,  the  American  Medical  Association  is  in  concept 
and  practice  entirely  a medical  body  for  the  betterment  of 
medical  practice  ; and 

WHEREAS,  the  approval  of  a non-physician  Specialty  Board 
would  be  contrary  to  the  interest  and  intent  of  the  American 
Medical  Association  ; therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  reaffirm  its  ap- 
proval of  the  Essentials  for  Approved  Examining  Boards  in 
Medical  Specialties,  which  include?  the  principles  that  applicants 
for  examination  must  be  graduates  from  a medical  school  ap- 
proved by  the  Council  on  Medical  Education  and  Hospitals  and 
must  be  licensed  to  practice  medicine ; and  be  it  further 

RESOLVED,  that  the  House  of  Delegates  instructs  the  Coun- 
cil on  Medical  Education  and  Hospitals  to  limit  its  approval 
of  specialty  boards  to  those  which  can  comply  with  these  es- 
sentials : and  be  it  further 

RESOLVED,  that  the  delegates  of  the  Medical  Association 
of  the  State  of  Nebraska  to  the  American  Medical  Association 
be  instructed  to  place  the«e  resolutions  before  the  June  1952 
Convention  of  the  House  of  Delegates  of  the  American  Medical 
Association.  That  the  Delegates  be  instructed  to  vote  against 
any  modification  of  the  qualifications  for  specialty  certifica- 
tion which  would  include  non-physicians  if  such  modifications 
are  introduced  in  the  House  of  Delegates  of  the  American  Medi- 
cal Association 

The  chair  referred  this  resolution  to  Reference 
Committee  No.  5 — Planning. 

Dr.  A.  J.  Offerman  read  the  “Resolution  for  a 
United  Fund  Drive  Under  the  Auspices  of  the  Medi- 
cal Profession  in  the  State  of  Nebraska”  by  Dr. 
James  Kelly,  Chairman  of  the  Public  Affairs  Com- 
mittee, Omaha-Douglas  County  Medical  Society. 

WHEREAS,  the  good  that  arises  from  the  activities  of  the 
various  medical  and  health  organizations  which  request  money 
from  the  public  year  after  year  through  the  means  of  drives 
is  sufficient  to  warrant  the  continued  support  of  the  medical 
societies,  and 

WHEREAS,  the  public  is  already  complaining  of  the  new 
drives  put  on  for  various  purposes,  and 

WHEREAS,  the  functions  and  the  merits  of  these  various 
health  and  medical  groups  are  primarily  the  responsibility  of 
the  medical  profession,  and 

WHEREAS,  all  of  these  groups  may  come  in  for  unjust 
criticism  and  loss  of  public  support  if  their  number  continues 
to  increase  and  a new  group  is  formed  for  every  complaint 
and  disease  as  seems  to  be  the  present  trend  : 

THEREFORE,  BE  IT  RESOLVED: 

1.  That  the  Nebraska  State  Medical  Association  accept  the 
responsibility  for  these  various  organizations. 

2.  That  all  groups  approved  by  the  Nebraska  State  Medical 
Association  unite  to  go  before  the  public  once  each  year  for  a 
drive  for  funds  with  which  to  operate. 

3.  That  the  House  of  Delegates  appoint  a credential  and 
budget  committee  or  some  such  governing  committee  to  act 
for  the  Nebraska  State  Medical  Association  in  this  particular 
field  of  combined  lay  and  medical  health  activities.  • 

4.  That  the  public  interest  and  cooperation  has  been  so 
important  in  these  activities  in  the  past  that  some  means  of 
acknowledging  the  efforts  of  our  lay  associates*  work  and  seek- 
ing their  continued  cooperation  in  the  future  be  established. 

5.  That  this  matter  be  acted  upon  during  the  present  ses- 
sion of  the  House  of  Delegates  of  the  Nebraska  State  Medical 
Association  so  that  during  1953  a unified  medical  and  health 
activities  program  may  begin  to  operate. 

6.  That  copies  of  this  resolution  be  sent  to  the  Speaker 
of  the  House  of  Delegates  of  the  Nebraska  State  Medical  As- 
sociation and  to  the  Public  Relations  Committee  of  the  Ne- 
braska State  Medical  Association,  and  that  it  be  printed  in  its 
entirety  in  the  JOURNAL  of  the  Nebraska  State  Medical  As- 
sociation. 
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The  chair  naled  this  resolution  would  be  referred 
to  Reference  Committee  No.  6 — Public  Health. 

Dr.  E.  S.  Wegner  read  a resolution  prepared  by 
the  Matemal  and  Child  Health  Committee  regard- 
ing the  standards  and  technique  for  the  preparation 
of  infant  formulas. 

RESOLUTION 

WHEREAS.  Recent  research  of  the  findings  regarding  bac- 
terial content  of  infant  formulas  as  published  in  the  May  1952 
number  of  The  Nebraska  State  Medical  Journal,  and  similar 
findings  elsewhere,  indicate  the  need  for  a change  in  standards 
and  technique  of  these  formulas  ; 

THEREFORE.  BE  IT  RESOLVED.  That  the  Maternal  and 
Child  Health  Committee  recommends  that  the  Nebraska  State 
Medical  Association  approves  the  American  Hospital  Association 
standards  for  the  preparation  of  infant  formulas,  including  the 
technique  of  terminal  sterlization.  and 

BE  IT  FURTHER  RESOLVED,  That  the  Maternal  and  Child 
Health  Committee  recommends  that  these  standards  and  tech- 
nique be  adopted  by  all  Nebraska  Hospitals  and  other  institu- 
tions caring  for  infants. 

The  chair  referred  this  resolution  to  Reference 
Committee  No.  6 — Public  Health. 

Doctor  Bradley  called  for  a few  remarks  from  Dr. 
Morris  Nielsen,  the  oldest  member  in  years  of  serv- 
ice of  the  House  of  Delegates,  and  Doctor  Nielsen 
briefly  addressed  the  House. 

A recess  was  called  by  the  chair  for  the  purpose 
of  selecting  a Nominating  Committee. 

Doctor  Bradley  again  called  the  House  to  order 
and  the  following  names  were  nominated  as  mem- 
bers of  the  Nominating  Committee: 

1st  District — D.  J.  Bucholz,  Omaha 
2nd  District — Fritz  Teal,  Lincoln 
3ixi  District — E.  L.  Penner,  Beatrice 
4th  District — R.  H.  Kohtz,  Bloomfield 
5th  District — E.  E.  Koebbe,  Columbus 
6th  District — W.  W.  Noyes,  Ceresco 
7th  District — Byron  L.  Brown,  Superior 
8th  District — Wilber  Johnson,  Valentine 
9th  District — R.  D.  Bryson,  Callaway 
10th  District — H.  A.  McConahay,  Holdrege 
11th  District — Richard  Flebbe,  Sutherland 
12th  District — Douglas  Campbell,  Scottsbluff 
A motion  was  made  and  seconded  that  the  list 
as  nominated  for  each  district  be  declared  the  elect- 
ed members  of  the  Nominating  Committee.  The  mo- 
tion carried. 

The  chair  called  for  the  introduction  of  amend- 
ments to  the  Constitution  and  By-Laws. 

Dr.  Fritz  Teal  read  the  following  report: 

“Item  1 — Proposed  change  in  the  Constitu- 
tion: (part  1) 

“Delete  entire  Section  1,  Article  IV — Member- 
ship, which  now  reads: 

‘Membership  in  this  Association  and  in  the 
American  Medical  Association  shall  be  attained 
only  through  membership  in  one  of  the  com- 
ponent societies  of  this  Association,  as  provided 
in  the  by- Laws; 
and  substitute  the  following: 

‘Mambership  in  the  Nebraska  State  Medical 
Association  shall  be  attained  only  by  those  who 
are  active  members  of  a component  society  of 
this  association  and  the  American  Medical  As- 
sociation, as  provided  in  the  By-Laws.’ 

“Mr.  Chairman,  this  constitutional  amend- 
ment having  been  read  at  the  last  session  of  the 
House  of  Delegates,  is  now  up  for  adoption  and 
I so  move  that  this  change  be  adopted.” 

The  motion  was  seconded  and  carried. 


“Item  2 — Proposed  change  in  the  Constitution: 
“Amend  Section  2,  Article  VI — Officers  and 
Boards,  by  adding  to  paragraph  1,  the  follow'- 
ing  ‘for  the  unexpired  term’; 
thus  making  paragraph  1,  Section  2,  Article  VI, 
read : 

‘The  President  shall  serve  for  a term  of  one 
year.  Should  the  President  die,  resign  or  be 
removed  from  office  the  Vice  President  shall 
automatically  become  President  for  the  unex- 
pired term.’ 

“Mr.  Chairman,  inasmuch  as  this  amendment 
was  also  read  at  the  last  session  of  the  House  of 
Delegates,  I make  the  motion  that  this  amend- 
ment be  adopted.” 

The  motion  was  seconded  and  carried. 

“Item  3 — Proposed  amendment  to  the  Consti- 
tion: 

“Amend  Article  IV,  Section  2,  by  adding  new 
paragraph  D,  which  shall  read  as  follows: 

D.  LIFE:  Life  membership  as  hereinafter 

defined  in  the  By-Laws.” 

The  chair  announced  that  this  constitutional 
change  would  have  to  lay  over  for  one  year. 

“Item  4 — Proposed  change  in  the  By-Laws: 
“Delete  entire  paragraph  2 of  Section  3,  Chap- 
ter I — Membership,  which  reads: 

‘On  personal  application  to  the  American  Med- 
ical Association  an  active  member  may  become  a 
Member  Fellow’; 
thus  making  Section  3 read: 

‘To  maintain  active  membership  in  this  Asso- 
ciation, all  members  must  pay  dues  and  assess- 
ments as  prescribed  in  the  Constitution  and 
By-Laws  of  the  Nebraska  State  Medical  Asso- 
ciation and  the  American  Medical  Association.’ 
‘Eligible  physicians  in  the  service  of  the  Fed- 
eral or  Nebraska  State  Government  who  re- 
side in  Nebraska  and  those  on  full-time  teach- 
ing assignments  in  a recognized  school  or  col- 
lege of  medicine  in  Nebraska  may  become  ac- 
tive members  of  this  Association  through  mem- 
bership in  a component  society’.” 

The  chair  ruled  this  change  would  lay  over  24 
hours. 

“Item  5 — Proposed  change  in  the  By-Laws: 
“Delete  entire  paragraph  G of  Section  2, 
Chapter  XII — Councils  and  Standing  Commit- 
tees and  Their  Duties,  which  now  reads: 

‘The  Committee  on  Journal  and  Publication 
shall  consist  of  three  members  elected  by  the 
House  of  Delegates  for  a term  of  three  years, 
so  rotated  that  one  member  shall  be  elected 
each  year.  The  Secretary-Treasurer  shall  be  an 
ex-officio  member  of  this  committee  and  its  sec- 
retary. This  committee  shall  function  as  pro- 
vided in  Chapter  XIV,  Section  4 of  these  By- 
Laws.’; 

and  substitute  the  following: 

‘The  Committee  on  Journal  and  Publication 
shall  consist  of  3 members  to  be  appointed  by 
the  President-Elect  each  for  a term  of  3 years, 
so  rotated  that  the  term  of  one  member  ex- 
pires each  year’.” 

The  chair  ruled  this  would  lay  on  the  table  for 
24  hours. 
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“Item  6 — Proposed  change  in  the  By-Laws: 
“Delete  paragraph  M,  Section  2,  Chapter 
XII — Councils  and  Standing  Committees  and 
Their  Duties,  and  substitute  the  following: 

‘M.  The  Committee  on  Public  Relations  shall 
consist  of  seven  members.  Each  term  of  office 
shall  be  for  seven  years  unless  terminated  in  ac- 
cordance with  the  Constitution  and  By-Laws. 
One  member  shall  be  appointed  each  year  by 
the  President-Elect  and  confinued  by  the  Coun- 
cil. This  committee  shall  be  in  charge  of  all 
public  relations  programs  set  up  by  the  Ne- 
braska State  Medical  Association.  The  Execu- 
tive Secretary  of  the  Nebraska  State  Medical 
Association  shall  be  secretary  of  this  commit- 
tee.’ 

“Item  7 — Proposed  change  in  the  By-Laws: 
“Delete  the  first  sentence  in  paragraph  O, 
Section  2,  Chapter  XII — Councils  and  Standing 
Committees  and  Their  Duties,  which  now  reads: 
‘The  Committee  on  Scientific  Session  shall 
consist  of  the  Secretary-Treasurer  and  four 
members  appointed  by  the  President-Elect  for  a 
term  of  four  years,  so  rotated  that  one  member 
shall  be  appointed  each  year.’; 
and  substitute  the  following: 

‘The  Committee  on  Scientific  Sessions  shall 
consist  of  the  Secretary-Treasurer  and  five 
members  appointed  by  the  President-Elect  for 
a term  of  five  years,  so  rotated  that  one  member 
shall  be  appointed  each  year.  Members  of  this 
committee  shall  not  be  reappointed.’; 
thus  making  the  paragraph  read: 

‘O.  The  Committee  on  Scientific  Sessions  shall 
consist  of  the  Secretary-Treasurer  and  five 
members  appointed  by  the  President-Elect  for  a 
term  of  five  years,  so  rotated  that  one  mem- 
ber shall  be  appointed  each  year.  Members  of 
this  committee  shall  not  be  reappointed.  It 
shall  select  the  dates  as  prescribed  in  Article  V, 
Section  2 and  have  complete  charge  of  all  pro- 
ceedings of  the  Annual  Session  except  those  of 
the  House  of  Delegates,  the  Board  of  Councilors 
and  the  Board  of  Trustees.  The  committee  may 
appoint  sub-committees  to  arrange  and  direct 
activities  for  the  annual  session  other  than  the 
scientific  program. 

‘It  shall  arrange  a scientific  program  for  the 
annual  session  as  provided  in  Chapter  IV,  Sec- 
tions 1,  5 and  6.  It  shall  publish  the  program 
in  the  issue  of  the  Journal  immediately  preced- 
ing the  annual  session  and  may  issue  supple- 
mental programs  by  mail  to  members  of  the  As- 
sociation and  others.’ 

“Item  8 — Proposed  change  in  the  By-Laws: 
“Delete  paragraph  2 of  Item  P,  Section  2, 
Chapter  XII  — Councils  and  Standing  Commit- 
tees and  Their  Duties  which  now  reads: 

‘The  director  of  the  Speakers  Bureau  shall  be 
appointed  by  the  committee  and  may  or  may 
not  be  a member  of  the  committee.  During  its 
annual  meeting  the  committee  shall  appoint  a 
chaiiTnan  from  among  its  members.  The  chair- 
man shall  serve  for  a term  of  one  year.’; 
and  substitute  the  following: 

‘The  director  of  the  Speakers  Bureau  shall  be 
appointed  by  the  committee  and  may  or  may  not 
be  a member  of  the  committee.’; 


thus  making  the  paragraph  read: 

‘P.  The  Committee  on  Speakers  Bureau  shall 
consist  of  six  members.  The  term  of  office 
shall  be  three  years,  so  rotated  as  to  permit  the 
President-Elect  to  appoint  two  members  to  this 
committee  each  year.  Retiring  members  may  be 
reappointed  but  shall  not  seiwe  for  more  than 
two  teiTns. 

‘The  director  of  the  Speakers  Bureau  shall  be 
appointed  bj'^  the  committee  and  may  or  may  not 
be  a member  of  the  committee. 

‘This  committee  shall  plan  and  direct  all  lay 
education  campaigns  throughout  the  state  and 
if  necessary  appoint  sub-committees  to  assist 
in  this  work.  Sub-committees  shall  be  dis- 
solved following  the  end  of  the  particular  cam- 
paign for  which  they  were  appointed. 

‘The  Speakers  Bureau  shall  cooperate  with 
the  Research  Committees  and  any  other  state  or 
national  committee  whose  purpose  pertains  to 
matters  of  the  health  and  education  of  the 
layman.’ 

“Item  9 — Proposed  change  in  the  By-Laws: 

“Delete  sentence  1 of  Section  4,  Chapter 
XII — Councils  and  Standing  Committees  and 
Their  Duties,  which  now  reads: 

‘All  committees  of  the  Nebraska  State  Medi- 
cal Association  shall  have  a chairman  and  secre- 
tary to  be  selected  by  the  members  of  the  in- 
dividual committee,  unless  otherwise  provided 
for  in  the  By-Laws.’; 
and  substitute  the  following: 

‘The  President-Elect  of  the  Nebraska  State 
Medical  Association  shall  appoint  the  chairman 
of  each  standing  committee  unless  otherwise 
provided  for  in  the  By-Laws.’; 
thus  making  Section  4 read: 

‘The  President-Elect  of  the  Nebraska  State 
Medical  Association  shall  appoint  the  chairman 
of  each  standing  committee  unless  otherwise 
provided  for  in  the  By-Laws.  Complete  records 
shall  be  kept  of  attendance,  matters  discussed 
and  action  taken  by  the  committee.  If  any 
member  shall  absent  himself  from  more  than  40 
percent  of  the  meetings  in  any  one  year,  with- 
out just  cause,  he  shall  be  automaticaly  dropped 
from  the  committee  and  the  President  shall 
appoint  his  successor  to  serve  the  unexpired 
term.’ 

“Item  10 — Proposed  change  in  the  By-Laws: 

“Add  the  following  sentence  immediately  fol- 
lowing the  word  ‘Delegates,’  to  paragraph  1 of 
Section  5,  Chapter  I — Membership: 

‘,  and  shall  be  retroactive  to  the  date  life 
membership  was  first  proposed  and  recom- 
mended by  the  component  society.’; 
thus  making  the  paragraph  read: 

‘Life  niembership  may  be  granted  to  a mem- 
ber in  good  standing  who  has  been  in  practice 
for  45  years,  upon  written  I’equest  to  his  com- 
ponent county  society.  The  recommendation 
may  be  made  by  2/3  vote  of  the  Board  of  Coun- 
cilors and  by  approval  of  the  House  of  Dele- 
gates, and  shall  be  retroactive  to  the  date  life 
membership  was  first  proposed  and  recommend- 
ed by  the  component  society.’ 
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“The  balance  of  Section  5 remains  the  same. 
“Item  11 — Proposed  change  in  the  By-Laws: 
“Delete  sentence  1 of  Section  4,  Chapter  XIV 
— The  Joumal,  which  now  reads: 

“The  Committee  on  Journal  and  Publication 
shall  select  an  active  member  of  the  Association 
as  Editor,  who  because  of  his  qualifications  is 
suited  to  the  office.’; 
and  substitute  the  following: 

‘The  duties  of  the  Committee  on  Journal  and 
Publication  shall  be  to  establish  the  policy  of 
the  journal  and  the  official  publications  of  the 
Association.  It  shall  elect  an  Editor  in  Chief 
who  is  an  active  member  of  the  Association,  and 
4 Associate  Editors;  one  from  the  faculty  of 
the  University  of  Nebraska  College  of  Medicine, 
one  from  the  faculty  of  the  Creighton  Univer- 
sity School  of  Medicine,  one  from  Lincoln,  and 
one  from  out-state.’; 
thus  making  the  section  read: 

‘Section  4.  The  duties  of  the  Committee  on 
Journal  and  Publication  shall  be  to  establish  the 
policy  of  the  joumal  and  the  official  publica- 
tions of  the  Association.  It  shall  elect  an  Editor 
in  Chief  who  is  an  active  member  of  the  As- 
sociation, and  4 Associate  Editors;  one  from  the 
faculty  of  the  University  of  Nebraska  College  of 
Medicine,  one  from  the  faculty  of  the  Creighton 
University  School  of  Medicine,  one  from  Lin- 
coln, and  one  from  out-state.  The  Editor,  with 
the  aid  of  the  committee,  shall  select  from  the 
manuscripts  submitted  for  publication  those 
which  in  their  opinion  are  most  timely  and  of 
greatest  interest  to  the  profession  and  shall  be 
guided  as  prescribed  in  Chapter  IV,  Sections  5 
and  7.  The  committee  shall  make  a full  and  com- 
plete report  to  the  Board  of  Councilors  at  its 
annual  midwinter  session. 

‘The  Executive  Secretary  of  the  Association 
shall  be  the  Business  Manager  of  the  joumal 
and  shall  collect  all  money  due  the  joumal  and 
turn  it  over  to  the  Secretary-Treasurer.’ 

“Item  12 — Proposed  change  in  the  By-Laws: 
“Section  2,  Chapter  XII,  ‘Q’  which  now  reads: 
‘Uniform  Fee  Schedule‘ — 

“Proposed  alteration  changes  it  to: 

‘Uniform  Fee  Schedule  and  Advisory  to  Gov- 
ernmental Agencies.’ 

“Item  13 — Chapter  XII,  Section  2,  paragraph 
Q — proposed  addition  to  the  By-Laws: 

“The  Committee  on  Uniform  Fee  Schedule 
and  Advisory  to  Governmental  Agencies  shall 
have  the  duty  of  altering  and  editing  the  fee 
schedule  for  governmental  agencies  whenever 
changes  or  alterations  seem  necessai-y.  This 
committee  shall  also  act  as  an  advisory  com- 
mittee to  the  state  Board  of  Control  particularly 
in  regard  to  old  age  assistance  and  any  other 
governmental  agency  requesting  advice  from  the 
Nebraska  State  Medical  Association  except  as 
provided  otherwise  in  the  By-Laws.’ 

Respectfully  submitted, 
COMMITTEE  ON  CONSTITUTION 
AND  BY-LAWS, 

Fritz  Teal,  M.D.,  Chairman, 

Ray  Wycoff,  M.D. 

E.  S.  Wegner,  M.D. 


The  chair  mled  that  Items  6 through  13  would  lay 
on  the  table  ‘24  hours. 

Dr.  Ray  Wycoff  called  attention  to  an  omission 
of  part  2 of  Item  2 in  the  report  and  Doctor  Teal 
read  part  2 of  this  item  as  follows: 

“Also  amend  Article  VI,  Section  5,  Paragraph 
2,  by  adding  the  word  ‘constitutional’  immedi- 
ately after  the  word  ‘any’  thus  making  the  para- 
graph read: 

‘A  member  shall  not  be  elected  to  any  consti- 
tutional office  unless  he  is  registered  and  in 
attendance  at  the  annual  session  at  which  he 
is  nominated. 

“Mr.  Chairman,  inasmuch  as  part  2 of  Item 
2 was  read  at  the  1951  session  of  the  House  of 
Delegates,  I so  move  its  adoption.” 

The  motion  was  seconded  and  carried. 

Doctor  Bradley  asked  both  Dr.  K.  S.  J.  Hohlen 
and  Mr.  M.  C.  Smith  if  they  had  anything  to  pre- 
sent to  the  House  of  Delegates,  but  neither  had 
any  matter  for  consideration  by  this  body. 

The  chair  called  for  further  committee  reports. 
Dr.  A.  J.  Offerman  read  the  report  of  the  special 
committee  appointed  to  study  the  1952  income  tax 
regulations. 

The  chair  referred  this  report  to  Reference  Com- 
mittee No.  5 — Planning. 

Dr.  Rudolph  Decker,  former  Speaker  of  the  House 
of  Delegates,  spoke  briefly  to  the  House  expressing 
his  appreciation  for  the  confidence  placed  in  him 
during  his  term  of  office  and  also  his  enjoyment  in 
seiving  the  House  of  Delegates  and  the  profession 
to  the  best  of  his  ability. 

Doctor  Bradley  read  Section  1 of  Chapter  VIII  rela- 
tive to  the  meetings  to  be  held  by  the  Nominating 
Committee  and  stated  he  would  appoint  Dr.  D.  J. 
Bucholz  as  temporary  Chaiianan  of  the  Nominating 
Committee  and  asked  him  to  see  that  the  times 
and  meeting  place  of  the  committee  were  announced 
at  the  next  session. 

Dr.  Harold  Morgan  was  asked  to  address  the 
House  and  stated  he  had  nothing  to  say  except 
that  he  was  looking  forward  with  a great  deal  of 
pleasure  to  the  work  of  next  year  which  the  House 
of  Delegates  was  beginning  to  outline. 

Doctor  Bradley  stated  the  House  stood  adjourned 
until  12:30  o’clock,  Tuesday,  May  13,  1952. 

HOUSE  OF  DELEGATES 
May  13,  1952 

The  second  session  of  the  House  of  Delegates  was 
called  to  order  at  12:30  p.m.  by  Dr.  J.  D.  Bradley, 
Speaker  of  the  House  of  Delegates,  in  the  Lancaster 
Room,  Hotel  Cornhusker,  Lincoln,  Nebraska.  Forty- 
one  members  were  present. 

Dr.  R.  B.  Adams  read  the  minutes  of  the  first 
session  and  the  chair  niled  they  would  stand  ap- 
proved as  read. 

The  chair  called  for  new  business. 

Dr.  R.  B.  Adams  read  a letter  and  resolution  from 
the  Arkansas  Medical  Society  condemning  certain 
practices  of  the  Veterans  Administi’ation. 

RESOLUTION 

WHEREAS,  the  present  Veterans  Hospital  in  Little  Rock, 
Arkansas  has  expressed  a definite  public  policy  of  accepting 
non-service  connected  disability  cases  among  veterans,  and 

WHEREAS,  in  accepting  such  cases  the  policy  has  been  ex- 
pressed of  accepting  hospital  benefits  from  commercial  insurance 
companies,  and 
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WHEREAS,  such  cases  are  now  and  have  been  accepted  on 
this  basis,  and  such  fees  have  been  paid  to  the  Veterans  Hos- 
pital, and 

WHEREAS,  such  practice  places  the  Government  controlled 
and  subsidized  hospital  and  doctors  in  competition  with  the 
local  hospital  and  medical  facilities,  and 

WHEREAS,  this  practice  is  both  competively  unfair  to  the 
local  agencies  and  detrimental  to  service  of  both  agencies  on 
both  a local  and  national  basis. 

THEREFORE.  BE  IT  RESOLVED,  that  the  Council  of  the 
Arkansas  Medical  Society  and  its  Veterans  Committee  in  ses- 
sion on  January  28.  1951  adopt  a firm  policy  of  disapproval 
of  this  procedure  on  the  part  of  the  Veterans  Hospital,  and 
BE  IT  FURTHER  RESOLVED,  that  a copy  of  this  Resolu- 
tion be  sent  to  each  Representative  and  Senator  of  the  State 
of  Arkansas,  the  Veterans  Administration  National  Offices, 
American  Hospital  Association.  American  Medical  Association, 
each  State  Medical  Society,  and  the  Arkansas  Association  of 
Insurance  Underwriters. 

The  chair  referred  this  I’esolution  to  Reference 
Committee  No.  4 — Voluntary  Prepayment,  Doctor 
Koebbe,  Chairman. 

Dr.  R.  B.  Adams  also  read  a letter  from  Dr. 
George  F.  Lull  relative  to  the  appointment  of  a 
comimittee  on  Blood  Banks. 

This  letter  vas  referred  by  the  chair  to  Reference 
Committee  No.  5 — Planning. 

Dr.  Mori'is  Nielsen  gave  an  oral  report  on  the 
Council  on  Professional  Ethics. 

A motion  was  made  and  seconded  that  Doctor 
Nielsen’s  report  be  accepted.  The  motion  catried. 

The  next  order  of  business  was  the  reports  of  the 
reference  committees. 

Reference  Committees  Nos.  1 and  2 stated  their 
reports  were  not  completed. 

Dr.  Fritz  Teal  read  the  report  of  Refei’ence  Com- 
mittee No.  3 — Constitution  and  By-Laws: 

“Item  1 — Proposed  change  in  the  By-Laws: 

“Delete  entire  paragraph  '2  of  Section  3,  Chap- 
ter I — Membership. 

“Mr.  Chairman,  I move  the  adoption  of  Item 
1.” 

The  motion  was  second  and  carried. 

“Item  2 — Proposed  change  in  the  By-Laws: 

“Delete  entire  paragraph  G of  Section  2, 
Chapter  XII — Councils  and  Standing  Commit- 
tees and  Their  Duties,  and  substitute  the  fol- 
lowing : 

‘The  Committee  on  Journal  and  Publication 
shall  consist  of  3 members  to  be  appointed  by 
the  President-Elect  each  for  a term  of  3 years, 
so  rotated  that  the  term  of  one  member  expires 
each  year.’ 

“Mr.  Chairman,  I move  the  adoption  of  Item 
2 of  this  report.” 

The  motion  was  seconded  and  carried. 

“Item  3 — Proposed  change  in  the  By-Laws: 

“Delete  paragraph  M,  Section  2,  Chapter  XII 
— Councils  and  Standing  Committees  and  Their 
Duties,  and  substitute  the  following: 

‘M.  The  Committee  on  Public  Relations  shall 
consist  of  .seven  members.  Each  teim  of  office 
shall  be  for  seven  years  unless  terminated  in 
accordance  with  the  Constitution  and  By-Laws. 
One  member  shall  be  appointed  each  year  by 
the  President-Elect  and  confirmed  by  the  Coun- 
cil. This  committee  shall  be  in  charge  of  all 
public  relations  programs  set  up  by  the  Nebras- 
ka State  Medical  Association.  The  Executive 
Secretai-y  of  the  Nebraska  State  Medical  Asso- 
ciation shall  be  secretary  of  this  committee.’ 


“Mr.  Chairman,  I move  the  adoption  of  Item 
3 of  this  report.” 

The  motion  was  seconded  and  carried. 

“Item  4 — Pi'oposed  change  in  the  By-Laws: 
“Delete  the  first  sentence  in  Paragraph  0, 
Section  2,  Chapter  XII — Councils  and  Standing 
Committees  and  Their  Duties — and  substitute  the 
following: 

‘The  Committee  on  Scientific  Sessions  shall 
consist  of  the  Secretai-y-Treasurer  and  five 
members  appointed  by  the  President-Elect  for 
a term  of  five  years,  so  rotated  that  one  mem- 
ber shall  be  appointed  each  year.  Members  of 
this  committee  shall  not  be  reappointed.’ 

“Mr.  Chairman,  I move  the  adoption  of  Item 
4 of  this  report.” 

The  motion  was  seconded  and  carried. 

“Item  5 — Proposed  changes  in  the  By-Laws: 
“Delete  Paragraph  2 of  Item  P,  Section  2, 
Chapter  XII — Councils  and  Standing  Committees 
and  Their  Duties,  and  substitute  the  following: 
‘The  director  of  the  Speakers  Bureau  shall  be 
appointed  by  the  committee  and  may  or  may 
not  be  a member  of  the  committee.’ 

“Mr.  Chairman,  I move  the  adoption  of  Item  5 
of  this  report.” 

The  motion  was  seconded  and  carried. 

“Item  6 — Proposed  change  in  the  By-Laws: 
“Delete  sentence  1 of  Section  4,  Chapter  XII 
— Councils  and  Standing  Committees  and  Their 
Duties,  and  substitute  the  following: 

‘The  President-Elect  of  the  Nebraska  State 
Medical  Association  shall  appoint  the  chairman 
of  each  standing  committee  unless  otherwise 
provided  for  in  the  By-Laws.’ 

“Mr.  Speaker,  I move  the  adoption  of  Item 
6 of  this  report.” 

The  motion  was  seconded  and  carried. 

“Item  7 — Proposed  change  in  the  By-Laws: 
“Add  the  following  sentence  immediately  fol- 
lowing the  word  ‘Delegates,’  to  paragraph  1 of 
Section  5,  Chapter  I — ^Membership’ 

‘,  and  shall  be  retroactive  to  the  date  life 
membership  was  first  proposed  and  recommen- 
ed  by  the  component  society.’; 
thus  making  the  paragraph  read: 

‘Life  membership  may  be  granted  to  a mem- 
ber in  good  standing  who  has  been  in  practice 
for  45  years,  upon  written  request  to  his  com- 
ponent county  society.  The  recommendation 
may  be  made  by  2/3  vote  of  the  Board  of  Coun- 
cilors and  by  approval  of  the  House  of  Dele- 
gates, and  shall  be  retroactive  to  the  date  life 
membership  was  first  proposed  and  recom- 
mended by  the  component  society.’ 

“The  balance  of  Section  5 remains  the  same. 
Mr.  Speaker,  I move  the  adoption  of  Item  7 of 
this  report.” 

The  motion  was  seconded  and  carried. 

“Item  8 — Proposed  change  in  the  By-Laws: 
“Delete  sentence  1 of  Section  4,  Chapter  XIV 
— the  Journal,  and  substitute  the  following: 

‘The  duties  of  the  Committee  on  Journal  and 
Publication  shall  be  to  establish  the  policy  of 
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the  journal  and  the  official  publications  of  the 
Association.  It  shall  elect  an  Editor  in  Chief 
who  is  an  active  member  of  the  Association, 
and  4 Associate  Editors;  one  from  the  faculty 
of  the  University  of  Nebraska  College  of  Medi- 
cine, one  from  the  faculty  of  the  Creighton 
University  School  of  Medicine,  one  from  Lin- 
coln, and  one  from  out-state.’ 

“Mr.  Speaker,  I move  the  adoption  of  Item  8 
of  this  report.” 

The  motion  was  seconded  and  caried. 

“Item  9 — Proposed  change  in  the  By-Laws: 
“Section  2,  Chapter  XII,  ‘Q’  which  now  reads: 
‘Uniform  Fee  Schedule’  — proposed  alteration 
changes  it  to 

‘Uniform  Fee  Schedule  and  Advisory  to  Gov- 
ernmental Agencies.’ 

“Mr.  Speaker,  I move  the  adoption  of  Item  9 
of  this  report.” 

The  motion  was  seconded  and  carried. 

“Item  10 — Chapter  XII,  Section  2,  paragraph 
Q — proposed  addition  to  the  By-Laws: 

“The  Committee  on  Uniform  Fee  Schedule  and 
Advisory  to  Governmental  Agencies  shall  have 
the  duty  of  altering  and  editing  the  fee  sched- 
ule for  governmental  agencies  whenever  changes 
or  alterations  seem  necessary.  This  committee 
shall  also  act  as  an  advisory  committee  to  the 
state  Board  of  Control,  particularly  in  regard 
to  old  age  assistance  and  any  other  govern- 
mental agency  requesting  advice  from  the  Ne- 
braska State  Medical  Association  except  as 
provided  otherwise  in  the  By-Laws.” 

“Mr.  Speaker,  I move  the  adoption  of  Item  10 
of  this  report.” 

The  motion  was  seconded  and  carried. 

Doctor  Teal  then  stated  he  would  like  to  read  a 
resolution  from  the  Board  of  Councilors  and  also  a 
supplemental  report  of  his  committee.  The  follow- 
ing was  the  resolution: 

RESOLVED : The  Board  of  Councilors,  at  the  request  of  the 
President  and  Board  of  Trustees,  recommends  an  additional  as- 
sessment of  $20.00  (Twenty  Dollars)  dues  for  each  member  for 
the  year  1953-54,  thus  raising  the  annual  dues  for  the  year 
1953-54  to  $50.00  (Fifty  Dollars). 

Doctor  Teal  read  the  following  supplementary 
report: 

SUPPLEMENTARY  REPORT  OF 
REFERENCE  COMMITTEE  ON  CONSTITUTION 
AND  BY-LAWS 

“Item  1 — Proposed  change  in  the  By-Laws: 
Chapter  XII,  Section  2,  Paragraph  C,  delete: 

‘The  Committee  on  Credentials  shall  consist 
of  four  delegates  appointed  by  the  President- 
Elect,  no  two  of  whom  shall  be  from  the  same 
component  society.  They  shall  be  appointed  from 
the  delegates  whose  terms  do  not  expire  until 
after  the  next  ensuing  Annual  Session.’; 

“and  substitute  the  following: 

‘The  Committee  on  Credentials  shall  consist 
of  the  Secretary-Treasurer  and  two  delegates 
from  different  component  societies  selected  by 
the  Secretary-Treasurer  at  the  beginning  of 
each  Annual  Session  of  the  Nebraska  State  Med- 
ical Association.’ 

The  chair  ruled  this  amendment  would  lay  on  the 
table  24  hours. 


“Item  2 — Proposed  change  in  the  By-Laws: 
Chapter  II,  Section  '2  — substitute  the  word 
‘fifty’  for  ‘thirty’  in  the  first  line,  thus  making 
paragraph  1 read: 

‘An  assessment  of  Fifty  Dollars  shall  be 
levied  against  each  active  member  of  a com- 
pqnent  society,  which  shall  be  the  annual  dues 
for  membership  in  this  Association.  Dues, 
whenever  paid,  shall  be  for  the  current  calendar 
year.  The  dues  of  an  associate  member  shall 
be  an  amount  to  cover  subscription  to  the 
Journal.’ 

“The  remaining  paragraphs  are  unchanged.” 

The  chair  also  ruled  this  amendment  would  have 
to  lay  over  a day. 

Dr.  E.  E.  Koebbe  read  the  following  report  for 
Reference  Committee  No.  4 — Voluntary  Prepayment: 

REFERENCE  COMMITTEE  NO.  4 

“Your  committee  approves  the  report  of  the 
Committee  on  Prepayment  Medical  Care.  The 
following  additional  recommendation  is  made: 

“Since  the  inauguration  of  our  prepayment 
medical  plan,  inflationary  influences  have  ren- 
dered our  income  limits  of  $1,800  for  a single 
member  and  $2,600  for  a family  unrealistic.  In 
order  to  bring  our  income  limits  in  line  with 
present  economic  conditions,  it  is  proposed  that 
the  income  limits  be  raised  from  $1,800  to 
$2,400  for  single  persons,  and  from  $2,600  to 
$3,200  for  families. 

“Mr.  Speaker,  I move  the  adoption  of  this  part 
of  the  report.” 

The  motion  was  seconded  and  carried. 

“Your  reference  committee  approves  the  rec- 
ommendation of  the  Department  of  Health  for 
care  of  venereal  diseases  in  its  entirety. 

“Mr.  Speaker,  I move  the  adoption  of  this  part 
of  the  report.” 

The  motion  was  seconded  and  carried. 

Dr.  T.  T.  Smith  gave  the  report  of  Reference  Com- 
mittee No.  5 — Planning. 

“Your  committee  has  met  and  approved  a num- 
ber of  the  reports  referred  to  them. 

“No.  1 — Dr.  Offerman’s  letter  of  yesteixiay 
which  was  read  in  regard  to  recommending  an 
ethical  procedure  to  pro  rate  Blue  Shield  bene- 
fits. The  committee  approves  the  report  and 
I so  move  the  adoption  of  Doctor  Offerman’s 
recommendation.” 

The  motion  was  seconded  and  carried. 

“The  committee  also  approved  the  report  of 
Dr.  Lowell  Dunn  regarding  the  improvement  of 
medical  education  in  the  state  of  Nebraska  in 
regard  to  the  University  of  Nebraska  College 
of  Medicine,  and  also  the  report  of  Dr.  F.  G. 
Gillick  of  the  Creighton  University  School  of 
Medicine. 

“Mr.  Speaker,  I move  the  adoption  of  this  re- 
port.” 

The  motion  was  seconded  and  carried. 

“The  committee  approved  the  recommenda- 
tion and  resolution  made  by  Dr.  Miles  E.  Foster 
for  the  Executive  Committee  of  the  Nebraska 
Association  of  Pathologists  concerning  the  Spe- 
cialty Boards. 
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“Mr.  Speakers,  we  move  the  adoption  of  this 
report.” 

The  motion  was  seconded.  Discussion  was  called 
for  by  the  chair  and  Dr.  E.  W.  Hancock  asked  Doc- 
tor Smith  if  he  knew  the  reason  for  the  proposed 
change  against  which  this  resolution  was  directed; 
that  he  was  not  opposed  to  the  resolution  but 
wished  only  to  know  w^hy  it  was  formulated.  Doc- 
tor Smith  replied  that  the  committee  had  checked 
into  the  matter  and  while  they  had  not  been  able 
to  secure  too  much  information,  it  was  the  com- 
mittee’s belief  that  it  w'as  the  desire  of  the  Ne- 
braska group  to  bring  this  matter  to  the  attention 
of  the  A.M.A.  House  of  Delegates,  through  the  Ne- 
braska delegates  to  the  A.M.A.,  and  asked  that  they 
be  instructed  to  vote  against  any  modification  of  the 
qualifications  for  specialty  certification. 

The  question  was  called  for  and  the  motion  car- 
ried. 

“Your  committee  reveiewed  the  report  of  the 
Planning  Committee,  as  printed  in  the  brochure 
sent  to  each  delegate. 

“Mr.  Speaker,  wre  move  the  adoption  of  this 
report.” 

The  motion  w'as  seconded  and  carried. 

Doctor  Smith  stated  he  also  had  a Supplementary 
Report  of  the  Planning  Committee  which  pertained 
to  the  committee’s  recommendation  relative  to  the 
establishment  of  a state  Board  of  Health.  He  asked 
the  wishes  of  the  House  of  Delegates  relative  to  the 
reading  of  the  report  inasmuch  as  it  had  not  been 
printed  or  read  to  the  House  of  Delegates. 

Doctor  Bradley  asked  Doctor  Smith  to  read  the 
supplementary  report,  and  after  its  reading  Doctor 
Smith  stated  that  the  committee  so  moved  the  adop- 
tion of  this  report. 

The  motion  was  seconded  and  carried. 

“Your  committee  has  read  the  report  of  the 
Public  Relations  Committee  as  published  on  page 
47  of  the  brochure  of  the  audit  and  committee 
reports.  We  so  move  the  adoption  of  this  re- 
port.” 

The  motion  was  seconded  and  carried. 

Reference  Committees  Nos.  6 and  7 stated  they 
were  not  yet  ready  wdth  their  reports. 

Doctor  Bradley  called  the  attention  of  the  House 
to  the  bulletin  board  which  was  placed  just  outside 
the  door  of  the  Georgian  Room  on  which  the  time 
and  place  of  meeting  of  all  reference  committees 
and  the  Nominating  Committee  had  been  posted. 

Doctor  Bradley  declared  the  House  adjourned  un- 
til 8 o’clock  tomorrow  morning. 

(Continued  in  August) 


A VISIT  TO  THE  UROLOGIST 

A patient,  disgruntled  by  bladder  neck  contrac- 
ture after  transurethral  resection,  vividly  described 
a visit  to  the  urologist  as  follows:  “He  anaesthetizes 
your  penis  then  sticks  in  a piece  of  gas  pipe.  He 
turns  it  toward  every  point  of  the  compass.  Then 
he  sends  you  home  with  a big  wad  of  bloody  gauze 
in  your  pants  and  you  sit  in  a tub  of  hot  water  for 
two  days  to  relieve  the  pain.” 


Know  Your 
Blue  Shield  Plan 

Nebraska  Blue  Shield  passed  another  milestone 
during  May,  when  membership  in  the  Plan  exceeded 
the  200,000  mark.  As  of  June  1,  membership  to- 
taled 201,841.  Blue  Cross  membership  on  that  date 
was  236,075.  The  net  gain  in  membership  for  each 
Plan  now  averages  about  2,000  per  month. 


The  series  of  nine  Blue  Cross-Blue  Shield  district 
meetings  was  completed  last  month.  A meeting 
was  held  in  Beatrice  on  June  4,  and  the  last  of  the 
series  was  held  June  26,  in  Norfolk.  The  district 
meetings,  scheduled  throughout  the  state  since  the 
first  of  the  year,  were  held  to  enable  hospital  ad- 
ministrators and  physicians  to  confer  with  repre- 
sentatives of  the  Blue  Cross  and  Blue  Shield  Boards 
of  Directors  and  administrative  staff,  and  to  discuss 
matters  of  mutual  interest. 


As  a result  of  the  special  offering  of  Individual 
Enrollment  during  April,  2,775  Nebraskans  joined 
Blue  Cross-Blue  Shield  as  Individual  members.  Or- 
dinarily this  type  of  membership  is  available  only 
to  persons  under  age  65  who  are  not  eligible  for 
Group  membership.  During  April  and  October,  any- 
one under  65  years  of  age,  regardless  of  employ- 
ment status,  may  apply  for  Individual  membership. 
Physicians  over  the  state,  who  were  notified  of  the 
April  campaign,  were  instrumental  in  the  success 
of  the  enrollment  effort.  Many  of  the  new  enrollees 
mentioned  that  their  doctors  had  recommended  that 
they  enroll  during  the  April  campaign. 


In  an  address  given  recently  by  Dr.  John  W. 
Cline,  past  president  of  the  American  Medical  As- 
sociation, he  stated  that  patients  who  are  Blue  Cross- 
Blue  Shield  members  enjoy  a feeling  of  security 
which  comes  from  the  knowledge  that  they  are  pro- 
tected against  the  major  cost  of  illness.  He  said, 
however,  that  many  people  still  do  not  understand 
the  real  purpose  of  these  Plans  and  do  not  realize 
that  they  must  pay  for  what  they  get.  Some  peo- 
ple are  inclined  to  abuse  the  coverage  provided  by 
the  Plans,  because  they  do  not  “recognize  that  if 
usage  increases  beyond  expectation,  and  if  the  cost 
of  operating  the  Plans  increases  because  of  the  in- 
flationary spiral,  the  public  must  bear  that  cost 
in  increased  rates.”  This  misunderstanding,  he  said, 
can  be  corrected  only  by  education.  “The  medical 
profession,”  he  stated,  “always  has  recognized  that 
the  individual  physician  has  a dual  responsibility — 
to  render  the  best  medical  care  he  can  give,  and  to 
treat  his  patient  fairly  in  every  respect.  It  seems 
obvious  that  the  doctor  must  realize  that  methods 
of  budgeting  the  cost  of  medical  care  are  a vital 
necessity.” 


BLUE  SHIELD  INCOME  LIMITS  RAISED 
A raise  in  income  limits  for  Blue  Shield  service 
benefits,  under  consideration  for  the  past  three 
years,  was  unanimously  approved  by  the  House  of 
Delegates  of  the  Nebraska  State  Medical  Associa- 
tion at  the  annual  session.  May  13.  The  increase 
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was  recommended  by  the  Prepayment  Medical  Care 
Committee. 

Stating  that  “inflationary  influences  had  rendered 
the  present  income  limits  unrealistic,”  the  Commit- 
tee proposed  that  Blue  Shield  seiwice  benefits  be 
brought  into  line  with  present  economic  conditions, 
and  recommended  that  income  limits  be  raised  from 
$1,800  to  $2,400  (annually)  for  single  members,  and 
from  $2,600  to  $3,200  (annually)  for  a family. 

The  Committee  strongly  urged  that  Nebraska 
Blue  Shield  participating  physicians  amend  their 
agreement  at  the  new,  higher  classification  for  Blue 
Shield  members. 


MEDICAL  EDUCATION  IN  NEBRASKA 

President  Harold  Morgan  expressed  his 
ideas  and  hopes  concerning  medical  educa- 
tion in  Nebraska,  in  his  editorial  in  the  June 
issue  of  The  Journal.  At  his  installation  he 
sought  to  implement  these  ideas.  The  fol- 
lowing is  quoted  from  his  remarks  on  that 
occasion : 

“As  the  second  official  act,  I am  asking 
Dr.  Steenburg,  because  of  his  broad  interest 
in  medical  education  and  his  knowledge  of 
the  problems  facing  our  two  medical  schools 
in  this  state,  to  become  the  chairman  of  a 
new  and  special  committee  to  be  known  as 
the  Committee  on  Medical  Education.  This 
committee  will  serve  is  a liaison  committee 
between  the  Association  and  the  medical 
schools  . . .” 

In  the  light  of  the  interest  shown  by  the 
Association  and  its  officers  in  this  most  im- 
portant subject,  it  seemed  appropriate  to 
publish  the  following  report  which  was  made 
to  the  House  of  Delegates  by  Doctors  Dunn 
and  Gillick. 

EEPORT  ON  MEDICAL  EDUCATION 
IN  NEBRASKA 

Gentlemen: 

This  is  the  first  report  in  recent  years  and  de- 
velopes  from  the  resolution  on  medical  education 
passed  at  the  last  annual  meeting.  I am  reporting 
for  the  University  of  Nebraska  College  of  Medicine 
and  have  asked  Dean  Frederick  G.  Gillick  to  report 
for  Creighton  University. 

The  brevity  of  the . report  makes  it  necessary  to 
omit  the  many  names  of  those  who  have  helped  but 
the  list  includes  members  from  the  Nebraska  State 
Medical  Association,  the  University  of  Nebraska, 
the  College  of  Medicine,  Board  of  Control,  state 
departments,  community  organizations,  and  private 
citizens  of  the  state.  This  widespread  interest  and 
help  is  fundamental  to  progress  and  is  a recognition 
of  the  major  importance  of  medical  education  in 
the  lives  of  the  citizens  of  the  State  of  Nebraska. 

The  College  of  Medicine  budget  was  increased 
from  about  $950,000  to  $1,500,000  during  the  year 
July  1951  to  July  1952,  and  for  the  coming  year 
this  will  be  increased  about  $75,000  more.  During 
the  coming  budget  year  some  funds  will  be  received 


from  LB  115  (the  statute  providing  for  county  pay- 
ment up  to  $4.00  daily  for  patients  at  the  University 
Hospital  authorized  by  the  county  commissioners). 
This  is  estimated  at  about  $100,000.  One  whole  floor 
of  the  University  Hospital  was  out  of  use  most  of 
the  year  for  installation  of  a new  obstetrical  and  in- 
fant care  unit.  The  obstetric  unit  is  now  completed. 

Construction  plans  are  essentially  completed  for 
the  Psychiatric  Unit  to  cost,  with  equipment,  $1,500,- 
000.  This  is  being  financed  by  $500,000  each  from 
the  Board  of  Control,  University  of  Nebraska,  and 
the  Hospital  Advisory  Council  (Hill-Burton).  Con- 
struction should  start  within  the  next  two  months. 
This  will  provide  an  intensive  treatment  program 
for  the  Board  of  Control  operated  by  the  College  of 
Medicine,  will  include  a small  unit  for  children,  and 
a small  unit  for  the  study  of  geriatric  and  metabolic 
problems.  The  unit  will  be  at  the  west  upper  end 
of  the  College  of  Medicine  property  and  will  be 
closely  integrated  with  the  other  departments  of  the 
College  of  Medicine. 

Plans  are  being  completed  for  two  buildings  con- 
nected to  the  present  University  Hospital.  One 
building  estimated  at  $2,200,000  will  provide  new 
space  for  surgeiy,  clinical  pathology,  radiology, 
kitchen,  and  dietetics.  There  will  be  new  classrooms, 
conference  rooms,  departmental  offices  and  space 
for  clinical  research.  This  building  will  liberate 
space  in  present  buildings  to  pei-mit  increasing  the 
bed  capacity  about  70  beds.  It  will  permit  moving 
the  present  dispensary  from  the  South  Building  to 
vacated  space  so  that  it  will  be  closely  integrated 
with  the  hospital,  laboratories,  and  central  admis- 
sion. The  other  building  will  include  probably  100 
beds,  space  for  library  and  an  activities  section 
where  students,  faculty,  nurses,  and  postgraduate 
students  may  gather  for  conferences,  lectures,  and 
relaxation.  An  auditorium  sufficient  to  seat  the 
entire  student  body  has  been  needed  for  a long 
time  and  this  will  be  included.  The  library  will  be 
designed  to  catch  up  on  its  present  overcrowding 
and  peiTnit  a ten  year  expansion.  The  detailed  plan- 
ning of  this  building  has  not  proceeded  far  enough 
to  permit  an  accurate  estimate  but  $1,800,000  is  the 
present  estimate. 

The  above  enlargements  will  require  nurse 
dormitories.  There  are  various  details  on  buildings 
and  grounds  which  have  been  neglected  for  years. 
A tunnel  will  be  required  to  connect  the  University 
Hospital  unit  to  the  Psychiatric  Unit  and  the  Chil- 
dren’s Memorial  Hospital. 

The  plan  is  to  request  the  State  Legislature  to 
nrovide  these  capital  funds  and  the  present  estimate 
is  $5,000,000. 

The  cost  of  operating  these  new  structures  will  not 
be  reflected  in  the  1953-55  biennium  since  construc- 
tion will  take  several  years.  However  the  next  bien- 
niel  budget  will  have  to  be  increased  because  of  the 
addition  of  full  and  part  time  clinical  teachers,  im- 
provements in  the  operation  of  the  dispensary,  and 
improvements  in  the  medical  care  program  at  the 
University  Hospital.  Facilities  for  postgraduate 
studies  are  to  be  made  more  available  and  it  is 
considered  an  obligation  of  the  College  of  Medicine 
to  do  developmental  work  on  new  techniques  in 
surgery,  treatment,  and  diagnosis,  so  as  to  make 
their  use  more  widespread  in  the  state. 

The  success  of  this  program  requires  the  continued 
counsel  and  support  of  the  Nebraska  State  Medical 
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Association.  The  present  program  will  correct  some 
of  the  defects  that  have  accumulated  over  several 
decades  and  is  a recognition  of  the  progress  that 
has  been  made  in  medical  care  during  the  past 
25  years. 

F.  LOWELL  DUNN.  M.D., 
Coordinating  Chairman  on  Medical 
Education  for  the  Nebraska  State 
Medical  Association  and  College  of 
Medicine  Alumni  Association. 


REPORT  TO  THE  HOUSE  OF  DELEGATES 
REGARDING  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

The  Creighton  University  School  of  Medicine 
wishes  to  take  this  opportunity  to  thank  the  Ne- 
braska State  Medical  Association  for  its  firm  stand 
in  upholding  the  traditions  of  ethical  medicine,  for 
its  staunch  support  of  private  enterprise,  for  its 
help  towards  keeping  as  well  as  raising  the  stand- 
ards of  undergraduate  and  graduate  medical  educa- 
tion. The  Creighton  University  School  of  Medicine 
appreciates  the  opportunity  afforded  by  the  Nebras- 
ka State  Medical  Association  to  assist  in  its  func- 
tions as  well  as  to  participate  in  its  deliberations. 

The  Creighton  University  School  of  Medicine 
wishes  to  call  to  your  attention  that  approximately 
one  year  ago  it  underwent  a survey  by  the  Council 
on  Medical  Education  and  Hospitals  of  the  American 
Medical  Association.  The  school  of  medicine,  I am 
happy  to  report,  is  an  approved  school  of  medicine. 
From  this  suiwey  as  well  as  other  studies  it  is  im- 
portant to  call  to  your  attention  that  we  are  in  need 
of  more  funds  and  personnel  in  order  to  improve 
our  medical  education.  Many  improvements  have 
been  made,  many  more  need  to  be  made. 

The  Creighton  University  School  of  Medicine, 
since  it  is  not  a state  tax  supported  institution,  de- 
pends upon  tuition,  contributions  and  university 
funds  as  its  means  of  support.  With  an  increase  in 
taxation  and  with  inflation  we  have  had  our  finan- 
cial difficulties,  but  will  continue  to  resist  govern- 
mental control.  It  is  indeed  gratifying  to  know  of 
the  efforts  of  the  American  Medical  Education  Fund 
as  well  as  to  be  a recipient  of  their  splendid  efforts. 
We  congratulate  the  Nebraska  State  Medical  Asso- 
ciation for  its  part  in  contributing  to  the  success  of 
this  fund. 

In  order  to  assist  ourselves  in  overcoming  our 
financial  problems  and  in  order  not  to  be  swallowed 
up  by  state  or  federal  bureaucracy  the  administra- 
tors of  Creighton  University  called  together  their 
alumni  and  each  was  asked  personally  to  enter  a 
program  to  help  his  medical  school. 

The  plan  conceived  was  one  whereby  the  alumni 
would  contribute  a certain  sum  to  the  School  of 
Medicine  annually  over  a period  of  five  years.  This 
money  was  earmarked  exclusively  for  the  School 
of  Medicine  and  a trust  fund  agreement  was  drawn 
up  to  determine  the  disposition  of  said  monies.  Ac- 
cording to  the  terms  of  the  trast  fund  ninety  percent 
of  the  contributions  were  to  remain  in  perpetum  in 
trust,  either  for  endowment  or  for  a new  building. 
The  other  ten  percent  and  the  income  from  the 
money  invested  could  be  used  for  operational  ex- 
penditures. 

So  far  940  of  the  1,800  medical  alumni  have  en- 
tered the  program.  The  interns  and  the  younger 
men  who  are  in  residency  or  who  are  just  beginning 
to  build  up  a private  practice  represent  the  remain- 


der of  the  alumni  who  have  not  entered  the  program 
so  far.  These  men  will  be  contacted  and  will  enter 
the  program  and  start  their  five  year  contributing 
program  when  they  are  in  a position  to  do  so. 

Since  spring  of  1946,  the  940  medical  alumni  who 
have  entered  the  development  program  have  pledged 
$1,078,350.  Even  though  a good  number  are  begin- 
ning their  five  year  plan  this  year,  we  have  already 
$561,186  in  cash.  The  average  contribution  over  the 
five  year  period  is  $1,148.  This  average  has  been 
maintained  over  the  years  because  we  have  been  for- 
tunate to  have  over  400  of  the  940  men  enter  the  de- 
velopment program  at  a figure  between  $1,000  and 
$5,000  over  the  five  years. 

At  the  present  time  a number  of  the  medical 
alumni  who  entered  the  plan  in  the  beginning  are 
finishing  their  five  year  contributing  period.  Under 
the  leadership  of  Dr.  L.  D.  McGuire  an  attempt  is 
being  made  to  have  these  men  continue  on  con- 
tributing by  having  them  send  their  contributions  to 
the  American  Medical  Education  Foundation  while 
earmarking  their  contribution  for  Creighton  Uni- 
versity. 

This  report,  in  brief,  gentlemen  of  the  House  of 
Delegates,  expresses  the  desire  of  the  Creighton 
University  School  of  Medicine  to  meet  its  financial 
problems  by  active  work  among  its  alumni  and  to 
look  towards  you  of  the  Nebraska  State  Medical 
Association,  as  well  as  to  the  American  Medical 
Association,  for  your  counsel  and  assistance  in  the 
procurement  of  the  necessary  funds  to  increase  the 
effectiveness  of  medical  education  here  in  Nebraska, 
as  well  as  in  the  nation. 

FREDERICK  G.  GILLICK.  M.D. 


STATE  DENTAL  ASSOCIATION  SENDS 
GREETINGS 

It  has  become  a tradition  that  greetings 
are  exchanged  from  year  to  year  by  the  Ne- 
braska State  Dental  and  Medical  Associa- 
tions. Since  they  were  meeting  at  the  same 
time  this  year  and  in  different  cities,  this 
exchange  was  by  letter.  It  was  President 
Morgan’s  pleasure,  therefore,  to  read  the 
following  letter  from  Dr.  Meritt  C.  Pedersen : 
MY  DEAR  DOCTOR  MORGAN: 

It  is  with  a feeling  of  pride  that  it  is  my 
privilege  on  behalf  of  the  Nebraska  State  Dental 
Association  to  extend  our  greetings  and  best  wishes 
to  the  Nebraska  State  Medical  Association  for  a suc- 
cessful medical  convention  in  Lincoln. 

I regret  that  the  dental  convention  in  Omaha 
should  be  in  session  at  the  same  hours  as  your  medi- 
cal convention  convenes  in  Lincoln,  because  this 
prevents  delivery  of  my  greeting  in  person. 

The  dental  profession  is  happy  to  enjoy  a fine 
relationship  with  the  medical  profession  in  Nebraska, 
and  we  appreciate  your  coopei’ation  and  helpfulness 
in  problems  that  are  both  medical  and  dental. 

No  doubt  all  of  you  appreciate  the  fact  that  you 
are  busy  in  your  medical  pi'actice,  but  sometimes  you 
niay  ponder  your  real  value  in  the  community.  Some 
who  left  for  the  seiwice  during  the  war  realize  the 
real  respect  that  patients  have  foi'  you  in  the  con- 
fidence, admiration  and  high  esteem  that  was  ex- 
pressed for  their  doctors. 
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Sometimes  I wonder  if  physicians  and  dentists 
are  too  occupied  with  their  busy  practices.  By  that, 
I mean,  are  we  developing  the  “personal  relations” 
that  the  medical  and  dental  profession  should  stimu- 
late and  promote  to  have  continued  friendly  lay- 
man confidence? 

With  the  threat  of  socialized  medicine  around 
the  corner,  physicians  and  dentists  should  continu- 
ally remind  themselves  that  loyal,  confident,  satis- 
fied, happy  patients  will  not  demand  a change  in 
physician  and  dentist  relationships.  Physicians  and 
dentists  can  be  too  self  satisfied  with  themselves 
in  their  public  relationships,  and  I urge  all  of  us 
to  place  our  houses  in  oi'der,  practice  the  Golden 
Rule,  and  treat  our  patients  as  real  live  people. 

It  may  pay  well,  in  good  will,  eventually,  for  all 
of  us  to  mention  the  disadvantages  of  socialized 
medicine  and  dentistiy  to  our  patients  whenever  the 
occasion  lends  itself  favorably. 

As  the  military  emergency  progresses,  we  could 
surmise  that  twenty  million  men  and  women  could 
be  receiving  medical  and  dental  attention  in  10  or 
15  years  from  now,  or  35  percent  of  our  earning  or 
productive  population.  This  will  mean  continued 
high  taxes  to  support  this  program,  and  will  require 
real  diligence  on  the  part  of  the  physicians  and 
dentists  to  overcome  the  tendency  and  inclination  to 
urge  socialism. 

In  conclusion,  with  kind  personal  regards  and 
best  wishes  for  the  future,  I am 

Sincerely  yours, 

DR  MERRITT  C.  PEDERSEN. 


NEBRASKA  STATE  HEALTH 
DEPARTMENT 

INSTITUTE  ON  THE  IMPROVEMENT  OF 
NURSING  ADMINISTRATION 
An  institute  on  the  Improvement  of  Nurs- 
ing Service  Administration,  sponsored  by  the 
Administrative  Section  of  the  Nebraska 
State  Nurse  Association  and  the  State  Health 
Department,  was  held  in  Grand  Island  on 
' May  28  and  29.  The  over-all  highlight  of 
the  institute  was  a change  in  the  philosophy 
of  who  is  responsible  for  patient  care.  It 
was  brought  out  that  in  the  past  the  nursing 
service  had  shouldered  the  responsibility, 
but  that  present  trends  are  that  the  admin- 
istrator, the  medical  staff,  and  the  nursing 
staff  work  together  for  a co-ordinated  patient 
care  plan.  Various  phases  of  patient-cen- 
tered care  were  presented. 

Outstanding  speakers  included  Martha 
O’Malley,  M.D.,  the  Indiana  State  Board  of 
Health,  and  Margaret  Schafer,  U.  S.  Public 
Health  Service,  Washington,  D.  C. 

PRACTICAL  NURSES’  MEETING 
Seventy-three  practical  nurses  met  in  the 
second  annual  session  of  the  Practical  Nurse 
Association  of  Nebraska  in  Lincoln,  June  2. 
The  theme  of  their  convention  was  “The 


Practical  Nurse  Is  Essential  in  Community 
Service.’’  The  morning  session  was  devoted 
to  a workshop  on  “What  Makes  An  Organi- 
zation Work.’’ 

The  noon  speaker  was  Mrs.  Mary  Archerd 
and  her  topic  was  “Counseling  in  the  Mod- 
ern Day.’’ 

Dr.  Otto  Hoiberg  discussed  “The  Role  of 
the  Practical  Nurse  as  a Member  of  Her 
Community’’  at  the  evening  banquet. 


HEALTH  WORKSHOPS 

Nebraska  administrators  and  teachers 
have  cooperated  in  several  Health  Workshops 
sponsored  by  the  faculties  of  the  colleges, 
the  Department  of  Public  Instruction,  the 
State  Department  of  Health,  and  the  Omaha- 
Douglas  County  Health  Department.  Fol- 
lowing are  the  dates  and  centers  where  the 
workshops  were  held: 

June  2-7 — Omaha  University. 

June  23-27 — Hastings  College. 

July  7-August  8 — Midland  College. 

July  21-August  8 — State  Teachers  College,  Chad- 
ron. 

July  26- August  9 — State  Teachers  College, 
Wayne. 

July  24-August  9 — Wesleyan  University. 

Summer  courses  in  Health  Education  were 
offered  at  Peru  and  Kearney  State  Teachers 
Colleges. 

We  were  very  fortunate  to  have  Dr.  Oliver 
E.  Byrd,  M.D.,  and  Professor  of  Education, 
Leland  Stanford  University,  California,  as 
Guest  Director  of  the  workshop  at  Omaha 
University. 


Human  Interest  Tales 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal.  1315  Sharp  Bldg*..  Lincoln. 

Dr.  R.  E.  Johnson,  Wausa,  underwent  surgery  in 
Sioux  City,  Iowa,  in  May. 

Dr.  Robert  Grant,  Lincoln,  is  a new  member  of 
the  American  Board  of  Pediatrics. 

Dr.  James  Bradley,  Omaha,  has  been  named  Ex- 
alted Ruler  of  his  Elks  Club  lodge. 

Dr.  Jason  B.  Roche,  Sidney,  attended  the  Cook 
County  postgraduate  courses  in  May. 

Dr.  Kenneth  Dalton,  Genoa,  has  moved  into  his 
newly  remodeled  and  expanded  offices. 

Dr.  Edwin  Lyman,  Omaha,  spoke  on  May  7 to 
members  of  Extension  Clubs  in  Waterloo. 

Dr.  and  Mrs.  B.  H.  Grimm,  Sidney,  were  hosts  to 
members  of  the  Tri-County  Medical  Society,  May 
20. 

Dr.  H.  D.  Clarke,  Seward,  addressed  the  local 
Woman’s  Club,  May  28,  on  the  topic  “Rheumatic 
Fever.” 
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in  OMAHA,  NEBRASKA 

stay  at  Hotel 

^ciscton 

In  the  heart  of  downtown 
Omaha,  Hotel  Paxton 
typifies  the  spirit  of  this 
progressive  city  . . . 
continually  improving 
service  for  discriminating 
guests,  accentuating 
charm,  individuality 

and  livahility  in  all  guests  rooms,  extending  traditionally 
famous  courtesy  to  travelers  since  1882,  Hotel  Paxton 
at  14th  and  Farnam  is  your  choice  for  good  living. 


Visit  the  * PAX  ROOM  • TAVERN  GRILL 
• MURAL  LOUNGE  * COFFEE  SHOP 


Affiliated 

NATIONAL  HOTELS 

ALABAMA 

HOTEL  ADMIRAL  SBMMES Mobile 

HOTEL  THOMAS  JEFFERSON 

Birmingham 

DISTRICT  OF  COLUMBIA 


HOTEL  WASHINGTON Washington 

INDIANA 

HOTEL  (’IjAYPOOL  Indianapolis 

LOUISIANA 

JUNG  HOTEL  New  Orleans 

HOTEL  DESOTO  New  Orleans 

NEBRASKA 

HOTEL  PAXTON  Omaha 

NEW  MEXICO 

HOTEL  CLOVIS  Clovis 

SOUTH  CAROLINA 

HOTEL  WADE  HAMPTON Columbia 

TEXAS 

HOTEL  STEPHEN  F.  AUSTIN Austin 

HOTEL  EDSON  Beaumont 

HOTEL  BROWNWOOD  Brownwood 

HOTEL  BAKER  Dallas 

HOTEL  TRAVIS  Dallas 

HOTEL  CORTEZ  El  Paso 

HOTEL  BUCCANEER  Galveston 

HOTEL  GALVEZ  Galveston 

HOTEL  .TEAN  LAFITTE Galveston 

CORONADO  COURTS  Galveston 

MIRAMAR  COURT  Galveston 

HOTEL  CAVALIER  Galveston 

HOTEL  PLAZA  Loredo 

HOTEL  LUBBOCK  Lubbock 

HOTEL  FALLS  Marlin 

HOTEL  CACTUS  San  Angelo 

HOTEL  MENGER  San  Antonio 

ANGELES  COURTS  San  Antonio 

VIRGINIA 

HOTEL  MOUNTAIN  LAKE..Mountain  Lake 
HOTEL  MONTICELLO ^...Norfolk 
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YEARS  TREATING  ALCOHOL 

AND  DRUG  ADDICTION 


In  1897  Doctor  B.  B.  Ralph  developed  methods  of  treating  alcohol  and  narcotic 
addiction  that,  by  the  standards  of  the  time,  were  conspicuous  for  success. 

Twenty-five  years  ago  experience  had  bettered  the  methods.  Today  with  the 
advantages  of  collateral  medicine,  treatment  is  markedly  further  improved. 

The  Ralph  Sanitarium  provides  personalized  care  in  a quiet,  homelike  at- 
mosphere. Dietetics,  hydrotherapy  and  massage  speed  physical  and  emotional 
re-education.  Co-operation  with  referring  physicians.  Write  or  phone. 


R A L P H 

SANITARIUM 

Established  1897 

539  HIGHLAND  AVE.,  KANSAS  CITY  6,  MO.,  VICTOR  3634 

Ralph  Emerson  Duncan,  M.D.,  Director 
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ACCIDENT  - HOSPITAL  - SICKNESS 


For  Physicians,  Surgeons,  Dentists  Exclusively 


HOSPITAL  BENEFITS 


days  in 


Laboratory  Fees  in  Hospital 

Operating  Room  in  Hospital 

Anesthetic  in  Hospital 

X-Ray  in  Hospital 

Medicines  in  Hospital 

Ambulance  to  or  from  Hospital- 


Adult  

Child  to  age  19_ 


) per  day 

10.00  per  day 

15.00  per  day 

Quadruple 
20.00  per  day 

) per  day 

10.00  per  day 

15.00  per  day 

20.00  per  day 

5.00 

10.00 

15.00 

20.00 

10.00 

20.00 

30.00 

40.00 

10.00 

20.00 

30.00 

40.00 

10.00 

20.00 

30.00 

40.00 

10.00 

20.00 

30.00 

40.00 

10.00 

20.00 

30.00 

40.00 

S (Quarterly) 

2.50  5.00 

7.50 

10.00 

1.50 

3.00 

4.50 

6.00 

$5,000  accidental  death  Quarterly  $8.00 

$25  weekly  indemnity,  accident  and  sickness 

j $15,000  accidental  death  Quarterly  $24.00 

' $75  weekly  indemnity,  accident  and  sickness 

$10,000  accidental  death  Quarterly  $16.00 

$50  weekly  indemnity,  accident  and  sickness 

► 

1 $20,000  accidental  death  Quarterly  $32.00 

$100  weekly  indemnity,  accident  and  sickness 

COST  HAS  NEVER  EXCEEDED  AMOUNTS  SHOWN 


$4,000,000.00  PHYSICIANS  CASUALTY  ASSOCIATION 

INVESTED  ASSETS  PHYSICIANS  HEALTH  ASSOCIATION 
400  First  Natl.  Bank  Bldg.  ’management 

$200,000.00  deposited  with  State  of  Nebraska  for  protection  of  our  members 


$18,700,000.00 
PAID  FOR  CLAIMS 

Omaha  2,  Nebraska 


CLASSIFIED  AD 

OFFICE  SPACE  — Available  June  1st. 
Dental  or  physician;  1229  First  National  Bank 
Building,  Omaha.  Phone  Jackson  0888.  Write 
c/o  Box  101,  Nebraska  State  Medical  Journal, 
1315  Sharp  Building,  Lincoln  8. 


HUMAN  INTEREST  TALES 
(Continued  from  page  240) 

Dr.  C.  W.  Hickey,  Bennington,  was  honored  June 
15  by  his  community  for  many  years  of  faithful 
medical  service. 

Dr.  and  Mrs.  R.  S.  Wycoff,  Lexington,  visited  a 
seriously  ill  relative  in  Morris,  Minnesota,  during 
the  middle  of  May. 

Dr.  M.  B.  Francis,  Bellevue,  has  been  appointed 
the  medical  representative  on  the  Sarby  County 
Mental  Health  Board. 

Dr.  J.  A.  Henske,  Omaha,  announces  the  removal 
of  his  office  from  1614  Medical  Arts  Building  to 
1312  North  40th  Street. 

Condolances  of  The  Journal  go  to  Dr.  W.  W.  Ar- 
rasmith.  Alliance,  on  the  death  of  his  mother,  Mrs. 
Della  Arrasmith,  May  30. 

Dr.  H.  D.  Clarke,  Seward,  addressed  the  local  Ro- 
tary Club  in  early  May  on  arthritis.  Dr.  Clarke  is  a 
past  president  of  the  club. 

Dr.  John  H'arger,  St.  Edward,  visited  his  children 
in  Ohio  and  New  York  after  attending  the  Annual 
Session  of  the  A.M.A.  in  Chicago. 


Dr.  E.  R.  Core,  Kimball,  was  a guest  speaker  at 
the  Western  District  meeting  of  the  Nebraska  Hos- 
pital Association  in  Kimball,  May  20. 

Dr.  L.  N.  Kunkel,  Weeping  Water,  spoke  to  mem- 
bers of  the  local  PTA,  May  26,  on  the  need  for  a 
sound  health  program  in  their  schools. 

Dr.  and  Mrs.  W.  C.  Kenner,  Nebraska  City,  seiwed 
as  hosts  to  members  and  wives  of  the  Otoe  and  Ne- 
maha county  medical  societies.  May  28. 

Dr.  Oliver  Nickum,  Omaha,  has  been  named  a 
correspondent  of  the  Medical  Commission  of  the  In- 
ternational Amateur  Boxing  Association. 

Dr.  Rodney  A.  Sitorius,  University  of  Nebraska 
College  of  Medicine  graduate,  has  announced  he  will 
open  an  office  in  Cozad  sometime  in  early  July. 

Dr.  O.  A.  Kostal,  Hastings,  reviewed  the  progress 
of  Mary  Fanning  Hospital  at  the  annual  banquet. 
May  27.  Dr.  Kostal  is  the  hospital’s  Chief  of  Staff. 

Condolances  of  The  Journal  go  to  Dr.  M.  B.  Fran- 
cis, Bellevue,  on  the  death  of  his  father.  Dr.  Harry 
W.  Francis,  who  practiced  at  Bancroft  for  more 
than  50  years. 

Dr.  R.  L.  Thomas,  Lincoln,  spoke  to  members  of 
the  East-Central  Optometric  Society  of  Nebraska  in 
Lincoln,  May  13,  on  the  association  of  heart  dis- 
ease and  the  eyes. 

Dr.  W.  Harold  Civin,  University  of  Nebraska  Col- 
lege of  Medicine  graduate,  visited  relatives  in  Oma- 
ha in  May.  Dr.  Civin  is  on  the  staff  of  the  Queen’s 
Hospital,  Honolulu,  T.  H. 

Drs.  F.  Lowell  Dunn,  J.  F.  Gardiner,  Harry  H. 
McCarthy  and  F.  L.  Simonds,  all  of  Omaha,  present- 
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ed  the  scientific  program  for  the  4th  councilor  dis- 
trict meeting  in  Norfolk,  June  5. 

Dr.  Harold  S.  Morgan,  association  President,  Dr. 
Roy  Whitham  and  Dr.  0.  V.  Calhoun,  all  of  Lincoln, 
were  guest  speakers  at  a meeting  of  the  8th  coun- 
cilor district  in  Bassett,  May  25. 

Dr.  Paul  Bancroft  and  Dr.  L.  E.  Thomas  of  Lin- 
coln, spoke  at  a meeting  of  the  seventh  councilor 
district,  April  17  in  Hebron.  Twenty-three  physi- 
cians and  their  wives  were  present. 

Dr.  A.  E.  Mailliard,  Osmond,  attended  the  gradu- 
ation ceremonies  in  Omaha  of  their  daughter,  Joan, 
fi'om  Duschene  College  and  their  son,  James,  from 
the  University  of  Creighton  School  of  Medicine  in 
June. 

Dr.  Chester  Farrell  and  family  of  Omaha,  have 
returned  from  a trip  which  included  stops  at  Jamai- 
ca, Haiti,  the  Dominican  Republic,  Puerto  Rico  and 
Atlantic  City  where  Dr.  Farrell  attended  a medical 
meeting. 

Three  Omaha  physicians,  Drs.  James  Bradley, 
John  Brush  and  A.  J.  Offerman,  presented  a panel 
discussion  on  “Socialized  Medicine”  at  a meeting  of 
the  Women’s  Division  of  the  Omaha  Chamber  of 
Commerce,  May  21. 

Dr.  Clarence  R.  Brott,  Beatrice,  was  moderator 
for  a panel  discussion,  “Our  Three-Way  Partner- 
ship,” at  the  district  Blue  Cross-Blue  Shield  meet- 
ing in  Beatrice  June  4.  Panel  speakers  were  Drs.  W. 
W.  Waddell  and  E.  L.  Penner,  of  Beatrice,  and  Dr. 
J.  C.  Nelson,  Wymore. 

Dr.  Frank  J.  Mnuk,  Omaha,  is  the  new  President- 


elect of  the  Nebraska  Chapter  of  the  American 
Academy  of  General  Practice.  He  succeeds  Dr.  John 
Brown,  Lincoln,  who  has  been  installed  as  Presi- 
dent. Dr.  Harvey  Runty,  Dewitt,  is  the  retiring 
President.  Dr.  John  Gilligan,  Nebraska  City,  is  the 
new  Vice-President. 

Dr.  Herbert  Davis,  Omaha,  has  been  elected  Presi- 
dent of  the  newly  revived  Nebraska  chapter  of  the 
American  College  of  Surgeons.  Other  officers  elect- 
ed are  Drs.  Donald  Kingsley,  Hastings,  Vice-Presi- 
dent; Richard  E.  Garlinghouse,  Lincoln,  Secretary- 
Treasurer;  and  three  councelors,  Drs.  D.  B.  Steen- 
burg,  Aurora;  Horace  Munger,  Lincoln;  and  Harry 
McCarthy,  Omaha. 

Doctor  J.  Marshall  Neely  addressed  the  Adams 
County  IMedical  Society  at  Quincy,  111.  on  May  5th. 
His  subject  was  “An  Analysis  of  Sella  Turcica 
Changes  Occuring  as  a Result  of  Various  Intra- 
cranial Lesions.”  On  May  15th  he  spoke  to  the  Ne- 
braska Trudeau  Society  at  the  Rome  Hotel,  Oma- 
ha, on  “The  Evaluation  of  Chest  Lesions  Easily 
Confused  with  Tuberculosis.” 


Lawyers  have  their  troubles,  too.  Judge  “A”  re- 
lates the  following  episode.  The  difficult  witness 
had  been  twice  asked  to  repeat  a conversation.  Each 
time  he  began  the  recital  of  an  opinion  by  saying, 
“I  think  . . .”  Each  time  he  was  stopped  and  cau- 
tioned. The  third  time  started  as  a repetition.  The 
lawyer  stopped  him  again  and  said:  “I  do  not  want 
you  to  ‘think,’  I just  want  you  to  repeat  that  con- 
versation.” The  witness  answered:  “I  ain’t  no  law- 
yer; I can’t  talk  without  thinking.” 


You  can  enhance  the  value  of  your  own  .Jouinal  hj'  i)atronizinf>-  Us  advertisers 


new  convenience 

in  broad-spectrum  therapy 


suited  to  effective,  well  tolerated  therapy  among 

patients  preferring  tablets  to  other  oral  forms. 
Supplied:  250  mg.  tablets , bottles  of  16  and  100; 

100  mg.  and  50  mg.  tablets ^ bottles  of  25  and  100. 


zerj 


ANTIBIOTIC  DIVISION,  C H A S.  PFIZER  & CO.,  INC. 

Brooklyn  6,N.Y. 


The  Nebraska  State 
Medical  ^ Journal 

ESTABLISHED  1916  BY  THE  NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Vol.  37  Norfolk,  Nebraska,  August,  1952  No.  8 


EDITORIAL 

MEDICINE’S  BULWARKS  AGAINST 
SOCIALISM 

The  threat  of  socialized  medicine  is  not 
dead.  The  American  physician  has  only 
eaiTied  a breathing  spell  during  which  he  can, 
and  should,  tighten  his  defenses.  He  should 
become  familiar  with  all  the  political  didos 
to  which  the  socialist  minded  schemers  in 
our  country  will  resort  in  order  to  get,  by  in- 
direct and  hidden  means,  what  frontal  at- 
tack has  failed  to  yield.  One  example  of 
this  is  H.R.  7,800  which  would  have  pemiit- 
ted  Oscar  Ewing  to  make  regulations  affect- 
ing patient  care.  Such  regulations,  one  may 
well  assume,  would  not  have  followed  the 
ideals  of  the  medical  profession. 

The  World  jMedical  Association  has  report- 
ed that  the  International  Labor  Organization 
would  hold  a conference  in  Geneva  during 
June  of  this  year,  in  the  course  of  which 
there  would  be  discussion  of  a plan  to  bring 
medical  care  under  social  security.  This  plan 
envisages  inclusion  of  twenty  per  cent  of  the 
population,  fifty  per  cent  of  all  employees, 
or  fifty  per  cent  of  all  residents  under  this 
coverage.  It  would  include  general  practi- 
tioner care;  specialist  care  both  in  and  out 
of  hospitals;  essential  pharmaceutical  sup- 
plies; and,  hospitalization  when  necessary. 
There  would  be  also  provisions  for  maternity 
care  — prenatal,  confinement  and  postnatal. 
Not  a single  member  of  the  committee  which 
will  consider  this  matter  is  a physician. 
When  completed,  the  plan  will  be  sent  to 
all  member  countries,  of  which  the  United 
States  is  one,  for  ratification.  Ratification 
would  give  it  the  effect  of  law.  What  finer 
wedge  for  socialized  medicine  could  be  de- 
vised ? Ratification  by  our  government  must 
be  prevented.  This  is  another  example  of 
fringe  legislation  in  an  attempt  to  sneak  in 
socialized  medicine. 


There  are  two  things  which  each  of  us 
should  do  in  order  to  further  fortify  our- 
selves against  all  such  conspiracy.  One  of 
these  is  to  promote  with  all  our  zeal,  the  con- 
tinued rapid  growth  of  voluntary  insurance 
plans.  The  Board  of  Trustees  of  the  Ameri- 
can Medical  Association,  in  its  report  to  the 
House  of  Delegates  at  the  recent  session  in 
Chicago,  stated  “We  believe  that  our  great- 
est efforts  should  now  be  directed  to  the  ex- 
tension of  the  principles  of  voluntary  prepay- 
ment of  medical  costs  . . . This  coverage  needs 
to  be  extended  further  both  as  to  quantity 
and  quality  . . .” 

Doctor  John  W.  Cline,  in  his  address  to  the 
House  of  Delegates  on  June  9th,  made  the 
following  statement:  “Plans  for  protection 

against  the  costs  of  illness  have  grown  and 
improved  during  the  past  year.  More  than 
85  million  Americans  now  have  Blue  Cross  or 
other  hospital  coverage,  65  million  have  sur- 
gical and  28  million  medical  and  surgical  pro- 
tection.” Later,  in  the  same  connection,  he 
said:  “Opinion  is  almost  unanimous  that  a 

strong  and  successful  insurance  program  is 
our  greatest  bulwark  against  socialization  of 
medicine.” 

Criticism  by  physicians  and  lack  of  their 
whole  hearted  support  of  these  programs 
constitute  serious  obstacles  to  the  complete 
success  of  the  voluntary  insurance  programs. 
We  should  support  them  to  the  limit. 

Another  fortification  against  socialism  in 
medicine  is  that  we  keep  complete  control  of 
medical  education.  Again,  a quotation  from 
the  report  of  the  Board  of  Trustees  indicates 
the  necessity  for  this  position : “W e believe 
that  the  intrusion  of  the  Federal  government 
into  the  field  of  education  carries  with  it 
grave  dangers.  We  doubt  if  it  is  possible  to 
write  an  Act,  subsidizing  a school  system 
hedged  about  so  effectively  with  safeguards 
that  these  cannot  be  eventually  broken  or 
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evaded  by  an  astute  administrator.  We  be- 
lieve that  the  possibilities  of  obtaining  suffi- 
cient financial  support  for  medical  schools 
from  state,  local  and  private  sources  has  not 
been  exhausted.  We  further  believe  that  the 
development  of  this  aid  is  one  of  the  greatest 
and  most  important  responsibilities  of  the  in- 
dividual doctor  and  of  organized  medicine  to- 
day.” 

Some  of  our  best  physicians  have  been 
heard  to  say  that  they  do  not  feel  they  owe 
anything  to  organized  medicine.  This  atti- 
tude is  sometimes  manifested  in  their  non- 
participation in  county  society,  staff  and 
other  collective  medical  activities.  They  are 
quite  willing  to  use  all  the  facilities  provided, 
to  enjoy  the  freedoms  worked  for  assiduous- 
ly by  their  brother  practitioners,  and  to  ac- 
cept the  gift  of  medical  education  received 
at  the  price  of  a small  down  payment  on  the 
actual  cost,  but  are  unwilling  to  spend  either 
energy  or  dollars  to  help  preserve  and 
strengthen  these  privileges  for  themselves 
and  their  posterity. 

This  should  not  be  so.  One  should  not  be 
able  to  accuse  any  physician  of  maintaining 
this  anomalous  position. 


PERRY  TOLLMAN,  OUR  NEW  DEAN 

Doctor  J.  Perry  Tollman  is  the  new  Dean 
of  the  University  of  Nebraska  College  of 
Medicine.  The  medical  profession  of  the 
State  bid  him  welcome  and  wish  him  the 
fullest  success  in  his  new  role. 

Doctor  Tollman  is  well  known  to  Nebraska 
doctors.  He  was  born  in  Nebraska,  edu- 
cated at  our  University  and  a graduate  of 
Nebraska’s  College  of  Medicine.  It  is  only 
recently  that  he  has  been  on  leave  while  com- 
pleting a tour  of  duty  with  the  Air  Force  as 
a Lieutenant  Colonel  in  charge  of  laboratories 
at  Fort  Scott,  Illinois. 

The  Dean  is  fundamentally  a pathologist, 
a diplomate  of  the  American  Board  of  Path- 
ology. He  belongs  to  a number  of  medical 
societies  and  honorary  fraternities.  Before 
1948  he  was  Assistant  Professor,  then  Pro- 
fessor of  Clinical  Pathology,  and  Director  of 
the  School  of  Medical  Technology.  Since 
1948  he  has  been  Professor  of  Pathology  in 
charge  of  the  department. 

Perry  Tollman  comes  to  the  deanship  with 
a broad  background  as  related  to  medical 
teaching  and  the  conduct  of  a medical  school. 


He  is  old  enough  to  have  accumulated  wis- 
dom as  compared  to  mere  knowledge ; to  have 
learned  the  capriciousness  of  the  profession- 
al men  with  whom  he  will  work ; but,  to  have 
acquired  the  ability  to  hold  to  the  course 
that  is  best  for  the  school  when  the  going 
gets  rough.  On  the  other  hand.  Doctor  Toll- 
man is  still  young  enough  to  change  with  the 
times,  to  accept  newer  concepts  of  medical 
teaching,  to  revise  when  revision  is  needed. 
At  forty-seven  there  should  be  no  fixation 
of  ideas. 

The  Nebraska  State  Medical  Association 
has  been  aroused  from  its  lethargy  in  regard 
to  its  medical  school.  The  Nebraska  College 
of  Medicine  merits  greater  attention  from 
all  our  citizens  than  it  has  had  in  the  past, 
and  this  is  particularly  true  of  the  doctor 
citizens.  They  should  be  sensitive  to  every 
need,  every  failure  and  every  success  of 
their  school,  and  from  recent  appearances 
they  will  be  ready  to  lend  every  assistance 
within  their  power.  Doctor  Tollman  may  ex- 
pect their  fullest  cooperation.  We  wish  him 
well. 


PREPAYMENT  PLANS  AND  HEALTH 
CARE 

(Guest  Editorial) 

The  growth  and  development  of  the  pre- 
payment health  care  plans  has  been  a mod- 
ern miracle  in  the  field  of  insurance.  The 
plans  were  rapidly  organized  and  put  into 
operation  to  meet  an  emergency  and  an  emer- 
gency state  has  continued  as  far  as  the  plans 
are  concerned.  We  think  that  we  have 
gained  a breathing  spell  in  the  battle  against 
Compulsory  Health  Insurance,  but,  only  a 
breathing  spell.  The  forces  fighting  for 
Compulsory  Health  Insurance  or  State  Social- 
ized Medicine  are  as  militant  as  ever,  as  evi- 
denced by  the  many  quotations  for  Compul- 
sory Health  Insurance  appearing  weekly  in 
the  press  of  the  nation. 

This  is  no  time  for  complacency  on  the 
part  of  those  who  are  opposed  to  socialism  in 
the  health  care  field.  The  “breathing  spell” 
should  be  used  by  the  proponents  of  the  Vol- 
untary Health  Insurance  plans  to  put  the 
plans  on  a real  sound  business  basis.  The 
plans  have  gained  tremendous  public  accept- 
ance as  evidenced  by  the  eighty-five  million 
covered  by  the  hospital  plans  and  the  sixty- 
five  million  covered  by  the  surgical  care 
plans,  the  public  has  expressed  its  desire  for 
(Continued  on  page  250) 


The  Treatment  of  Trochanteric  Fractures  of  the  Hip 
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This  article,  brief  and  to  the  point,  calls  attention  chiefly 
to  the  increased  comfort,  decreased  mortality,  shortened 
hospital  stay  and  economic  advantage  which  accrues  to 
the  patient  who  has  a trochanteric  fracture,  when  treated 
by  internal  fixation  in  contrast  to  the  "conservative" 
methods. 

EDITOR 


The  basis  for  this  paper  is  a review  of  all 
the  cases  of  trochanteric  fractures  of  the 
hip  treated  in  St.  Elizabeth’s  Hospital  dur- 
ing the  year  of  1951.  It’s  purpose  is  to  re- 
view the  problems  arising  in  this  particular 
type  of  fracture  and  to  call  attention  to  the 
therapeutic  possibilities  in  management.  A 
review  of  the  literature  indicates  that  there 
is  a definite  trend  toward  internal  fixation  of 
these  fractures.  A recent  report  covering 
several  hundred  cases  indicates  that  a hospi- 
tal mortality  rate  in  the  neighborhood  of  at 
least  25%  is  to  anticipated  if  these  frac- 


Figrure  1-A.  A-P  view  of  rierht  hip  showing  intertrochan- 
ternc  fracture  with  what  appears  to  be  very  minimal  dis- 
placement. 


Figure  1-B.  Lateral  view  of  the  right  hip  shows  extent  of 
fracture,  with  rotational  displacement. 


tures  are  treated  by  bed  rest  with  trac- 
tion^‘*)(i).  Considerable  difference  of  opinion 
has  been  expressed  as  to  the  desirability  of 
surgical  treatment  of  these  cases  and  it  was 
with  the  thought  of  clarifying  the  factors 
involved  that  this  study  was  undertaken. 

A total  of  24  cases  were  treated  during 
the  year  of  1951.  (See  Chart  1 and  2.)  The 
patients  were  of  the  older  age  group  ranging 
from  64  to  89  years.  Five  cases  were  be- 
tween 60  and  70,  eight  cases  between  70  and 
80,  and  eleven  cases  were  between  80  and  90. 
For  purposes  of  study  the  entire  group  was 
divided  into  firstly,  those  treated  by  bed 
rest  with  traction  or  sand  bags  or  by  simple 
bed  rest,  and  secondly,  those  treated  by  in- 
ternal fixation  after  reduction.  Two  patients 
in  each  group  died  in  the  hospital,  making  a 
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mortality  of  40%  in  the  conservatively 
treated  and  10.5%  in  the  surgically  treated 
patients.  Eliminating  the  patients  who  died 
in  the  hospital  the  average  number  of  hospi- 
tal days  for  the  group  treated  conservatively 
was  100.3.  The  average  hospital  stay  of  the 
seventeen  patients  who  survived  surgical 
fixation  was  26.8  days. 

Review  of  table  No.  1 highlights  the  eco- 
nomical advantage  of  treating  these  patients 
by  internal  fixation.  The  more  rapid  turn- 
over of  patients  by  this  method  makes  for 
better  utilization  of  hospital  bed  capacity 
and  lessens  the  nursing  problem. 


TABLE  1 

Cases  Treated 
Without  Opera- 


tive Fixation 

Total  number  of  cases 5 

Died  in  the  hospital 2 or  40% 

Average  hospital  days  100.3 

Average  cost  of  hospitalization 

$13.20  diem  $1,323.9G 


Cases  Treated 
with  Operative 
Fixation 

19 

2 or  10.5% 
26.8 

$204.40 


It  has  been  demonstrated  that  elderly  pa- 
tients tolerate  these  procedures  well  if  they 
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Figure  1-C.  Fracture  after  fixation  with  blade  plate.  Note 
apparent  increased  density  of  the  head  and  neck  which  sug- 
gests some  circulatory  impairment. 


Figure  2-A.  A-P  view  of  comminuted  fracture  of  right  hip 
with  marked  fragmentation. 


are  properly  managed.  Internal  fixation  was 
carried  out  from  1 to  21  days  after  admis- 
sion to  the  hospital,  with  an  average  of  5.4 
days.  Thirteen  of  the  19  cases  had  internal 
fixation  within  the  first  5 day  period.  In  this 
entire  series,  there  were  no  surgical  deaths 
and  it  is  not  felt  that  the  two  surgically 
treated  patients  who  expired  in  the  hospital 
were  materially  influenced  by  the  operative 
procedure.  These  2 patients  died  on  the  9th 
and  17th  hospital  days  respectively  and 
there  were  complicating  factors  in  both  in- 
stances. 

CONCLUSIONS 

1.  Trochanteric  fractures  of  the  femur 
occur  in  an  older  age  group  which  is  subject 
to  numerous  complicating  factors.  Review 
of  the  literature  and  this  study  indicate  that 
a minimal  mortality  rate  of  25  to  30%  is  to 
be  expected  if  these  patients  are  treated 
conservatively. 
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2.  Internal  fixation  of  these  fractures  has 
been  found  to  be  much  safer  and  more  ef- 
fective than  treatment  by  non-operative 
methods.  Under  good  management  mortality 
has  been  reduced  to  the  neighborhood  of 
15%  and  the  peiaod  of  hospitalization  short- 
ened at  least  50%. 

3.  Early  surgical  fixation  is  desirable, 
though  it  should  be  deferred  until  primary 
shock  has  been  controlled.  Fixation  tends  to 
lessen  discomfort  and  secondary  shock  and 
permits  early  changes  in  the  position  of  the 
patient. 
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Figure  2-B.  Appearance  following  open  reduction  and  blade- 
plate  fixation. 


Figure  2-C.  Another  case  of  trochanteric  fracture  which 
had  been  treated  by  blade  plate  type  of  fixation.  Union  us- 
ually occurs  within  two  to  three  months  in  these  cases  and  it 
is  rarely  necessary  to  remove  the  blade  plate. 


EXCERPT  FROM  CONGRESSIONAL  RECORD 

(Remarks  by  Senator  James  E.  Murray  during  de- 
bate on  S.  337 — Federal  Aid  to  Medical  Education, 
in  the  Senate,  October  3-4,  1951). 

“I  am  glad  that  the  AMA  is  urging  members  every 
week  to  individually  contribute  a hundred  dollars 
a year  to  the  support  of  our  medical  schools.  But 
I am  sorry  to  note  that  during  the  first  24  weeks  of 
that  campaign  less  than  three  one-hundredths  of  1 
percent  of  the  country’s  physicians  was  in  suffi- 
cient agreement  with  the  AMA’s  position  to  make 
such  an  individual  contribution.  No,  gentlemen,  that 
figure  is  not  an  error.  For  over  6 months  the  AMA 
appealed  to  its  members  to  help  solve  the  critical 
needs  of  our  medical  schools  the  AMA  way.  It 
asked  them  to  do  so  each  week  during  that  period. 
On  August  4,  1951,  the  Jounial  of  the  AMA  listed 
the  names  of  the  doctors  who  had  complied.  They 
amounted  not  to  50  per  cent  of  our  doctors,  gentle- 
men; not  to  5 percent;  not  to  3 percent;  not  even 
1 percent  of  the  physicians  in  this  country  com- 
plied. When  you  add  up  the  list  of  those  who  did, 
you  will  find  that  it  represents  approximately 
point  003;  three  one-hundredths  of  1 percent  of  the 
doctors  of  America  agree  with  the  AMA’s  leadership 
as  to  how  that  which  the  AMA  itself  calls  ‘A  Chal- 
lenge to  the  Medical  Profession’  should  be  met.” 


Advancement  in  the  Surgical  Treatment  of  the  Disabled  Hip 
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This  is  a discussion  of  advances  in  the  treatment  of  the 
painful  degenerated  hip  resulting  from  any  one  of  many 
causes.  It  traces  the  improving  prognosis  through  the 
older  abduction,  internal  rotation  with  spica  cast,  the 
methods  of  internal  fixation,  reconstruction  operations  and 
osteotomies  to  the  more  modern  and  successful  use  of 
prosthetic  appliances  of  plastic  and/or  metal. 

-EDITOR. 

This  paper  will  be  limited  to  a discussion  of 
treatment  of  the  degenerated  hip  in  the  adult, 
though  some  of  these  methods  are  adaptable 
to  younger  age  groups  under  certain  circum- 
stances. 

A degenerated,  painful  hip  may  be  the  re- 
sult of  malum  coxae  senilis ; previous 
trauma ; congenital  abnormalities  or  residuals 
of  coxa  plana  and  epiphysiolysis ; aseptic 
necrosis  and  ununited  fractures  of  the  neck 
of  the  femur;  changes  secondary  to  infec- 
tion; and  other  less  common  causes.  These 
conditions  have  long  been  a challenge  and 
problem  in  the  field  of  orthopaedic  surgery. 
Certainly,  until  a relatively  recent  number 
of  years  treatment  of  intrarticular  fractures 
of  the  femoral  neck,  with  the  exception  of  a 
few  impacted  and  abducted  varieties,  offered 
a very  questionable  prognosis  and  generally 
condemned  one  to  a life  of  invalidism.  This 
situation  was  somewhat  improved  upon  by 
the  use  of  the  abduction  and  internal  rotation 
position  in  conjunction  with  a spica  plaster 
cast.  The  results  from  this  method  of  treat- 
ment however,  were  still  very  poor. 

Today,  there  has  been  a complete  change 
of  attitude  from  that  of  a few  years  ago.  This 
change  has  resulted  from  the  introduction  of 
the  Smith-Peterson  nail  and  similar  safe 
methods  of  internal  fixation  to  hold  the  frac- 
ture fragments.  This  has  been  accomplished 
through  the  development  of  metals  which  are 
inert  in  the  body  tissues.  Though  this  has 
been  one  of  the  most  outstanding  contribu- 
tions to  fracture  work,  unsatisfactory  results 
still  occur  in  fifteen  to  twenty  per  cent  of 
these  cases,  due  to  either  non-union  or  slow 
degenerative  changes  which  take  place  over 
a two  or  three  year  period  following  injury. 
(Figure  I).  Though  this  is  more  generally 
true  of  the  older  age  group,  it  may  also  occur 
in  young  individals.  The  method  of  closed  re- 
duction and  extra-articular  nailing,  avoiding 
added  stress  or  embarrassment  of  the  cir- 
culation of  the  joint  proper  is  now  almost 


universally  used.  This  method  has  greatly  im- 
proved the  prognosis  of  healing  of  these 
fractures  and  has  permitted  early  mobiliza- 
tion. This  in  itself  has  been  a very  important 
consideration. 

The  group  of  late  degenerative  changes 
after  union,  however,  has  not  been  greatly 
altered.  Methods  utilizing  bone  grafts  to  aid 
circulatory  return  and  creeping  substitution 
of  the  involved  head  of  the  femur,  have  like- 
wise not  added  much  to  the  final  picture.  It 


Figure  I.  Aspetic  necrosis  of  the  head  of  the  femur  three 
years  following  fracture  of  the  neck.  In  this  case  there  was 
excellent  position  and  bony  union  of  the  neck  fracture  but 
degenerative  changes  followed.  The  nail  has  been  removed. 

is  a well-known  fact  that  other  severe  trauma 
to  the  hip  joint,  such  as  a dislocation,  is  gen- 
erally followed  by  progressive  degeneration, 
and  such  methods  as  the  implantation  of 
muscles  with  the  purpose  of  increasing  vas- 
cularity to  the  head  of  the  femur  have 
proved  to  be  of  little  value.  (Figure  2). 

Surgical  ankylosis  of  the  hip  has  been  long 
considered  an  ultimate  procedure  in  these 
conditions.  Older  people,  however,  do  not 
tolerate  well  the  extended  bed-ridden  period 
and  the  outcome  is  still  somewhat  uncertain. 
This  is  evidenced  by  the  great  number  of 
methods  of  arthrodesis  of  that  joint.  This  is 
a difficult  region  in  which  to  obtain  union, 
due  to  the  strain  and  the  long  lever  arm  of 
the  femur.  This  is  true  especially,  in  an  old 
arthritic  joint.  Articular  surfaces  are  corn- 
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posed  of  eburnated  bone,  which  will  not  grow 
together  well.  Usually  a combined  intra-  and 
extra-articular  method  is  necessary  and  is 
quite  a severe  procedure  for  older  individuals. 
In  addition  to  all  this,  the  stiff  hip,  though 
painless,  is  very  disabling  and  cumbersome 
to  older  people.  In  any  age  group,  such  a pro- 
cedure places  additional  stress  upon  the  low 


Figure  II.  Malum  coxae  senilis  with  advanced  changes.  A 
muscle  implant  and  an  obturator  neurectomy  had  been  done 
elsewhere  three  years  ago.  The  patient  had  been  on  crutches 
since.  There  are  progressive  degenerative  changes,  pain,  and 
motion  limited  to  a few  degrees  of  flexion.  This  patient  has 
since  had  a Thomson  type  prosthesis  with  relief  of  pain  and 
excellent  motion. 

back  and  often  the  spine  and  the  opposite  hip 
may  become  involved  in  the  same  degenera- 
tive process,  making  such  a procedure  in- 
advisable. 

In  certain  infectious  conditions  of  the  hip, 
such  as  that  caused  by  tuberculosis,  one  may 
have  little  choice.  In  general,  however,  the 
ideal  aims  of  treatment  in  disabling  condi- 
tions involving  the  hip  joint,  are  to  obtain 
a pain-free,  stable  joint  with  motion,  and  the 
operative  procedure  involved  must  not  be 
one  which  is  mutilating  and  shocking  or  in- 
volves a long  period  of  immobilization. 

Now  let  us  consider  the  procedures  besides 
fusion,  that  have  been  utilized.  In  the  first 
place,  various  osteotomies  of  the  proximal 
portion  of  the  femur  have  been  used,  both  to 


give  additional  stability  and  to  give  relief  of 
pain  in  congenital  dislocations  and  degenera- 
tive arthritis  of  the  hip.  They  have  been 
used  also  in  the  attempt  to  bring  about  union 
of  ununited  fractures  of  the  femoral  neck 
mainly  by  altering  the  shearing  stress. 

Osteotomies  do  not  improve  the  pathology 
of  the  articular  surface  of  the  joint;  they 
do  not  completely  relieve  discomfort,  and 
they  do  not  increase  motion.  Usually  they  do 
not  preserve  the  head  of  the  bone  from  fur- 
ther degenerative  changes.  In  addition  to 
this,  these  procedures  usually  required  vary- 
ing periods  of  immoblization,  though  internal 
fixation  in  the  form  of  a blade  plate  has  been 
of  help  from  this  viewpoint.  The  older 
osteotomies  were  originally  designed  for  ir- 
reducible congenital  dislocations  of  the  hip. 
In  many  of  these  the  shaft  was  braced  to- 


Figure  III.  This  is  a iow  Schanz  type  of  osteotomy  in  the 
case  of  an  old  congenital  dislocated  hip. 

ward  the  ischium  and  beneath  the  acetabu- 
lum instead  of  into  it.  (Figure  III).  How- 
ever, they  have  been  adapted  to  the  problem 
of  osteoarthritis  and  ununited  fractures  of 
the  neck  of  the  femur.  The  McMurrey  oste- 
otomy has  been  the  most  generally  used  in 
this  country  for  ununited  fractures  of  the 
femoral  neck.  (Figure  IV  top).  The  goose 
neck  position  of  the  appliance  devised  by  Dr. 
Blaunt  has  eliminated  post-operative  fixa- 
tion. (Figure  IV  bottom). 

Another  surgical  approach  is  neurectomy 
for  the  relief  of  pain,  but  again  there  is  no 
alteration  of  the  primary  degenerative 
pathology  in  the  joint.  In  fact  this  might 
even  be  accentuated,  due  to  the  possibility 
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of  neurotrophic  changes.  The  two  chief  sen- 
sory components  which  are  surgically  feasi- 
ble to  section  are,  (1)  the  anterior  innerva- 
tion of  the  capsule  from  a branch  of  the 
obturator  nerve,  and  (2),  the  posterior  which 
is  supplied  mainly  by  a branch  from  the 
nerve  to  the  quadratus  femorus.  Either  or 
both  of  these  components  may  be  sectioned. 


Figure  IV  top.  This  is  a high  osteotomy  of  the  McMurrey 
introchanteric  type  for  non-union  of  fracture  of  the  neck  of  the 
femur  with  a viable  head.  The  distal  portion  is  displaced  medial- 
ly beneath  the  head  to  correct  the  shearing  stress. 

Figure  IV  bottom.  Similar  osteotomy,  slightly  lower,  utiliza- 
ting  a Blaunt  goose-neck  blade  plate.  This  corrects  the  shearing 
force  and  internal  fixation  eliminates  the  necessity  of  a plaster 
cast. 

depending  upon  the  type  of  pain,  after  care- 
ful study  and  local  diagnostic  block.  A com- 
plete capsulectomy  will  serve  the  same  pur- 
pose but  is,  of  course,  more  radical  and 
usually  is  reserved  for  more  extensive  pro- 
cedures involving  the  hip. 

There  have  been  a number  of  so-called  re- 
construction operations  following  non-union 
of  fractures  of  the  neck  of  the  femur.  In  the 
presence  of  a non-viable  head  where  the 
neck  is  fairly  well  preserved,  the  Whitman 
and  similar  operations  have  been  used.  (Fig- 
ure V.  bottom).  In  this  procedure  the  tro- 
chanter, with  its  attachments,  is  advanced 
and  placed  distally  on  the  shaft  and  the  head 
of  the  bone  is  removed.  The  remaining  por- 
tion of  the  neck  of  the  femur  is  then  re- 
placed in  the  acetabulum.  The  Colonna  pro- 


cedure is  similar  but  the  trochanter,  in  this 
instance,  is  placed  in  the  acetabulum  after  re- 
moval of  the  head  of  the  femur. 

In  those  cases  where  there  is  a non-union 
of  the  neck  of  the  femur  with  sufficient  re- 
sorption to  prelude  a satisfactory  bone  graft 
operation,  such  procedures  as  the  Brackett 
and  Luck  types  are  used.  In  the  Brackett  op- 
ex’ation  either  the  trochanter  or  the  remain- 
ing portion  of  the  neck  of  the  femur  is  de- 
nuded to  raw  bone  and  this  is  placed  into  and 
fixed  to  the  excavated  head  of  the  femur. 
The  Luck  procedure  is  one  in  which  a wedge 
of  bone  is  removed  and  the  shaft  is  reat- 
tached dii'ectly  into  the  head  of  the  femur, 
after  which  the  trochanteric  muscles  are 
reattached.  (Figure  V top).  Modifications  of 
all  these  procedures  have  been  devised,  utiliz- 
ing the  Vitallium  mold  arthroplasty.  In  all 
these  reconstructions,  however,  there  is 
shortening  and  loss  of  abduction  leverage 
with  strain  on  the  low  back  and  often  the 
limited  motion  is  painful. 

The  most  recent  and  satisfactory  advances 
have  been  the  results  of  arthroplasty.  As  the 


Figure  V top.  The  upper  figure  is  a Luck  reconstruction. 
This  is  used  in  cases  with  fractures  of  the  neck  of  the  femur 
with  a viable  head.  Wedge  osteotomy  is  done  as  illustrated, 
with  fresh  raw  bony  surfaces  proximated  beneath  the  head 
and  the  trochanteric  attachments  transplanted  distally.  In 
both  of  these  procedures  there  is  shortening  and  loss  of  the 
abductor  fulcrum  of  the  normal  neck. 

Figure  V bottom.  A Whitman  reconstruction  of  the  hip 
which  has  been  used  following  non-union  of  fractures  of  the 
neck  of  the  femur  with  a non-viable  head.  The  head  of  the 
bone  is  removed,  the  trochanter  displaced  distally  and  the 
proximal  portion  of  the  neck  placed  into  the  acetabulum. 
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hip  is  a ball  and  socket  joint  it  does  not  de- 
pend so  much  upon  the  ligamentous  function 
for  support  and  stability  as  do  the  other 
joints;  therefore,  it  is  most  suitable  for  an 
arthroplasty.  Originally,  a Campbell  type 
procedure  was  done  in  which  the  head  of  the 
femur  and  acetabulum  were  remodeled  to 
conform  as  nearly  as  possible  to  their  normal 
contour,  and  fascia  from  the  leg  was  adapted 
over  the  remodeled  head  of  the  bone.  In  gen- 
eral, these  hips  continued  to  show  progres- 
sive sclerosis  and  degenerative  changes  with 
gradual  loss  of  function  as  evidenced  by 
pain,  muscle  spasm,  and  gradually  restricted 
motion.  Dr.  Smith-Petersen  introduced  the 


Figure  VI.  Vitallium  cup  arthroplasty  showing  the  metal 
cup  placed  over  the  degenerative  head  of  the  femur  which  has 
been  reconstructed  to  fit  loosely  in  the  cup  with  the  degenera- 
tive sclerotic  bone  removed.  Likewise  the  acetabulum  has  been 
reamed. 

Vitallium  cup  arthroplasty  which  definitely 
decreased  the  absorption  and  wearing  of  the 
head  and  neck  of  the  femur,  and  pain,  motion, 
and  stability  were  much  improved.  (Figure 
VI) . However,  with  progressive  proliferative 
changes  about  the  acetabular  margin,  the 
range  of  motion  at  times  tends  to  become 
restricted  and  painful.  Until  the  present 
time  this  method  has  offered  the  best 
chance  for  a stable  and  relatively  painless 
joint  with  motion.  The  results  usually  have 
not  been  satisfactory  in  cases  of  rheumatoid 
or  Marie-Strumpell  arthritis. 

Although  the  cup  arthroplasty  works  well 
in  many  instances  in  younger  individuals  it 
has  shortcomings  in  the  field  of  complica- 
tions following  fractures  of  the  neck  of  the 
femur.  Its  usefullness  is  limited  where  there 
has  been  non-union  of  the  fractured  head  of 
the  femur  or  resorption  of  the  head  or  neck. 


Figure  VII.  The  J.  E.  M.  Thomson  replacement  prosthesis 
used  here  for  non-union  of  fracture  of  the  neck  of  the  femur. 
This  is  a Vitallium  model.  There  is  a normal  range  of  motion 
with  freedom  from  pain  and  good  hip  stability  which  progresses 
with  use  and  muscular  development. 

This  stimulated  investigation  as  to  the 
feasibility  of  a prosthetic  replacement  in 
the  hip,  and  though  there  have  been  a few 
isolated  instances  in  which  this  has  been 
tried,  the  results  were  not  satisfactory  as  the 
prosthesis  was  cumbersome,  the  principals 
incorrect,  or  the  technique  inadequate.  In 
1947,  however,  a type  of  prosthetic  hip  re- 
placement that  has  had  practical  value  was 
developed  by  a French  surgeon.  Dr.  Judet  of 
Paris. 


Figure  VIII.  Forty-five-year-old  white  male  with  severe  de- 
generative changes  of  the  hip  following  trauma.  This  is  five 
weeks  following  surgery  in  which  the  Lincoln  Orthopaedic 
Clinic  prosthesis  was  used.  The  involved  hip  is  on  the  right. 
This  shows  some  weakness  of  the  hip.  but  already  the  Trendelen- 
burg has  reversed,  and  the  patient  was  working  eight  hours  a 
day  without  support  of  any  kind. 
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Since  1948  there  has  been  developed  in  two 
or  three  centers  in  this  country  a type  of 
prosthetic  appliance  and  a procedure  which 
have  proved  to  be  practical  and  useful  on  a 
clinical  basis.  A prosthetic  replacement 
based  on  principles  which  are  both  clinically 
and  physiologically  sound  and  which  has  the 
additional  advantage  of  relative  technical 
simplicity  has  been  developed  here  by  the 
Lincoln  Orthopaedic  Clinic  under  the  guid- 
ance of  Dr.  J.  E.  M.  Thomson.  The  first 
models  were  plastic  with  metal  reinforce- 
ments, but  the  later  adaptions  were  of  an  all 
metal  variation.  During  the  past  three  years 
this  appliance  has  been  used  by  us  in  over 
75  cases.  The  surgical  technique  likewise  has 
been  improved.  (Figure  VII). 

This  prosthesis  was  originally  developed 
for  the  problem  of  both  the  ununited  fracture 
and  the  fresh  fracture  of  the  neck  of  the 
femur  in  the  aged.  The  procedure  is  one 
which  can  be  undertaken  without  risk  in  the 
older  age  groups.  In  fact,  the  first  operations 
performed  were  on  very  elderly  people  who 
were  bed-ridden  with  pain  and  whose  situa- 
tions in  general  were  quite  desperate.  The 
majority  of  these  people  were  in  the  upper 
age  group;  five  of  our  cases  have  been  in 
the  nineties,  and  a great  many  in  the  eighties. 
One  patient,  ninety-four  years  of  age,  was 
ambulatory,  living  alone,  and  carrying  for 
her  own  home  five  months  after  her  surgery. 
Some  of  the  older  individuals  with  poor 
musculature  may  have  some  gluteal  weakness 
and  rely  upon  a cane  for  ambulation  of  any 
distance.  Younger  individuals  with  better  de- 
veloped musculature  may  be  ambulatory,  en- 
tirely without  support,  at  a very  early  period. 
For  example,  one  patient  forty-five  years  of 
age  had  returned  to  occupational  duties  with- 
in five  weeks  following  his  surgery.  He  used 
no  support  whatsoever  and  had  reversed  his 
positive  Trendelenburg.  (Figure  VIII).  There 
is,  of  course,  some  muscular  weakness  which 
progi’essively  improves,  but  even  in  those 
older  individuals,  who  may  always  have 
residual  weakness,  the  results  are  quite 
dramatic  in  that  they  are  ambulatory  with 
or  without  some  support  and  have  excellent 
range  of  motion  with  freedom  from  pain. 
The  time  of  ambulation  varies  with  the 
patient.  Those  who  were  once  physically 
active  usually  walk  without  support  in  three 
or  four  months.  Certainly  this  gives  great 
hope  to  many  an  individual  doomed  to  the 
life  of  an  invalid  whose  activities  are  limited 
by  lack  of  motion  and  instability  and  who 


are  haunted  by  pain.  I do  wish  to  emphasize 
however,  that  these  cases  must  be  selected 
with  care  as  such  a procedure  could  fall  into 
disrepute  if  carelessly  and  improperly  used. 
In  our  own  experience  the  results  have  been 
beneficial  in  every  case  in  which  our 
prosthesis  has  been  used  and,  we  believe,  su- 
perior to  any  other  known  method. 


PREPAYMENT  PLANS  AND  HEALTH  CARE 
(Continued  from  page  242) 
the  “prepayment”  in  health  care  in  an  un- 
mistakable manner. 

Increased  utilization  and  costs  are  to  be 
expected  and  the  public  should  be  made 
aware  of  these  two  important  factors  in  “pre- 
payment,” by  modern  and  up  to  date  public 
relations  and  information  programs.  The 
public  should  be  more  ware  of  the  effective- 
ness of  modern  hospital  and  medical  care. 
The  public  should  be  “sold”  on  the  idea  of 
budgeting  an  increasing  amount  of  the  in- 
come dollar  for  health  care. 

The  Blue  Shield  plan  is  a good  buy  in  the 
field  of  health  insurance.  It  is  an  economical 
way  to  budget  health  care  costs.  In  a chang- 
ing economy,  appropriate  changes  must  be 
made  in  the  plan  to  meet  the  changes  de- 
manded by  the  times. 

The  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  prudently  recom- 
mended that  the  income  limits  for  Service 
benefits  be  raised  to  realistic  levels.  The 
Board  of  Directors  of  the  Blue  Shield  plan 
have  accepted  the  recommendations  of  the 
House  of  Delegates  and  the  Board  of  Direc- 
tors sincerely  hope  for  the  full  co-operation 
and  support  of  the  Medical  profession  in  this 
very  constructive  change  in  our  Service  con- 
tract. The  support  and  co-operation  of  the 
Medical  profession  in  Nebraska  has  been  out- 
standing to  date  in  the  growth  and  develop- 
ment of  the  Blue  Shield  Plan. 

If  Blue  Shield  is  to  fulfill  its  destiny,  con- 
tinual work  and  sacrifice  as  well  as  support 
and  co-operation  should  be  forthcoming  from 
Doctors  of  Nebraska.  The  Board  of  Direc- 
tors of  the  plan  has  full  confidence  that  the 
Doctors  of  Nebraska  will  continue  to  sup- 
port the  plan  by  signing  the  Amended  Par- 
ticipating Physicians  Agreement.  High  per- 
centage of  participation  in  the  plan  will  guar- 
antee the  plan  a strong  and  solvent  position 
in  any  turn  of  the  financial  cycle  and  will 
assure  continued  seiwice  of  a high  degree  to 
that  most  important  group  of  people  — our 
subscribers.  Arthur  j.  offerman. 


Bacterial  Sensitivity  Tests  with  Special  Reference  to  Urinary 
Tract  Infections  — A Study  of  120  Patients* 

LEROY  WILLIAM  LEE,  M.D. 

Department  of  Urological  Surgery,  University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 


The  treatment  of  urinary  tract  infections  by  "rule  of 
thumb"  has  consisted  of  using  penicillin  in  those  due  to 
gram-positive  cocci,  and  streptomycin  or  dihydro- 
streptomycin where  the  infecting  agent  is  a gram-negative 
rod.  In  120  cases  the  author  states  he  has  selected  the 
antibiotic  or  chemotherapeutic  substance  on  the  basis  of 
the  sensitivity  of  the  organism  to  the  various  agents. 
The  results  obtained  by  this  method  are  said  to  greatly 
enhance  the  management  of  these  infections. 

—EDITOR. 

Specificity  of  action  against  the  pathogen 
and  a lack  of  toxic  action  on  the  host  is  the 
ultimate  dream  of  man  in  the  treatment  of 
urinary,  as  well  as  other,  infections  to  which 
humankind  is  subject.  Paul  Ehrlich stated 
that  the  goal  of  chemotherapy  is  to  treat 
diseases  “by  magic  bullets  which  strike  only 
those  objects  for  whose  destimction  they 
have  been  produced.”  These  “magic  bullets” 
had  their  beginning  with  the  discovery  of 
sulfanilamide  by  Domagk  1935^2^  and  have 
come  along  in  rapid  succession  as  Fleming<^>, 
1929,  obseiwed  the  wonders  of  penicillin; 
Roblin^^h  1940,  sulfadiazine;  Waksman^^), 
1944,  streptomycin;  Ehrlich^^b  1947,  Chloro- 
mycetin ; Dugger^^b  1948,  aureomycin; 
Stanlsy‘®>,  1947,  polymyxin;  and  Finlay<®>, 
1950,  terramycin. 

We  wonder  how  these  “magic  bullets” 
act.  By  definition  an  antibacterial  drug  is  a 
chemical  compound  which  blocks  some  bio- 
chemical pathway  essential  in  the  metabo- 
lism of  the  pathogen  without  affecting  ad- 
versely the  tissues  and  functions  of  the  host. 
The  effect  on  the  pathogen  is  inhibition, 
death,  and  ultimate  lysis. 

What  are  the  applications  of  these  facts 
to  the  treatment  of  urinary  tract  infections  ? 
Until  I’ecently,  teaching  by  most  clinicians 
has  been  that  penicillin  is  the  drug  of  choice 
for  gram-positive  coccal  infections  (in  the 
urinary  tract  notably  infections  caused  by 
streptococci,  staphylococci  and  gonococci), 
and  streptomycin  or  dihydrostreptomycin 
the  drug  of  choice  for  infections  caused  by 
gram-negative  rods  (in  the  urinary  tract 
notably  infections  caused  by  E.  coli,  Aero- 
bacter  aerogenes,  Alkaligenes  faecalis,  Kleb- 
siella pneumoniae,  Proteus  vulgaris.  Pseudo- 
monas aeruginosa,  and  M.  tuberculosis.) 

However,  notwithstanding  these  estab- 
lished indications,  we  know  that  there  is  a 

♦Read  before  Annual  Convention  Nebraska  State  Medical  As- 
sociation, May,  1962. 


cross-activity  of  antibiotics,  i.  e.,  some  gram- 
positive bacteria  are  inhibited  by  streptomy- 
cin and  a number  of  gi'am-negative  bacilli 
are  inhibited  by  penicillin.  Within  a given 
group  of  microorganisms,  different  species, 
or  even  different  strains  of  a single  suscep- 
tible species,  may  give  evidence  of  consider- 
able difference  in  sensitivity  to  the  antago- 
nistic action  of  a given  antibiotic. 

By  reason  of  the  fact  that  the  clinician  is 
often  confronted  with  the  problem  of  select- 
ing the  correct  antibacterial  agent  for  the 
specific  pathogen  invading  his  patient  it  be- 
hooves the  laboratory  to  come  to  his  aid  and 
tell  him  which  is  the  correct  antibacterial 
drug  for  his  particular  patient. 

Such  testing  is  called  a “bacterial  sensi- 
tivity test”  and  consists,  as  far  as  the  urin- 
ary tract  is  concerned,  in  its  most  simple 
form,  of  a culture  of  urine  on  a blood  agar 
plate,  on  the  surface  of  which  small  portions 
of  the  antibacterial  drug  have  been  placed  in 
different  positions.  If  bacteria  are  resistant 
to  the  drug,  growth  occurs  up  to  the  edge  of 
the  medicated  pill  or  paper  disc  on  the  blood 
agar  plate.  If  bacteria  are  sensitive  to  the 
drug  there  is  a zone  of  inhibition  of  bacterial 
growth  around  the  disc  or  medicated  pill. 

With  the  dessicated  disc  method  of  Sever- 
ens  (Bio-Test  technique)  (i**)  filter  paper 
discs  are  impregnated  with  different  antibio- 
tics in  such  amounts  that  a perceptible  zone 
of  inhibition  of  bacterial  growth  on  a blood 
agar  plate  would  indicate  a good  clinical  re- 
sponse when  the  patient  is  treated  with  the 
generally  accepted  dosage.  All  that  is  needed 
for  this  test,  aside  from  the  discs,  are  blood 
agar  plates  and  an  incubator.  The  Boyle  Tab- 
let Method<^i>  is  a similar  technique  only, 
instead  of  having  the  medications  impreg- 
nated in  paper  discs,  they  are  in  small  tab- 
lets or  pills. 

We  have  used  the  Dessicated  Disc  Method 
in  the  study  of  120  consecutive  patients  with 
urinary  tract  infections  and  have  found  the 
study  of  such  value  in  our  evaluation  of  pa- 
tients with  urinary  infection  that  we  now 
include  bacterial  sensitivity  tests  as  routine 
in  our  hospital  studies.  Of  course  such  study 
does  not  preclude  complete  examination  of 
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the  whole  urinary  tract  including  cysto- 
scopy, ureteral  catherization  and  retrograde 
pyelography. 

In  the  120  patients  studied  the  following 
bacteria  were  identified  by  culture:  beta- 
hemolytic  streptococci,  non-hemolytic  strep- 
tococci, E.  coli,  Aerobacter  aerogenes,  Alka- 
ligenes  faecalis.  Shigella  paradysenteriae, 
Proteus  vulgaris.  Pseudomonas  aeriginosa. 
Micrococcus  tetrogenes,  Klebsiella  p n e u- 
moniae,  and  Corynebacterium  xerose. 

In  vitro  these  organisms  were  found  to  be 
sensitive  in  different  instances  to  the  follow- 
ing drugs : sulfadiazine  ten  times,  penicillin 
thr*ee,  aureomycin  thirty-seven,  terramycin 
thirty-five,  Chloromycetin  twenty-one,  strep- 
tomycin thirty-three  and  polymyxin  B,  sev- 
en. 

CONCLUSIONS 

1.  Bacterial  sensitivity  tests  are  simple 
to  make  and  add  much  valuable  information 
to  the  urological  study  and  management  of 
patients  with  urinary  tract  infection. 

2.  All  persistent  infections  of  the  urinary 
tract  ai'e  caused  by  poor  drainage  or  other 


organic  lesion  and  will  recur  unless  the  ob- 
struction or  lesion  is  located  and  corrected. 
Chemotherapeutic  agents  and  antibiotics  are 
of  incalculable  value  in  the  control  of  infec- 
tions, but  are  not  to  be  substituted  for  appli- 
cation of  investigation  and  surgical  princi- 
ples. 
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Weills  Disease 

A Case  Report 

C.  T.  MASON,  M.D. 
Superior,  Nebraska 


This  article  relates  a detailed  clinical  record  of  a case  of 
Weil's  disease  which  occurred  in  Nebraska.  It  also  gives 
in  detail  the  methods  used  to  reach  a conclusive  diagnosis. 
Weil's  disease  is  thought  to  be  rare  in  this  area  but  the 
mortality  is  usually  only  about  5%,  and  there  may  be  mild 
instances  which  are  not  recognized. 

EDITOR 

A review  of  the  medical  literature  fails  to 
reveal  any  previously  reported  cases  of 
Weil’s  disease  in  Nebraska.  Therefore,  it  is 
felt  that  the  occurrence  of  a case  in  rural 
Nebraska  is  of  general  interest  to  the  medi- 
cal profession  of  this  state. 

Weil’s  disease,  or  infectious  jaundice, 
caused  by  the  Leptospira  icterohemorrha- 
giae,  is  characterized  by  involvement  of  the 
liver  and  kidneys.  It  is  of  world  wide  distri- 
bution. The  spirochetes  are  transmitted  to 
humans  by  ingestion  of  food  contaminated 
by  excreta  from  infected  rats  or  by  entry 
through  the  skin  from  contact  with  contam- 
inated water,  swampy  soil,  or  sewage. 

In  the  case  here  reported  the  source  of  in- 
fection was  not  definitely  determined,  but 


was  assumed  to  be  from  rats,  possibly  from 
eating  a slice  of  watermelon  that  had  appar- 
ently been  gnawed  by  rats. 

CASE  REPORT 

Mrs.  R.  S.,  age  51,  white,  female,  farm-housewife, 
living  near  Hardy,  Nebraska,  first  reported  to  my 
office  on  August  16,  1949.  She  complained  of  stom- 
ach distress  and  gassy  indigestion  coming  on  about 
fifteen  minutes  after  meals  having  begun  on  Aug- 
ust 6,  1949  (ten  days  duration).  She  had  vomited 
twice.  Apparently  there  was  no  acute  onset  with  fe- 
ver. Examination  on  August  16,  1949,  revealed  that 
she  was  severely  jaundiced.  There  was  tenderness 
in  the  region  of  the  gall  bladder.  The  liver  and 
spleen  were  not  enlarged.  Bile  was  present  in  the 
urine.  Blood  count  was  nonnal:  Hemoglobin,  11.6 
gm.;  erythrocytes,  4,130,000;  leukocytes  5,600;  with 
polynuclears  58%,  lymphocytes,  40%,  and  monocy- 
tes 2%.  Icteric  index  was  39  units,  van  den  Bergh 
reaction  was  positive,  both  direct  and  indirect.  Tem- 
perature was  99;  pulse,  92;  blood  pressure,  130/80. 
I was  not  suspicious  of  anything  other  than  so- 
called  acute  catarrhal  jaundice  and  allowed  her  to 
remain  at  home  on  symptomatic  treatment. 

On  August  22,  1949,  she  was  hospitalized  because 
of  deepening  jaundice,  and  more  severe  nausea  and 
vomiting.  The  liver  was,  at  this  time,  greatly  en- 
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larged,  four  fingers  below  the  rib  margin,  and  very 
tender.  The  remainder  of  the  physical  examination 
showed  nothing  except  the  severe  jaundice.  Past 
histoiy  and  family  history  were  not  significant. 

On  admission  to  the  hospital  the  findings  were  as 
follows:  Icteric  index,  45.  Van  den  Bergh  reaction 
positive,  both  direct  and  indirect.  Prothrombin  time, 
16  seconds.  Sedimentation  rate,  115  mm.  in  60  min- 
utes. Red  cell  fragility  slightly  increased,  hemoly- 
sis beginning  at  0.34%  and  complete  at  0.24% 
saline  solution.  Hemoglobin,  9.7  gm.  per  100  ml.; 
erythrocytes  3,840,000,  leukocytes  10,000  with  73% 
polynuclears  and  27%  lymphocytes.  Urine  contained 
bile,  albumin,  pus,  and  granular  casts. 

On  August  25,  1949,  blood  was  mailed  to 
the  Nebraska  State  Laboratory  for  examina- 
tion for  Wed’s  disease.  The  laboratory  re- 
ixirted  on  August  26  as  follows:  “There  are 
a few  non-motile  forms  that  could  possibly 
be  Leptospira.  We  will  inoculate  a guinea 
pig  with  this  blood  in  an  attempt  to  isolate 
the  organism.’’  On  August  30th  the  labora- 
tory reported  as  follows:  “We  inoculated  a 
guinea  pig  on  August  26  with  the  blood  from 
R.  S.  The  pig  died  last  night  and  was  autop- 
sied  this  morning.  There  were  extensive 
hemorrhages  on  the  inner  surface  of  the  skin 
from  which  actively  motile  Leptospira  were 
obtained  and  observed  with  the  dark  field 
microscope.  The  organisms  were  also  found 
in  the  blood.  The  high  virulence  of  the  strain 
for  the  guinea  pig  indicates  that  we  prob- 
ably have  found  Leptospira  icterohemorrha- 
giae.”  On  August  29,  a urine  specimen  was 
mailed  to  the  laboratory.  The  laboratory  re- 
ported on  August  30th,  “Dark-field  exami- 
nation of  the  urine  specimen  is  negative, 
but  we  have  inoculated  a guinea  pig  with  it,” 
and,  on  September  8,  “Leptospira  found  by 
guinea  pig  inoculation.” 

An  inquiry  was  made  to  the  U.  S.  Public 
Health  Service  regarding  the  availability  of 
specific  serum  for  the  treatment  of  Weil’s 
disease.  This  was  answered  by  the  National 
Institute  of  Health,  Bethesda,  Maryland,  as 
follows:  “No  serum  available  for  treatment 
of  Weil’s  disease.  Penicillin  equally  as  ef- 
fective. Should  be  administered  within  one 
or  two  days  after  onset  of  jaundice  to  pro- 
duce any  effect.” 

Agglutination  tests  for  typhoid,  paraty- 
phoid, and  undulent  fever  were  negative. 

A specimen  of  well  wafer  from  the  pa- 
tient’s farm  was  examined  by  guinea  pig  in- 
oculation and  reported  negative  for  Lepto- 
spira icterohemorrhagiae  by  the  Nebraska 
State  Laboratory.  A specimen  of  urine  from 
the  patient’s  pet  dog  was  also  examined  and 


reix)rted  negative  by  dark  field  examination 
and  culture. 

The  clinical  progress  of  the  case  was  steadily  re- 
trogressive. She  had  progressively  deepening  jaun- 
dice and  enlargement  of  the  liver.  The  kidneys  were 
involved  showing  persistent  albuminuria  and  casts 
in  the  urine.  Repeated  massive  gastro-intestinal 
hemorrhages  occurred  any  one  of  which  might  have 
been  fatal  except  for  transfusions.  Death  occurred 
on  December  22,  1949,  after  122  days  of  hospitaliza- 
tion. The  duration  of  illness  from  date  of  onset  on 
August  6,  1949,  till  death  was  138  days,  about  four 
and  one-half  months.  Autopsy  was  not  obtained. 

Treatment  in  this  case  was  as  follows:  Penicillin 
by  intramuscular  injection  for  72  days  — August 
22  to  November  3,  1949.  Aureomycin  rectally  for  six 
days  — September  4 to  10.  Liver  extract,  vitamin 
K,  and  intravenous  solutions  of  dextrose,  saline, 
aminoacids  and  vitamins  daily  throughout  hospital- 
ization. Blood  plasma  four  times  on  September  9, 
October  4,  11  and  12.  Transfusions  of  whole  blood 
20  times  fi’om  September  9th  to  October  31,  1949. 


MANY  CAUSES  FOR  COMMON 
BACKACHE,  DOCTOR  SAYS 

“Oh,  my  achin’  back,”  can  be  much  more  than 
just  a slang  expression. 

Most  aching  backs  are  the  results  of  an  abnormal 
change  in  the  normal  physiological  curves  of  the 
spine,  in  the  opinion  of  Dr.  Frank  R.  Ober,  a Boston 
orthopedic  surgeon. 

Writing  in  the  Febi-uary  9 Journal  of  the  Amer- 
ican Medical  Association,  Dr.  Ober  stated  he  believed 
the  causes  of  back  pains  fall  into  six  categories — 
injuries,  bad  posture,  congenital  malformations, 
diseases  of  spinal  bones  and  joints,  malignant  dis- 
ease, and  diseases  outside  the  spine. 

Included  in  these  categories  are  injuries  due  to 
braises,  sprains,  strains,  dislocations,  compression 
fractures  and  raptured  disks;  bad  standing,  sitting, 
lying  and  walking  postures;  arthritis;  tuberculosis 
and  osteomyelitis;  cancer,  tumors  and  leukemia; 
ulcers;  smallpox,  and  pregnancy. 

In  addition  to  such  causes  of  backaches,  real  or 
fancied  pains  in  the  back  may  result  from  neuroses, 
compensation  problems,  according  to  Dr.  Ober. 

“There  has  been  and  still  is  a great  tendency  to 
ascribe  all  backaches  to  one  cause — for  example,  for 
many  years  the  term  ‘sacroiliac  dislocation’  has 
been  held  in  great  vogue;  lately,  this  seems  to  be 
going  out  of  fashion,  and  the  diagnosis  of  ‘raptured 
disk’  is  in  the  ascendency,”  Dr.  Ober  stated. 

Treatment  of  a backache  depends  on  the  acute- 
ness of  the  attack,  he  pointed  out,  and  can  include 
one  or  more  of  the  following,  depending  upon 
necessity:  sedatives,  bed  rest,  adhesive  plaster 

strapping,  heat  treatment,  back  supports,  special 
mattress,  or  exercise. 

“Finally,”  Dr.  Ober  stated,  “physical  therapy 
measures  designed  to  remove  inhibiting  contractures, 
restore  muscular  tone  and  function,  and  correct  pos- 
ture will  result  in  a large  number  of  cures.” 


Pulmonary  Edema 

J.  MARSHALL  NEELY,  M.D. 
Lincoln,  Nebraska 


This  paper  deals  with  causes,  mechanism  of  development 
and  x-ray  appearances  of  pulmonary  edema.  Cardiac  fail- 
ure, excessive  administration  of  fluids,  toxins,  trauma  to 
the  chest  and  osmotic  difficulties  associated  with  low  total 
blood  proteins  and  reversal  of  the  albumin-globulin  ratio 
are  among  the  etiologic  factors  discussed. 

EDITOR 

Pulmonary  edema  with  or  without  pul- 
monary passive  congestion  is  a rather  com- 
mon x-ray  finding  in  any  general  hospital. 
The  most  common  cause  of  pulmonary  ede- 
ma is  cardiac  failure  though  there  are  other 
causes  such  as  direct  trauma  to  the  chest, 
bronchial  obstruction  and  some  types  of 
pneumonitis.  It  was  much  more  common  in 
the  influenzal  type  of  pneumonia  seen  in  the 
first  world  war  than  in  the  atypical  pneu- 
monia seen  so  commonly  at  the  present  time. 
Large  numbers  of  acute  pulmonary  edemas 
were  seen  following  blast  injuries  to  the 
chest^®>  many  of  which  were  fatal.  In  these 
patients  the  cause  for  edema  was  probably 
increased  alveolar  capillary  permeability. 
Pulmonary  edema  is  also  seen  occasionally  in 
deficiency  states  such  as  beri-beri.  It  may 
also  be  found  in  such  entities  as  lupus  erythe- 
matosus, acute  rheumatic  fever,  exfoliative 
dennatitis,  acute  glomerulo-nephritis,  peri- 
arteritis nodosa  and  Loeffler’s  syndrome. 
Hemosiderosis  pulmonum,  usually  seen  in 
patients  with  mitral  stenosis  is  often  con- 
fused with  pulmonary  edema  on  the  roent- 
genogram. Pulmonary  edema  may  also  be 
caused  by  sensativity  to  such  substances  as 
neosalvarsan,  iodides,  barbiturates  and  it  may 
be  neurogenic.  One  of  the  most  common 
causes  of  pulmonary  edema  is  the  adminis- 
tration of  too  much  intravenous  fluid  post- 
operatively.  Goodrich states  that  the 
three  most  common  causes  of  pulmonary 
edema  are  cardiac  failure,  nephritis,  and  ex- 
cessive use  of  parenteral  fluids.  The  physi- 
cal changes  necessary  for  pulmonary  edema 
to  occur  are  increased  intracapillary  pres- 
sure, decreased  osmotic  pi’essure  of  the  blood 
stream  and,  altered  permeability  of  the  cap- 
illary wall. 

Normally  the  pulmonary  intracapillary 
pressure  is  8-10  mm.  Hg.  lower  than  it  is  in 
the  systemic  capillaries.  The  normal  osmotic 
pressure  is  25-30  mm.  Hg.  and  is  due  largely 
to  serum  albumin  and  globulin  which  are  nor- 
mally 4.4  gm%  and  2.6  gm%  respective- 
ly. Since  the  albumin  molecule  is  smaller 
than  the  globulin  molecule  it  exerts  most  of 


the  osmotic  pressure.  Each  gram  per  cent  of 
albumin  creates  an  osmotic  pressure  of  about 
5.5  mm.  Hg.  and  each  gram  percent  of  glob- 
ulin exerts  a pressure  of  about  1.4  mm.  Hg. 
Normally,  less  than  5 % of  serum  albumin 
leaves  the  vessel.  Anoxia  from  any  cause 
will  produce  pulmonary  edema  by  increasing 
the  capillary  permeability  and  it  is  thought 
that  this  may  be  due  to  central  neurogenic 
control.  The  pulmonary  lymphatics  play  no 
part  in  clearing  the  alveoli  of  fluid  since 
they  extend  only  to  the  atria  and  not  to  the 
alveoli  proper.  They  do  play  an  important 
part  however,  in  clearing  the  interstitial  tis- 
sue of  edema. 

Parsons  and  McMaster(i^>  have  shown 
that  lymph  flow  is  impossible  without  the 
pulsation  of  small  vessels.  If  the  pulse 
ceases,  edema  will  develop  rapidly.  There- 
fore if  venous  pressure  is  low  and  there  is 
no  pulsation  even  though  the  protein  content 
is  high,  edema  will  occur.  Vasoconstriction 
from  any  cause  will  decrease  pulsation  and 
therefore  produce  edema  for  the  same  rea- 
son. Pulmonary  edema  occurs  late  in  hypo- 
proteinemia  or  high  venous  pressure  but  it 
may  be  the  first  sign  of  cardiac  failure.  In 
cases  of  mitral  stenosis  the  rise  in  pulmon- 
ary pressue  and  altered  vein  structure  takes 
place  very  slowly  and  any  tendency  to  edema 
is  taken  care  of  by  the  lymph  flow.  This  is 
why  pulmonary  edema  takes  place  rather 
late  in  mitral  stenosis.  As  pointed  out  by 
Dock(i>  pulmonary  edema  occurs  very  late 
in  mitral  stenosis,  if  at  all,  and  when  it  does 
occur  failure  of  the  right  ventricle  cannot  be 
wholly  blamed.  When  patients  with  mitral 
stenosis  do  develop  pulmonary  edema  it  al- 
most always  occurs  at  night  when  they  are 
recumbent.  This  is  best  explained  on  the 
basis^i"^)  of  cardiac  hydrodynamics.  In  the 
erect  position  the  center  of  the  cardiac  mass 
is  about  7-10  cm.  lower  than  the  center  of 
the  pulmonary  mass  than  when  one  is  su- 
pine. It  is  therefore  necessary  that  there  be 
a rise  in  pulmonary  venous  pressure  of  about 
5-8  mm.  of  Hg.  in  order  to  maintain  the  same 
blood  flow.  In  the  supine  position  there  is  an 
increase  in  cardiac  output  with  a rise  in  pul- 
monary venous  pressure  and  a lowering  of 
systemic  venous  pressure.  In  mitral  disease 
pulse  pressure  is  low  and  since  most  patients 
with  mitral  disease  sleep  propped  up,  pulmon- 
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ary  edema  rarely  occurs.  On  the  other  hand 
patients  with  aortic  insufficiency  have  a 
high  pulse  pressure  which  increases  on  ex- 
ercise but  possibly  not  enough  to  prevent 
decrease  in  renal  blood  flow  with  salt  and  wa- 
ter retention.  If  salt  intake  happens  to  be 
high,  when  he  assumes  a supine  position  a 
liter  or  more  of  fluid  is  mobilized  into  his 
blood  stream  which  increases  cardiac  output. 
Since  muscular  vasodilatation  is  low  sys- 
temic resistance  is  unusually  high  with  re- 
sulting increase  in  stroke  volume,  added 
diastolic  reflux  and  increased  diastolic  as 
well  as  pulmonary  venous  pressure.  Edema 
fonns  in  the  dependent  portions  of  the  lungs, 
anoxia  develops  with  I’esulting  reflex  pul- 
monary vasoconstriction  and  severe  dyspnea 
due  to  pulmonary  edema  takes  place  and  con- 
stitutes a medical  emergency. 

Dock<i>  also  stresses  the  point  that  a com- 
parison of  the  cause  and  course  of  cardiac  de- 
compensation in  cases  of  mitral  stenosis  and 
aortic  insufficiency  brings  out  the  unimpor- 
tance of  venous  hypertension  in  relation  to 
the  signs  and  symptoms  of  cardiac  failure. 
Increased  intake  of  salt  and  intravenous  sa- 
line infusion  are  much  more  common  causes 
of  acute  pulmonary  edema  than  is  exei'cise  in 
a patient  with  cardiac  failure. 

Pulmonary  edema  following  myocardial 
infarction  is  not  uncommon  and  is  not  due 
to  increased  pulmonary  venous  pressure  as 
was  once  thought,  but  to  injury  to  the  pul- 
monary capillaries  due  to  products  of  tissue 
anoxia.  Recent  studies  of  cardiac  physiology 
by  means  of  catheterization  of  the  right 
heart  have  added  considerable  knowledge  to 
the  already  known  facts  concerning  the 
physiology  and  mechanics  of  cardiac  decom- 
pensation. Stead  and  Warren<i8>  using  this 
method  applied  the  Fick  principle;  Cardiac 
output  equals  the  total  oxygen  consumption 
per  minute  divided  by  auricular-ventricular 
oxygen  difference,  times  100.  They  found 
that  the  factors  influencing  cardiac  output 
in  heart  disease  were : Atrial  pressure ; vent- 
ricular activity  as  controlled  by  the  reflexes 
through  the  vagus;  peripheral  resistance; 
tissue  requirements  in  the  consumate  vascu- 
lar bed ; and  a factor  of  nervous  imbalance 
brought  about  by  sympathetic  stimulation,  by 
emotional  stresses  or  epinephrine  or  by  auto- 
nomic supression  with  atropine.  This  method 
of  investigation  also  reconfirmed  Starling’s 
law  which  states  that  the  work  of  the  heart 
equals  the  product  of  the  stroke  output  and 
the  mean  pressure  and  that  the  mechanical 


work  accomplished  by  the  ventricle  is  corre- 
lated with  diastolic  fiber  length. 

Nessa  and  Rigler^^^^  point  out  that  the 
reason  for  so  few  published  series  of  pul- 
monary edema  cases  and  their  roentgen 
characteristics  are,  the  poor  condition  of  the 
patients  with  pumonary  edema  and  the  fact 
that  the  diagnosis  can  be  made  clinically  in 
most  cases  without  the  aid  of  x-ray  examina- 
tion. The  most  characteristic  x-ray  change 
seen  in  pulmonary  edema  is  a fan  shaped  area 
of  increased  density  in  the  region  of  the  hila 
without  involvement  of  the  apices  or  bases. 
Edema  may  usually  be  differentiated  from 
congestion  or  a combination  of  the  two,  by 
absence  of  enlarged  pulmonary  arteries 
which  are  usually  present  in  congestion.  In 
their  series  of  110  patients  they  found  sev- 
eral instances  of  monolateral  pulmonary  ede- 
ma and  a few  patients  showed  edema  only  in 
the  apices.  Day  and  Sisson^^)  described  a 
patient  with  acute  pulmonary  edema  follow- 
ing the  administration  of  tetanus  antitoxin. 
Coe  and  OtelH*>  reported  a patient  with 
acute  pulmonary  edema  due  to  cardiac  fail- 
ure where  it  was  entirely  apical  in  location. 

Pulmonary  edema  should  be  carefully  con- 
sidered in  any  patient  whose  x-ray  films 
show  a density  which  is  diffuse  and  shows 
frequent  changes  even  though  it  is  not  situ- 
ated in  the  usual  location  about  the  hila  and 
bases.  Knowledge  of,  and  correlation  with 
other  known  clinical  factors  is  essential  for 
accurate  diagnosis,  particularly  on  a single 
examination.  It  is  particularly  important  in 
postoperative  patients  to  make  every  effort 
to  differentiate  between  postoperative  pneu- 
monia and  pulmonary  edema,  especially  in 
those  patients  who  are  receiving  intravenous 
fluids.  If  a pulmonary  edema  is  called  pneu- 
monia it  might  mean  more  fluids  which  of 
course  will  serve  no  useful  pui’pose. 

X-ray  findings  in  the  chest  following  trau- 
ma to  the  chest  wall,  with  or  without  asso- 
ciated rib  fracture  are  often  extremely  con- 
fusing and,  without  knowledge  of  the  trau- 
ma might  be  wrongly  evaluated.  Segmental 
edema  may  occur  in  the  traumatized  area 
but  may  not  appear  for  a period  of  24  to  48 
hours  following  the  injury.  In  crushing  in- 
juries and  blast  injuries  the  edema  and  in- 
terstitial hemorrhage  may  be  characterized 
by  conglomerate  focal  areas  of  infiltration 
which,  under  ordinary  circumstances,  clear 
up  rather  rapidly  with  rest  and  general  sup- 
portive therapy. 
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In  the  general  group  of  diseases  consid- 
ered due  to  collagen  hypersensitivity  such 
as  disseminated  lupus  erythematosus,  acute 
rhematic  fever,  exfoliative  dermatitis,  per- 
iarteritis nodosa,  Loeffler’s  syndrome  and 
perhaps  acute  glomerulonephritis,  x-ray 
changes  occur  which,  according  to  Barden 
and  Cooper^^>  are  due  to  increased  permea- 
bility of  alveolar  capillaries.  This  produces 
homogeneous  increased  density  in  the  zone 
of  pulmonary  parenchyma  between  the  hila 
and  the  lateral  third  of  the  lung  fields.  This 
density  is  fleeting  in  character  and  tends  to 
change  with  other  body  tissues.  When  pul- 
monary edema  occurs  following  myocardial 
infarction  the  picture  is  usually  a mixture  of 
pulmonary  congestion  and  edema.  This  con- 
dition is  aggravated  by  the  administration 
of  saline  but  is  helped  by  transfusions.  This 
is  one  of  the  reasons  that  Dock<^^  recom- 
mends the  administration  of  whole  blood  in 
acute  coronary  occlusion  since  it  is  actually 
the  treatment  of  choice  for  shock.  The  rea- 
son for  dyspnea  in  cardiac  failure  is  pulmon- 
ary edema  rather  than  increased  venous 
pressure.  Pulmonary  edema  is,  in  turn,  due 
to  decrease  in  cardiac  output  and  the  injec- 
tion of  too  much  salt.  The  aim  of  therapy  is 
therefore  to  decrease  the  body  demands  in 
order  that  the  decreased  cardiac  output  is 
sufficient  and  to  decrease  the  salt  intake.  Di- 
Palma^^®)  proved,  by  measuring  blood  volume 
and  circulation  time  in  patients  under  treat- 
ment, that  during  a rise  in  venous  pressure, 
blood  volume  can  be  maintained  only  by  an 
increase  in  blood  proteins  and  red  cells. 
When,  on  the  other  hand,  venous  pressure 
falls  there  must  be  a destruction  of  blood 
proteins  as  well  as  red  cells  in  order  for  blood 
volume  to  be  constant. 

SUMMARY 

1.  Pulmonary  edema,  either  alone  or  com- 
bined with  pulmonary  congestion,  is  seen 
most  commonly  in  patients  with  cardiac  fail- 
ure and  occurs  very  commonly  in  postoper- 
ative patients  who  are  given  an  unneeded 
quantity  of  intravenous  fluids. 

2.  The  classical  roentgen  appearance  of 
pulmonary  edema  is  a fan  shaped  density 
extending  from  the  hila  with  a clear  zone  of 
areated  lung  peripherally  but  edema  may  oc- 
cur on  one  side  only  or  in  the  apices. 

3.  Pulmonary  edema  may  be  caused  by 
such  extra-cardiac  factors  as  trauma,  toxins, 
reversal  of  albumin-globulin  ratio. 


4.  Fleeting  areas  of  increased  density 
seen  on  x-ray  films  are  nearly  always  due  to 
some  form  of  pulmonary  edema. 

5.  The  treatment  of  pulmonary  edema  de- 
pends on  the  cause,  which  should  be  deter- 
mined before  therapy  is  instituted. 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 
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THE  OREGON  CASE 

The  United  States  Supreme  Court  on  April 
28  dismissed  by  a seven  to  one  decision  the 
g-overnment’s  anti-trust  charge  against  the 
Oregon  Medical  Society,  eight  county  medical 
societies,  the  Oregon  Physicians  Service  and 
several  physicians  who  are  or  were  officials 
of  these  organizations.  U.  S.  attornies  had 
appealed  the  case  to  the  Supreme  Court  after 
a U.  S.  District  Court  had  previously  ruled 
in  favor  of  the  medical  society. 

Since  this  is  a historic  decision  so  far  as 
medical  associations  the  country  over  are 
concerned,  a brief  history  of  the  case  should 
be  related.  The  case  actually  goes  back  to 
1936  when  the  Oregon  Medical  Society  op- 
posed contract  practice  of  medicine  spon- 
sored by  private  firais  and  commercial  com- 
panies. One  of  the  society’s  chief  objections 
was  that  medical  treatment  and  service  un- 
der these  conditions  were  dependent  upon 
company  approval.  It  was  shown  that  in 
some  instances  the  advice  of  physicians  re- 
garding treatment  was  ignored  or  disre- 
garded. 

Further,  the  society  raised  an  objection 
based  on  ethics.  It  noted  that  third  parties 
were  entering  the  doctor-patient  relation- 
ship. In  an  effort  to  initiate  a refonn  in  the 
prepaid  medical  service  organization  in  the 
state,  the  medical  society  decided  in  1941  to 
provide  such  a service  itself — on  a nonprofit 
basis — for  the  people  of  the  state.  After 
seven  years  of  successful  operation  of  the 
plan,  the  government  brought  a suit  against 
the  society  charging  a monopoly  in  the  field 
of  prepayment  medical  care. 

In  handing  down  its  decision,  the  court 
said  in  part:  “Objections  of  the  medical 

profession  . . . are  both  monetary  and  eth- 
ical. Such  practice  diverts  patients  from  in- 
dependent practitioners  to  contract  doctors. 
It  tends  to  standardize  fees  . . . Since  the 
contract  doctor  owes  his  employment  and 
looks  for  his  pay  to  the  employer  or  insur- 
ance company  rather  than  to  the  patient,  he 
serves  two  masters  with  conflicting  interests. 
In  many  cases  companies  assumed  liability 
for  medical  or  surgical  seiwice  only  if  they 
approved  the  treatment  in  advance.  There 
was  evidence  of  instances  where  promptly 
needed  treatment  was  delayed  while  obtain- 
ing company  approval,  and  where  a lay  in- 
surance official  disapproved  treatment  ad- 
vised by  a doctor.” 
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Mr.  Justice  Black  was  the  lone  dissentor, 
while  Mr.  Justice  Clark,  foraier  Attorney 
General,  disqualified  himself.  The  majority 
opinion  was  written  by  Mr.  Justice  Jackson. 

The  decision  is  regarded  as  being  tre- 
mendously important  to  the  profession,  but 
Dr.  George  Lull,  Secretary  and  General  Man- 
ager of  the  A.M.A.,  points  out  that  it  left 
some  questions  unanswered:  Is  the  practice 
of  medicine  trade  or  commerce?  Can  the 
operation  of  a prepaid  medical  service  plan 
constitute  interstate  commerce  in  any  case? 
In  spite  of  these  unanswered  questions,  the 
decision  was,  nevertheless,  a valuable  one  to 
the  medical  profession. 


SURVEY  SHOWS  HEALTH  INSURANCE 
DRAWBACKS 

Economic  drawbacks  to  the  adoption  of 
compulsory  health  insurance  by  the  U.  S. 
were  reviewed  in  a recent  edition  of  the 
“Quarterly  Journal  of  Economics”  at  Har- 
vard University.  The  study  points  out  these 
major  arguments  against  the  plan: 

1.  The  government  should  not  compel 
people  to  spend  money  on  any  particular 
service  unless  that  service  cannot  be  obtained 
in  any  other  way  or  unless  the  government 
can  provide  the  service  more  efficiently 
than  private  enterprise. 

2.  Costs  are  too  high. 

3.  The  quality  of  medical  care  deteriorates 
under  a compulsory  insurance  scheme. 

4.  Doctors  will  not  accept  it. 

On  the  first  point,  the  authors  note  that 
those  who  want  health  insurance  can  buy  it 
as  they  buy  any  other  goods  or  service.  They 
show  that  75  million  persons  are  now  protect- 
ed in  full  or  part  by  voluntary  insurance. 
There  can  be  no  question  of  the  fact  that 
voluntary  plans  are  expanding  in  areas  where 
there  is  a demand  and  need  for  them,  they 
add. 

As  for  costs,  the  survey  asks  “how  large  a 
percentage  of  the  population  would  favor 
compulsory  health  insurance  if  told  it  would 
cost  them  a payroll  deduction  of  from  six  to 
eight  per  cent?”  The  survey  states  that 
medical  care  deteriorates  under  a federal 
health  plan  because  of  the  much  increased 
patient  load  each  doctor  has  to  handle. 


CRIPPLED  CHILDREN’S  CLINICS 

August  16  — Chadron,  Elks  Club ; Fritz 
Teal,  M.D.,  or  Howard  Mitchell,  M.D.,  and 
J.  M.  Thomas,  M.D. 

August  30 — Hastings,  Mary  Fanning  Hos- 
pital; Fritz  Teal,  M.D.,  or  Howard  Mitchell, 
M.D.,  and  E.  S.  Wegner,  M.D. 


AMERICAN  MEDICAL  ASSOCIATION 
DELEGATES’  REPORT 

Your  delegates.  Dr.  J.  D.  McCarthy  and  the 
undersigned,  were  present  at  the  Annual  Ses- 
sion of  the  American  Medical  Association 
held  in  Chicago,  June  9 to  13,  1952. 

We  attended  all  the  meetings  of  the  House 
of  Delegates  and  performed  all  the  duties 
assigned  to  us.  Also  in  attendance  were  the 
Executive  Secretary,  Merrill  Smith,  and  his 
assistant,  Sidney  Bradley,  your  President, 
Harold  S.  Morgan,  Dr.  George  Covey,  Editor 
of  the  Journal  and  Dr.  Earl  Leininger. 

Almost  12,000  physicians  were  registered 
for  the  meeting.  The  House  of  Delegates 
had  a 100  per  cent  attendance  and  every  con- 
stituent society  was  represented.  This  was 
the  101st  annual  session  and  a notable  one. 

On  the  Sunday  preceding  the  meeting  a 
fine  progi'am  was  given  at  the  President’s 
Conference.  Notable  and  informative  ad- 
dresses were  given  by  Allan  F.  Klein,  Presi- 
dent of  the  American  Farm  Bureau;  the 
Honorable  Walter  H.  Judd,  Congressman 
from  Minnesota,  and  Dean  Clarence  Manion, 
J.  D.  of  Notre  Dame  Law  School.  These  ad- 
dresses dealt  mainly  with  the  present  gov- 
ernment administration,  the  present  day 
practice  of  medicine  and  the  future. 

The  writer  would  recommend  that  every- 
one read  these  addresses  when  published — 
being  sure  you  will  be  well  repaid  for  your 
time. 

The  inauguration  of  Dr.  Louis  H.  Bauer 
was  broadcast  over  200  radio  stations  in 
these  United  States,  Hawaii  and  Alaska. 

President  Bauer’s  address  has  been  pub- 
lished in  the  Journal  and  there  is  no  doubt, 
that  in  him,  we  will  have  another  good  leader 
the  coming  year. 

Past  President  John  Cline  gave  a wonder- 
ful report  on  his  activities  during  the  past 
year.  As  a result  of  his  report,  a resolution 
was  introduced  dealing  with  the  President’s 
Commission  on  “The  Health  Needs  of  the  Na- 
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tion.”  This  resolution  brought  about  a very- 
spirited  discussion. 

The  American  Medical  Education  Founda- 
tion was  given  another  half  million  dollars 
by  the  Board  of  Trustees  of  the  American 
Medical  Association. 

The  Woman’s  Auxiliary  again  presented 
the  Foundation  with  $10,000.00 ; the  College 
of  Radiology  presented  a check  for  $2,- 
000,00;  the  Chicago  Medical  Society  voted 
to  contribute  $25,000.00 ; Dr.  and  Mrs.  Math- 
ew Pheifenburger  made  a personal  contribu- 
tion of  $1,000.00;  one  doctor  and  his  wife 
celebrated  their  wedding  anniversary  by  giv- 
ing a check  for  $100.00. 

Dr.  Paul  Dudley  White  was  the  recipient 
of  the  Distinguished  Service  Award. 

Dr.  Edward  McCormick  of  Toledo,  Ohio, 
was  elected  President-elect. 

The  Delegates  urge  all  physicians  to  read 
the  proceedings  as  published  in  the  Journal. 

— K.  S.  J.  HOHLEN. 


PRO-RATED  PAYMENTS  ARE 
APPROVED 

A plan  for  the  ethical  pro-ration  of  Blue 
Shield  payments  to  doctors  who  render  care 
to  patients  concurrently  was  approved  by  the 
House  of  Delegates  of  the  Nebraska  State 
Medical  Association  on  May  13. 

Formulated  by  a special  committee  ap- 
pointed to  study  federal  tax  regulations  re- 
garding the  division  of  fees  by  physicians 
and  surgeons,  the  pro-ration  plan  specifies: 

“When  two  or  more  doctors  render  medical 
or  surgical  care  to  a Blue  Shield  participant 
concurrently;  if  they  agree  upon  proration 
and  request  pro-ration  of  the  Nebraska  Medi- 
cal Seiwice  scheduled  benefits,  and  each  doc- 
tor renders  a medical  report  for  his  part  of 
the  service  rendered,  Nebraska  Medical  Serv- 
ice will  comply  with  the  request  for  prora- 
tion and  payments  will  be  made  accordingly. 
The  Blue  Shield  participant  will  be  notified 
of  the  prorated  payment.” 

The  main  advantage  of  the  new  pro-ration 
procedure  is  that  it  makes  it  possible  for 
doctors  to  receive  the  pro-rated  fees  directly 
from  the  Blue  Shield  Plan,  thus  avoiding  un- 
necessary tax  liability.  By  permitting  Blue 
Shield  to  comply  with  doctors’  requests  for 
pro-rated  fees,  it  enables  the  Plan  to  render 
an  additional  seiwice  to  Participating  Physi- 
cians. 


Announcements 

The  office  of  the  Surgeon  General  of  the 
Army  announces  that  a team  composed  of 
two  army  medical  officers  and  a civilian 
physician  left  for  Korea  on  June  20,  to  over- 
see the  use  of  five  hundred  units  of  Dextran. 
Dextran  is  a plasma  substitute  designed  pri- 
marily to  expand  the  blood  volume.  Since  it 
contains  no  protein  it  cannot  replace  plasma 
or  whole  blood,  but  may  be  useful  as  a tem- 
porary substitute  when  the  supply  of  blood 
is  not  adequate. 

The  Ninth  Annual  Meeting  of  the  American  Medi- 
cal Writers’  Association  will  be  held  at  the  Jeffer- 
son Hotel,  St.  Louis,  the  afternoon  and  evening  of 
Wednesday,  October  1,  1952.  This  will  take  place 
during  the  Seventeenth  Annual  Meeting  of  the  Mis- 
sissippi Valley  Medical  Society  (Oct.  1,  2,  3)  at 
the  same  hotel.  No  registration  fee  will  be  charged. 
If  interested,  you  may  write  Harold  Swanberg,  M.D., 
Secretaiy,  209-224  W.C.U.  Building,  Quincy,  111., 
for  detailed  program. 

The  Second  Annual  Meeting  of  the  Ne- 
braska Trudeau  Society  was  held  at  the 
Rome  Hotel,  Omaha,  May  15,  1952.  The  fol- 
lowing officers  were  elected: 

President — Dr.  William  Nutzman,  Kear- 
ney. 

Vice  President — Dr.  Herbert  B.  Kennedy, 
Omaha. 

Secretary-Treasurer — Dr.  Stanley  E.  Pot- 
ter, Omaha. 

Delegates-at-Large — Dr.  John  F.  Gardiner, 
Omaha,  and  Dr.  J.  Marshall  Neely,  Lincoln. 

The  main  speaker  of  the  evening  was  Dr. 
H.  Dumont  Clark,  who  presented  a paper  on 
“The  Recognition  and  Treatment  of  Early 
Tuberculosis.” 

Any  physician  interested  in  diseases  of 
the  chest  may  join  this  society.  The  dues 
are  one  dollar  per  year.  One  dinner  meeting 
per  year  is  the  present  program. 


The  Nebraska  Physical  Therapy  Associa- 
tion held  a meeting  on  May  16th  at  the  Lin- 
coln Veterans  Hospital.  An  Advisory  Coun- 
cil was  selected,  committee  reports  were  re- 
ceived and  the  official  delegate  to  the  Na- 
tional Physical  Therapy  Conference,  Captain 
Lucille  Burt,  was  instructed  how  the  chapter 
wished  her  to  vote  at  the  Philadelphia  meet- 
ing in  June. 

Dr.  Karl  A.  Meyer,  President  of  the  Cook 
County  Graduate  School  of  Medicine,  recent- 
ly announced  the  receipt  of  $100,000  from 
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the  Joseph  and  Helen  Regenstein  Founda- 
tion. The  proceeds  of  this  donation  will  be 
used  to  expand  the  school’s  activities  in  the 
field  of  graduate  medical  education. 

The  seventeenth  annual  assembly  of  the  United 
States  and  Canadian  Chapters  of  the  International 
College  of  Surgeons  will  be  held  in  the  Conrad  Hil- 
ton Hotel,  Chicago,  September  2-3-4-S. 

The  Right  Hon.  Lord  Thomas  Horder,  G.C.V.O., 
M.D.,  F.R.C.P.,  F.R.C.S.,  extra  physician  to  Queen 
Elizabeth,  chairman  of  the  Fellowship  for  Freedom 
in  Medicine,  and  member  of  the  Council  of  the  Brit- 
ish Medical  Association,  will  be  the  speaker  at  the 
Convocation.  His  subject  will  be  “Freedom  in  Medi- 
cine.” 


A three-day  Rocky  Mountain  Regional  Institute  on 
Alcoholism  will  be  held  in  Denver  on  Sept.  30,  Oct. 
1 and  2 under  the  joint  sponsorship  of  the  Colorado 
State  Department  of  Public  Health,  the  Colorado 
Commission  on  Alcoholism,  and  the  Office  of  Gradu- 
ate and  Postgraduate  Education  of  the  University 
of  Colorado  School  of  Medicine.  The  institute  will 
be  held  in  the  Denison  Auditorium,  University  of 
Colorado  Medical  Center,  4200  East  9th  Ave.,  Den- 
ver, Colo. 


News  and  Views 

From  the  Columbus  Telegram: 

“The  Defense  Department  (June  12)  ordered  se- 
lective service  to  draft  450  priority  one  physicians 
during  August  unless  a sufficient  number  volun- 
tarily enters  the  armed  forces. 

“If  they  actually  are  inducted,  they  will  consti- 
tute the  first  large  group  of  physicians  to  be 
drafted  since  World  War  II. 

“Last  summer  selective  service  issued  a call  for 
485  physicians,  but  postponed  it  when  enough  vol- 
unteered. So  far,  it  has  been  necessary  to  draft 
only  three  physicians.  This  occurred  in  July,  1951.” 


Governor  Peterson  announced  June  13  that 
the  “State  Health  Department  is  discontinu- 
ing its  psychiatric  services  July  1 to  avoid 
overlapping  of  functions  with  the  Board  of 
Control.”  In  an  effort  to  hold  duplication 
of  functions  “to  an  absolute  minimum,”  the 
Governor  said,  the  department  is  ending  the 
part  time  services  of  a psychiatrist. 

The  Health  Department  will  withdraw  en- 
tirely from  the  psychiatric  field  except  for 
administration  of  federal  funds  for  the  Lin- 
coln Child  Guidance  Center  and  furnishing 
literature  and  educational  films  upon  request, 
the  Governor  stated. 

The  Ralph  Mueller  Gallery  of  the  Univer- 
sity of  Nebraska  Museum  was  dedicated  on 
June  1st.  Mr.  Ralph  Mueller,  ’98,  the  donor, 
was  present  and  spoke  briefly.  Dr.  Samuel 
Fuenning,  head  of  the  University  Health 


Service  said  the  Gallery  is  designed  to  “help 
Nebraska  citizens,  young  and  old,  to  under- 
stand and  appreciate  the  processes  of  life.” 


Notable  quotations:  (Draw  your  own  con- 
clusions) : 

Dean  W.  R.  Inge:  “The  conniption  of  the  democ- 

racies proceeds  directly  from  the  fact  that  one  class 
imposes  the  taxes  and  another  class  pays  them  . . .” 
Chief  Justice  John  Marshall:  “The  power  to  tax 

involves  the  power  to  destroy.” 

Harry  Hopkins:  “We  will  tax  and  tax,  spend  and 

spend,  and  elect  and  elect.” 

Franklin  D.  Roosevelt  (before  he  was  elected): 
“Taxes  are  paid  in  the  sweat  of  every  man  who 
labors.” 

Ernest  Hemingway:  “The  first  panacea  of  a mis- 
managed nation  is  inflation  of  the  currency.  The 
second  is  war.  Both  bring  a temporary  prosperity; 
both  bring  a permanent  ruin.  But  both  are  the 
refuge  of  political  and  economic  opportunists.” 


The  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association  has 
issued  a warning  of  possible  ill  effects  of 
electric  vaporizing  devices  for  insecticides. 
The  danger  to  health  is  particularly  serious 
when  DDT  is  used  and  increases  with  re- 
striction of  the  space  in  which  it  is  vaporized. 


The  first  phase  of  a $1,000,000  building 
program  at  Methodist  Hospital  in  Omaha  is 
underway  for  the  construction  of  an  80-room, 
seven  story  wing  which  will  cost  $750,000. 
An  additional  $250,000  will  be  spent  for  re- 
modeling when  the  new  wing  is  completed. 

Each  of  the  patient  rooms  will  have  its 
own  air  conditioning  unit,  oxygen  service 
(from  a central  supply),  private  toilet,  and 
will  be  wired  for  television  and  radio.  An 
intercommunication  system  will  enable 
nurses  to  talk  with  patients  without  going 
to  their  rooms.  In  addition,  the  rooms  will 
have  double  plate  glass  picture  windows. 
The  new  wing  will  also  double  the  size  of 
the  radio-isotope  laboratory. 

When  completed,  the  hospital  will  have  236 
beds  in  place  of  the  present  156.  In  an  emer- 
gency it  will  be  able  to  care  for  337  patients. 
It  is  estimated  that  the  project  will  be  fin- 
ished in  12  months. 


Speaking  before  the  50th  anniversary  of 
the  American  Surgical  Trade  Association  in 
Chicago  recently,  Mr.  B.  W.  Carey,  Director, 
Lederle  Laboratories,  related  some  interest- 
ing statistics  on  the  growth  of  the  pharma- 
ceutical and  surgical  supply  industries: 
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“In  1930,  the  pharmaceutical  industiy  was  realiz- 
ing annual  sales  of  less  than  one  hundred  fifty  mil- 
lion dollars;  the  surgical  supply  industry  (including 
surgical  and  medical  supplies,  and  surgical  appli- 
ances) had  annual  sales  of  less  than  sixty-five  mil- 
lion dollars.  That  was  in  1930. 

“Twenty-one  years  later,  in  1951,  the  pharaia- 
ceutical  industry  realized  sales  of  over  seven  hundred 
and  twenty-six  million  dollars.  That’s  a five-fold 
increase!  Last  year,  the  surgical  supply  industry 
had  sales  of  over  three  hundred  and  sixty  million 
dollars.  That’s  an  increase  of  five  and  a half 
times!” 

If  you  hear  that  only  sons  of  doctors  can 
get  into  medical  schools,  don’t  believe  it. 

Of  the  85  who  have  been  accepted  to  begin 
as  freshmen  next  fall  at  the  University  of 
Nebraska  College  of  Medicine,  nine  are  sons 
of  doctors.  On  the  basis  of  grouping  by 
father’s  occupation,  they  will  be  second  nu- 
merically. Sons  and  daughters  of  farmers 
are  first  with  14.  The  fathers  of  nine  in- 
coming freshmen  are  deceased. 

Among  the  other  fathers,  one  is  an  auc- 
tioneer, two  are  custodians,  one  is  a me- 
chanic, one  a professor  and  four  are  retired. 
In  all,  38  different  fields  are  represented  by 
the  students’  parents. 

The  1952  starting  freshman  class  will  rep- 
resent 39  counties  in  Nebraska,  led  by  Doug- 
las with  21  and  followed  by  Lancaster  with 
11.  Only  two  of  the  freshmen  are  from  out- 
side of  Nebraska.  Selection  was  made  from 
200  applicants  by  an  admissions  committee 
under  the  chairmanship  of  Dr.  E.  Stanley 
Pederson,  Omaha. 

Applicants  are  judged  primarily  on  schol- 
astic abilities,  character  and  recommenda- 
tions. There  is  only  one  restriction.  Eighty 
places  are  reserved  for  Nebraskans. 

— From  Omaha  World-Herald. 


Officials  at  the  Grand  Island  Veterans 
Hospital  said  in  June  that  they  expect  to 
open  two  new  wings  of  the  hospital  next  fall. 
The  wings,  which  will  increase  the  hospital’s 
capacity  from  132  to  201  beds,  have  not  been 
used  since  the  hospital  was  opened  two  years 
ago.  A shortage  of  doctors  prevented  use 
of  the  space.  Four  new  staff  members  are 
expected  by  next  fall. 

The  average  daily  patient  load  at  the  hos- 
pital has  been  98  with  the  average  patient 
staying  three  weeks.  About  half  the  patients 
have  been  veterans  of  World  War  I. 


Peru  will  soon  have  a new  hospital.  This 
is  a private  institution,  built  and  equipped  by 
Dr.  George  E.  Wiggins. 


Medical  Aspects  of  Civil  Defense  is  the 
title  of  a new  booklet  published  by  the  Amer- 
ican Medical  Association.  This  is  a com- 
pilation of  a series  of  special  articles  which 
have  been  published  in  the  Journal  of  the 
A.M.A.,  and  should  be  of  considerable  inter- 
est to  both  physicians  and  laymen.  It  is  for 
sale  at  25c  a copy  or  at  20c  in  lots  of  100 
or  more.  Address  Council  on  National  Emer- 
gency Medical  Service  of  the  American  Medi- 
cal Association,  535  No.  Dearborn  St.,  Chi- 
cago 10,  111. 


Graduates  of  foreign,  non-accredited  med- 
ical schools  can  not  be  lawfully  employed  by 
hospitals  as  interns  or  residents.  This  ques- 
tion was  referred,  recently,  by  Dr.  E.  A. 
Rogers,  Acting  Director  of  Health  of  Ne- 
braska, to  the  Attorney  General  for  inter- 
pretation of  the  law\  His  question  was: 
“Does  the  law  permit  hospitals  to  employ  as 
interns  and  residents  persons  who  are  gradu- 
ates of  foreign  non-accredited  medical 
schools.’’  After  a recitation  and  interpreta- 
tion of  the  law,  the  answer  given  by  the  At- 
torney General  is  as  follows:  “No.  Such 

persons  must  have  completed  at  least  two 
years  of  study  in  an  accredited  medical 
school  as  defined  in  section  71-1,105,  R.R.S., 
1943.” 


Dr.  Olin  West,  who  served  more  than 
twenty-three  years  as  secretary  and  general 
manager  of  the  American  Medical  Associa- 
tion, died  on  June  19th,  at  the  age  of  78. 
Doctor  West  had  retired  on  April  1,  1946. 
He  will  be  remembered  by  many  of  our 
readers. 


The  American  Medical  Asociation  has  is- 
sued a warning  in  regard  to  Chloromycetin. 
When  this  drug  was  accepted  by  the  Council 
on  Pharmacy  and  Chemistry  and  included  in 
N.N.R.,  it  was  known  that  certain  toxic  ef- 
fects might  be  observed.  Recently,  three 
cases  of  aplastic  anemia  have  been  attributed 
to  this  drug.  The  Council  therefore,  issues 
a warning  and  asks  that  observations  which 
seem  to  indicate  toxic  effects  be  reported  to 
them. 


Dr.  Hugh  E.  Parsons  of  Tampa,  Florida, 
has  obseiwed  a parasitic  w'orm,  thought  to  be 
an  immature  form  of  Ascaris,  in  the  eye,  be- 
neath the  retina,  of  a twenty-five  year  old 
man.  It  has  been  seen  in  various  parts  of 
the  eye  over  a period  of  three  years. 
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MINUTES  OF  SESSIONS  OF 
HOUSE  OF  DELEGATES 
May  14,  1952 

The  third  session  of  the  House  of  Delegates  was 
called  to  order  at  8 o’clock  by  Dr.  J.  D.  Bradley, 
Speaker  of  the  House  of  Delegates,  in  the  Lancaster 
Room,  Hotel  Comhusker,  Lincoln.  Thirty-six  mem- 
bers were  present. 

The  minutes  of  the  second  session  were  read  and 
with  one  minor  correction  in  wording,  were  ap- 
proved as  corrected. 

Reference  Committee  reports  were  called  for  and 
Dr.  E.  W.  Hancock,  Chairman,  Reference  Commit- 
tee No.  2 — Council,  gave  the  following  report: 
“Two  of  the  reports  referred  to  this  commit- 
tee— Medical  Sei-vice  Committee  and  Council  on 
Professional  Ethics  — were  oral  reports  which 
were  given  to  the  Council  at  the  mid-winter 
meeting;  with  Dr.  Morris  Nielsen  giving  a short 
oral  supplementary  report  for  the  Council  on 
Professional  Ethics  to  the  House  yesterday.  The 
committee  felt  some  action  on  the  part  of  the 
House  of  Delegates  was  indicated  and  we  recom- 
mend that  the  House  of  Delegates  express  their 
confidence  in  these  two  committees  and  com- 
mend them  for  their  work. 

“Mr.  Speaker,  I so  move.” 

The  motion  was  seconded  and  carried. 

“This  committee  was  also  referred  the  recom- 
mendations for  Life  Memberships  which  were 
presented  by  the  Council  as  follows: 

Boone  County — J.  W.  B.  Smith,  M.D.,  Albion. 
Omaha-Douglas  County  — Rodney  W.  Bliss, 
M.D.,  Omaha;  Joseph  A.  Henske,  M.D., 
Omaha;  F.  M.  Watke,  M.D.,  Omaha;  Chas. 

A.  Owens,  M.D.,  Omaha. 

Lancaster  County — Delbert  J.  Bowman,  M.D., 
Lincoln;  R.  0.  Hummel,  M.D.,  Lincoln. 

Platte  County — W.  R.  Neumarker,  M.D.,  Co- 
lumbus; C.  H.  Campbell,  M.D.,  Columbus; 

C.  A.  Allenburger,  M.D.,  Columbus. 

Dodge  County — Hamilton  N.  Morrow,  M.D., 
Fremont. 

Burt  County — Hariy  Benson,  M.D.,  Oakland. 
“The  committee  has  examined  these  applica- 
tions and  find  they  are  all  in  order.  Mr.  Speak- 
er, w'e  so  move  that  Life  Memberships  be  grant- 
ed to  these  members.” 

The  motion  was  seconded  and  carried. 

“We  have  a further  recommendation  in  light 
of  the  action  of  the  Council  yesterday  after- 
noon in  which  they  recommended  that  a Certifi- 
cate of  Distinguished  Service  be  given  to  Dr. 
Harry  Benson,  Oakland.  Mr.  Speaker,  we  so 
move.” 

The  motion  was  seconded  and  carried. 

Report  of  Reference  Committee  No.  3 — Consti- 
tution and  By-Laws,  was  called  for  by  the  chair. 

Dr.  Fritz  Teal,  Chairman,  gave  the  following 
report : 

“Item  1.  Second  reading  of  the  proposed 
change  in  the  By-Laws — Chapter  XII,  Section  2, 
Paragraph  C — delete: 

‘The  Committee  on  Credentials  shall  consist 
of  four  delegates  appointed  by  the  President- 
Elect,  no  two  of  whom  shall  be  from  the  same 


component  society.  They  shall  be  appointed 
from  the  delegates  whose  terms  do  not  expire 
until  after  the  next  ensuing  Annual  Session.’; 
and  substitute  the  following: 

‘The  Committee  on  Credentials  shall  consist 
of  the  Secretary-Treasurer  and  two  delegates 
from  different  component  societies  selected  by 
the  Secretary-Treasurer  at  the  beginning  of  each 
Annual  Session  of  the  Nebraska  State  Medical 
Association.’ 

“Mr.  Speaker,  I move  the  adoption  of  this 
change  in  the  By-Laws.” 

The  motion  was  seconded  and  carried. 

Doctor  Teal  asked  the  pel-mission  of  the  chair 
to  withdraw  the  proposed  change  in  the  By-Laws 
submitted  yesterday  as  Item  2 of  this  report  and 
substitute  the  following: 

“Proposed  change  in  the  By-Laws — delete 
paragraph  1,  of  Section  2,  Chapter  II,  which 
now  reads: 

‘An  assessment  of  thirty  dollars  shall  be 
levied  against  each  active  member  of  a com- 
ponent society,  which  shall  be  the  annual  dues 
for  membership  in  this  Association.  Dues, 
whenever  paid,  shall  be  for  the  current  calen- 
dar year.  The  dues  of  an  associate  member 
shall  be  an  amount  to  cover  subscription  cost  to 
the  Joui-nal.’; 

and  substitute  the  following: 

‘An  annual  assessment  shall  be  levied  against 
each  active  member  of  a component  society,  which 
shall  be  the  annual  dues  for  membership  in  this 
association.  Dues,  whenever  paid,  shall  be  for 
the  current  calendar  year.  The  dues  of  an  as- 
sociate member  shall  be  an  amount  to  cover 
subscription  to  the  Journal.’ 

“The  remaining  paragraphs  are  unchanged.” 
This  substitution  was  allowed  and  the  chair  ruled 
the  proposed  change  in  By-Laws  would  remain  on 
the  table  for  24  hours. 

Dr.  E.  E.  Koebbe,  Chairman,  Reference  Commit- 
tee No.  4 — Voluntary  Prepayment,  made  the  follow- 
ing report: 

“Mr.  Speaker,  Gentlemen  of  the  House  of 
Delegates: 

“Your  reference  committee  endorses  the  reso- 
lution from  the  Arkansas  Medical  Society.  We 
also  recognize  that  the  facts  cited  in  the  resolu- 
tion are  the  laws  of  the  United  States;  conse- 
quently, we  are  powerless  to  change  conditions. 
We  can,  therefore,  only  be  alert  in  electing  men 
to  Congress  who  will  not  lead  us  further  into 
regimented  and  socialized  medicine.” 

E.  E.  KOEBBE, 

W.  W.  NOYES, 

W.  E.  SHOOK. 

“Mr.  Speaker,  I move  the  adoption  of  this 
report.” 

The  motion  was  seconded  and  carried. 

Doctor  Koebbe  asked  permission  of  the  chair  to 
read  a resolution  from  a committee  of  the  Nebraska 
Academy  of  Ophthalmology  and  Otolai-yngology. 

Pei-mission  was  granted  by  the  chair  and  Doctor 
Koebbe  read  the  following  resolution: 

“House  of  Delegates, 

Nebraska  State  Medical  Association: 

A committee  of  the  Nebraska  Academy  of 
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Ophthalmology  and  Otolaryngology  requests 
that  the  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  petition  the  Motor  Ve- 
hicle Division  of  the  State  of  Nebraska  to  make 
a vision  test  a condition  of  renewal  of  a Motor 
Vehicle  Operator’s  License. 

A.  E.  HARRINGTON,  Chm., 

E.  E.  KOEBBE, 

D.  D.  STONECYPHER. 

“Mr.  Speaker,  I move  the  adoption  of  this 
resolution.” 

The  motion  was  seconded  and  carried. 

Dr.  Paul  Reed,  Chainrian  of  Reference  Committee 
No.  6 — Public  Health,  gave  the  following  report 
for  this  committee: 

“This  committee  was  asked  to  consider  the  re- 
ports of  the  Maternal  and  Child  Health  Commit- 
tee, the  Committee  on  Emergency  Medical 
Service,  Rural  Medical  Sei-vice,  Tuberculosis  and 
Public  Health  Committee. 

*'The  report  of  the  Tuberculosis  Committee  on 
page  27  of  the  brochure  was  reviewed.  Your 
committee  recommends  acceptance  of  the  re- 
port as  published  in  the  handbook  and  I so 
move.” 

The  motion  was  seconded  and  carried. 

“Your  committee  considered  the  report  of  the 
Emergency  Medical  Ser\nce  Committee  which 
is  on  page  28  of  the  printed  brochure.  This  ref- 
erence committee  views  with  alarm  the  apparent 
apathy  of  local  and  state  officials  relative  to 
civil  defense  in  emergency  as  indicated  in  the 
report  of  this  committee. 

“Our  committee  recommends  that  our  local 
and  state  civil  defense  officials  be  urged  to  com- 
plete in  detail  the  plans  for  defense,  and  that 
measures  be  taken  to  secure  the  cooperation  of 
every  citizen  through  publicity  and  education 
as  recommended  in  this  report. 

“We  further  recommend  that  copies  of  this 
report  and  this  recommendation  be  forwai-ded 
to  the  proper  officials  concerned  with  the  prob- 
lems of  civil  defense. 

“Mr.  Speaker,  I move  the  adoption  of  this  re- 
port.” 

The  motion  was  seconded  and  carried. 

“The  report  of  the  Maternal  and  Child  Health 
Committee  appears  on  page  36  of  the  printed 
brochure.  Relative  to  suggestion  2 w’hich  reads : 

‘That  the  Council  and  House  of  Delegates  re- 
consider their  stand  concerning  direct  payment 
to  the  doctor  in  old  age  assistance  cases,  and 
this  policy  of  not  favoring  such  direct  payment 
be  either  reaffirmed  or  rejected.’ 

“Your  committee  recommends  that  the  check 
be  made  out  to  both  doctor  and  recipient  for 
those  under  $55.00  the  same  as  those  above 
$55.00. 

“Relative  to  suggestions  3 and  4 — your  com- 
mittee favors  suggestion  3 over  suggestion  4. 

“Mr.  Speaker,  I move  the  adoption  of  the  re- 
port.” 

The  motion  was  seconded  and  carried. 

“Your  reference  committee  considered  care- 
fully the  report  of  the  Rural  Medical  Service 


Committee,  w'hich  appears  on  page  42  of  your 
brochure,  and  recommends  its  adoption  without 
change. 

“Mr.  Speaker,  I so  move.” 

The  motion  was  seconded  and  carried. 

“We  were  also  referred  the  report  of  the  Pub- 
lic Health  Committee  but  found  no  report.  This 
reference  committee  understands  that  no  meet- 
ing of  this  committee  w^as  held  and  no  work 
done. 

“This  reference  committee  washes  to  censor 
the  Public  Health  Committee  for  having  no  re- 
port. We  believe  this  is  an  important  committee 
and  that  there  is  plenty  of  work  for  it  to  do. 
We  are  of  the  opinion  that  no  committee  chair- 
man, nor  any  committee  member,  should  ac- 
cept membership  on  a committee  unless  he  in- 
tends to  wmrk. 

“Mr.  Speaker,  I move  the  adoption  of  this  re- 
port.” 

The  motion  was  seconded  and  carried. 

“We  considered  the  Supplementaiy  Report  of 
the  Committee  on  Maternal  and  Child  Health 
which  also  included  a formulary  to  be  pre- 
sented to  the  House  of  Delegates.  The  formu- 
lary is  rather  lengthy  and  I do  not  believe  you 
wmuld  w'ant  it  read. 

“We  believe  this  report  should  be  adopted  for 
the  following  reasons: 

1.  Experience  in  the  military  during  World 
War  II  proved  that  adequate  results  could  be 
obtained  wdth  a limited  formulary. 

2.  It  is  believed  that  any  knowoi  disease  can 
be  adequately  treated  under  this  formulary. 

3.  Use  of  this  formulaiy  by  governmental 
agencies  such  as  the  Maternal  and  Child  Health 
program  and  state  assistance  will  materially 
reduce  the  cost  of  medical  care  since  it  is  a 
fact  that  the  largest  single  item  in  the  cost  of 
medical  care  in  these  agencies  is  the  drug  bill. 

“This  committee  recommends  that  the  stand- 
ing committee  be  given  authority  to  revise  the 
formulaiy  as  needed  between  sessions  of  the 
House  of  Delegates. 

“We  move  the  adoption  of  this  report.” 

The  motion  was  seconded  and  caried. 

“Your  committee  approved  the  resolution 
from  the  Maternal  and  Child  Health  Committee 
relative  to  the  standards  for  the  preparation 
of  infant  formulas  and  we  so  move  the  adop- 
tion of  this  resolution.” 

The  motion  was  seconded  and  carried. 

Doctor  Read  stated  his  committee  had  one  other 
matter  under  consideration  which  w'ould  be  reported 
on  later. 

Dr.  Paul  Charlton,  Chairman,  Reference  Com- 
mittee No.  7 — Miscellaneous,  gave  the  following 
report: 

“Your  committee  w'as  given  for  consideration 
the  reports  of  the  committees  on  Cancer,  Cere- 
bral Palsy,  Diabetes,  Fractures,  Advisory  to 
Auxiliary,  Venereal  Disease  and  Industrial 
Health. 

“We  move  that  the  repoids  be  accepted  as 
printed” 

The  motion  was  seconded  and  carried. 
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Dr.  R.  H.  Kohtz,  Chairman,  Reference  Commit- 
tee No.  1 — Officers,  gave  the  following  report  for 
his  committee: 

“We  were  assigned  the  reports  of  the  Secre- 
taiy-Treasurer,  Executive  Secretary,  Board  of 
Ti-ustees,  Delegate  to  A.M.A.,  Editor,  Delegate 
to  North  Central  Conference  and  Medicolegal 
Adivsory  Committee. 

“Your  reference  committee  has  reviewed  these 
reports  and  move  their  adoption  as  published.” 
The  motion  was  seconded  and  carried. 

The  chair  gave  permission  of  the  floor  to  Mr. 
Edward  F.  Stagen,  representative  of  the  National 
Foundation  for  Infantile  Paralysis,  and  Mr.  Stagen 
briefly  addressed  the  House  of  Delegates. 

The  chair  stated  that  Dr.  Leroy  W.  Lee,  Omaha- 
Douglas  delegate,  had  to  be  absent  from  further 
sessions  of  the  House  and  asked  the  wishes  of 
the  House  as  to  officially  seating  his  alternate. 
Dr.  Leo  Hughes. 

A motion  was  made  that  Doctor  Hughes  be  seat- 
ed as  the  delegate.  The  motion  was  seconded  and 
carried. 

The  chair  called  for  unfinished  business  and  new 
business  but  none  was  presented. 

Doctor  Bradley  declared  the  House  adjoumed  un- 
til 8 o’clock  tomorrow  momiing. 


HOUSE  OF  DELEGATES 
May  15,  1952 

The  final  session  of  the  House  of  Delegates  was 
called  to  order  by  Dr.  J.  D.  Bradley,  Speaker  of 
the  House  of  Delegates,  at  8 o’clock  May  15,  1952, 
in  the  Lancaster  Room,  Hotel  Comhusker,  Lincoln, 
Nebraska.  Registration  showed  31  members  pres- 
ent. 

The  minutes  of  the  third  session  were  read  by  Dr, 
R.  B.  Adams  and  approved  as  read. 

The  report  of  the  Nominating  Committee  was 
given  by  Dr.  D.  H.  Bucholz  as  follows: 

“Your  Nominating  Committee  has  met  on 
three  occasions  and  has  selected  the  following 
slate : 

“For: 

President-Elect — James  F.  Kelly,  M.D. 

Vice  President — Charles  Moon,  M.D. 

Vice  Speaker,  House  of  Delegates  — Fritz 
Teal,  M.D. 

Councilors — 5th  District,  R.  T.  Van  Metre, 
M.D.;  5th  District,  Robert  E.  Harry,  M.D.; 
7th  District,  F.  A.  Mountford,  M.D.;  8th  Dis- 
trict, R.  R.  Brady,  M.D. 

Delegate  to  A.M.A. — J.  D.  McCarthy,  M.D. 

Alternate  Delegate  to  A.M.A. — Harold  S.  Mor- 
gan, M.D. 

Delegate  to  North  Central  Conference — Floyd 

L.  Rogers,  M.D. 

Board  of  Directors,  Nebraska  Medical  Serv- 
ice— J.  J.  Keegan,  M.D.,  A.  J.  Offerman, 

M. D.,  Paul  Read,  M.D.,  D.  B.  Steenburg, 
M.D. 

A motion  was  made  and  seconded  that  the 
House  of  Delegates  accept  the  report  of  the  Nom- 
inating Committee.  The  motion  carried. 

Nominations  from  the  floor  were  called  for  each 
office  but  none  were  offered. 


A motion  was  made  that  the  rales  be  dispensed 
with  and  the  Secretary-Treasurer  be  instructed  to 
cast  the  unanimous  ballot  of  the  House  of  Dele- 
gates for  the  officers  named.  The  motion  was  sec- 
onded and  carried. 

The  Secretaiy-Treasurer  cast  the  unanimous  bal- 
lot and  the  following  became  the  newly  elected  of- 
ficers of  the  Nebraska  State  Medical  Association: 
President-Elect — James  F.  Kelly,  M.D.,  Omaha 
Vice  President — Charles  Moon,  M.D.,  Omaha 
Vice  Speaker,  House  of  Delegates — Fritz  Teal, 
M.D.,  Lincoln 

Councilor,  5th  District — R.  T.  Van  Metre,  M.D., 
York 

Councilor,  6th  District — Robert  E.  Harry,  M.D., 
York 

Councilor,  7th  District — F.  A.  Mountford,  M.D., 
Davenport 

Councilor,  8th  District — R.  R.  Brady,  M.D.,  Ains- 
worth 

Delegate  to  A.M.A.  — J.  D.  McCarthy,  M.D., 
Omaha 

Alternate  Delegate  to  A.M.A. — Harold  S.  Mor- 
gan, M.D.,  Lincoln 

Delegate  to  North  Central  Conference  — Floyd 

L.  Rogers,  M.D.,  Lincoln 

Board  of  Directors,  Nebraska  Medical  Service — 
J.  J.  Keegan,  M.D.,  Omaha;  A.  J.  Offerman, 

M. D.,  Omaha;  Paul  Read,  M.D.,  Omaha;  D.  D. 
Steenburg,  M.D.,  Aurora 

Doctor  Bradley  then  appointed  Drs.  D.  J.  Bucholz 
and  A.  J.  Offerman  to  bring  the  newly  elected 
President-Elect  before  the  House  of  Delegates. 

Dr.  James  F.  Kelly  spoke  briefly  to  the  House, 
thanking  them  for  the  honor  of  becoming  their  next 
President. 

Report  of  Reference  Committee  No.  2 was  given 
by  Dr.  E.  W.  Hancock  as  follows: 

“We  over-looked  one  important  item  in  our 
report — that  of  the  annual  financial  audit.  We 
have  checked  this  report  and  find  it  to  be  cor- 
rect and  recommend  that  it  be  approved.  Mr. 
Chairman,  I so  move.” 

The  motion  was  seconded  and  carried. 

“The  Council  at  its  last  meeting  recommended 
the  following  doctors  for  Life  Membership  in  the 
state  association: 

“Omaha-Douglas  County — Floyd  S.  Clarke, 
M.D.,  Omaha;  Sam  McCleneghan,  M.D., 
Omaha. 

Gage  County — E.  P.  Bachle,  M.D.,  Liberty. 

Box  Butte  County — E.  I.  Whitehead,  M.D.,  Al- 
liance. 

Scottsbluff  County — N.  H.  Rasmussen,  M.D., 
Scottsbluff. 

“Mr.  Chairman,  we  make  the  motion  that 
these  physicians  be  given  Life  Memberships  in 
the  Nebraska  State  Medical  Association.” 

The  motion  was  seconded  and  carried. 

Dr.  Fritz  Teal  gave  the  following  report  for  Ref- 
erence Committee  No.  3 — Constitution  and  By-Laws: 
“Item  2 — proposed  change  in  the  By-Laws: 
“Delete  paragraph  1,  of  Section  2,  Chapter 
II,  which  now  reads: 

‘An  assessment  of  thirty  dollars  shall  be  levied 
against  each  active  member  of  a component  so- 
ciety, which  shall  be  the  annual  dues  for  mem- 
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bership  in  this  Association.  Dues,  whenever 
paid,  shall  be  for  the  current  calendar  year.  The 
dues  of  an  associate  member  shall  be  an  amount 
to  cover  subscription  cost  to  the  Journal.’; 

“and  substitute  the  following: 

‘An  annual  assessment  shall  be  levied  against 
each  active  member  of  a component  society, 
which  shall  be  the  annual  dues  for  membership 
in  this  association.  Dues,  whenever  paid,  shall 
be  for  the  current  calendar  year.  The  dues  of 
an  associate  member  shall  be  an  amount  to  cover 
subscription  to  the  Journal.’ 

“The  remaining  paragraphs  are  unchanged. 
Mr.  Speaker,  I move  the  adoption  of  this  change 
in  the  By-Laws. 

The  motion  was  seconded  and  carried. 

Doctor  Teal  then  called  attention  to  the  resolu- 
tion which  was  read  by  him  as  presented  by  the 
Council  at  the  previous  session  and  asked  that  this 
resolution  come  up  for  general  discussion  by  the 
House  of  Delegates. 

A motion  was  made  that  the  resolution  relative 
to  the  raise  in  dues  which  was  read  by  Doctor  Teal 
at  the  previous  session  be  again  brought  up  for 
discussion.  The  motion  was  seconded  and  carried. 

General  discussion  ensued  and  a suggestion  was 
made  that  we  give  consideration  to  setting  up  such 
a raise  in  dues  over  a period  of  three  years;  that 
we  raise  the  dues  $5.00  per  year  for  three  years; 
and  that  the  money  thus  obtained  be  earmarked 
and  would  go  into  an  investment  fund,  thus  putting 
the  association  in  the  desired  financial  position  and 
it  would  not  work  any  hardship  on  any  one  mem- 
ber. 

A motion  was  made  that  the  dues  be  raised  to 
$35.00  per  annum,  and  that  $5.00  of  this  $35.00  be 
specifically  ear-marked  for  investment  and  addi- 
tion to  the  reserve  fund  of  the  Nebraska  State  Medi- 
cal Association.  The  motion  was  seconded  and  car- 
ried. 

The  chair  called  on  Doctor  McCarthy,  Delegate  to 
the  Americal  Medical  Association,  but  Doctor  Mc- 
Carthy stated  he  had  nothing  further  to  report  than 
the  material  already  published  in  the  journal. 

Dr.  James  Kelly  stated  he  wished  to  submit  his 
resignation  as  a member  of  the  Council. 

A motion  was  made  and  seconded  that  Doctor 
Kelly’s  resignation  be  accepted.  The  motion  car- 
ried. 

The  chair  called  for  nominations  to  fill  the  un- 
expired term  as  Councilor  of  District  I,  and  Dr. 
Paul  Read,  Omaha,  was  nominated. 

A motion  was  made  that  the  nominations  be 
closed  and  that  Doctor  Read  be  declared  the  unani- 
mous choice  of  the  House  to  fill  the  unexpired  term 
as  Councilor  of  District  1.  The  motion  was  seconded 
and  carried. 

Report  of  Reference  Committe  No.  6 — Public 
Health,  was  given  by  Dr.  Paul  Read  as  follows: 
“We  have  considered  the  resolution  for  a 
United  Fund  Drive  under  the  auspices  of  the 
medical  profession  in  the  State  of  Nebraska.  It 
is  as  follows: 

RESOLUTION  FOR  A UNITED  FUND  DRIVE  UNDER 
THE  AUSPICES  OF  THE  MEDICAL  PROFESSION 
IN  THE  STATE  OF  NEBRASKA 
WHEREAS,  the  good  that  arises  from  the  activities  of  the 
various  medical  and  health  organizations  which  request  money 
from  the  public  year  after  year  through  the  means  and  drives, 


is  sufficient  to  warrant  the  continued  support  of  the  medical 
societies,  and 

WHEREAS,  the  public  is  already  complaining  of  the  new 
drives  put  on  for  various  purposes,  and 

WHEREAS,  the  functions  and  the  merits  of  these  various 
health  and  medical  groups  are  primarily  the  responsibility 
of  the  medical  profession,  and 

WHEREAS,  all  of  these  groups  may  come  in  for  unjust 
criticism  and  loss  of  public  support  if  their  number  continues 
to  increase  and  a new  group  is  fonned  for  every  complaint 
and  disease  as  seems  to  be  the  present  trend  ; 

THEREFORE,  BE  IT  RESOLVED: 

1.  That  the  Nebraska  State  Medical  Association  accept  the 
responsibility  for  these  various  organizations. 

2.  That  all  groups  approved  by  the  Nebraska  State  Medical 
Association  unite  to  go  before  the  public  once  each  year  for  a 
drive  for  funds  with  which  to  operate. 

3.  That  the  House  of  Delegates  appoint  a credential  and 
budget  committee  or  some  such  governing  committee  to  act  for 
the  Nebraska  State  Medical  Association  in  this  particular  field 
of  combined  lay  and  medical  health  activities. 

4.  That  the  public  interest  and  cooperation  has  been  so 
important  in  these  activities  in  the  past  that  some  means  of 
acknowledging  the  effors  of  our  lay  associates’  work  and  seek- 
ing their  continued  cooperation  in  the  future  be  established. 

5.  That  this  matter  be  acted  upon  during  the  present  session 
of  the  House  of  Delegates  of  the  Nebraska  State  Medical  Asso- 
ciation so  that  during  1953  a unified  medical  and  health  activ- 
ities program  may  begin  to  operate. 

6.  That  copies  of  this  resolution  be  sent  to  the  Speaker 
of  the  House  of  Delegates  of  the  Nebraska  State  Medical  As- 
sociation and  to  the  Public  Relations  Committee  of  the  Ne- 
braska State  Medical  Association,  and  that  it  be  printed  in  its 
entirety  in  the  JOURNAL  of  the  Nebraska  State  Medical  As- 
sociation. 

“This  committee  feels  that  this  resolution  has 
a great  deal  of  merit.  However,  we  believe  that 
a step  of  this  magnitude  deseiwes  much  more 
study  and  working  out  of  details  than  has  been 
done  thus  far  and,  therefore,  we  recommend 
that  this  resolution  be  given  to  the  Planning 
Committee  for  further  study.  Mr.  Chairman,  I 
so  move.” 

The  motion  was  seconded  and  carried. 

“This  committee  wishes  to  compliment  the 
committees  whose  reports  we  reviewed  for  their 
diligent  work  and  progress  this  past  yeai’ — all 
except  the  Public  Health  Committee. 

“I  wish,  also,  as  chairman  of  the  reference 
committee,  to  thank  Doctor  Wegner  and  Doctor 
Carveth  for  their  help  on  this  committee.” 

A motion  was  made  and  seconded  that  the  re- 
port be  adopted.  The  motion  carried. 

Doctor  Read  asked  pennission  of  the  House  to 
read  and  consider  a resolution  relative  to  the  Na- 
tional Foundation  for  Infantile  Paralysis.  This 
permission  was  granted  and  the  following  resolu- 
tion was  read: 

WHEREAS,  the  National  Foundation  for  Infantile  Paralysis 
should  be  commended  for  its  great  contribution  to  medical  re- 
search, to  public  and  professional  education  and  to  the  care 
of  patients  who  have  suffered  from  poliomyelitis,  all  of  which 
are  indispensable  in  the  nations  effort  to  conquer  poliomyelitis  ; 
and 

WHEREAS,  this  humanitarian  program  would  be  greatly 
impeded  if  the  National  Foundation  for  Infantile  Paralysis 
were  obliged  to  abandon  its  independent  annual  fund-raising 
campaign  which  serves  the  two-fold  purpose  of  providing  essen- 
tial funds  and  of  educating  the  public  in  its  own  defense  against 
poliomyelitis  ; 

NOW.  THEREFORE.  BE  IT  RESOLVED,  that  the  National 
Foundation  for  Infantile  Paralysis  shall  continue  to  possess 
complete  freedom  of  action  in  raising  the  funds  needed  to 
carry  on  its  program  and  that  this  Foundation  shall  remain  sub- 
ject only  to  the  will  of  the  people  of  this  country  who  shall  be 
free  to  support  it  by  their  voluntary  giving  and  voluntary 
endorsement. 

“Mr.  Speaker,  your  committee  approved  this 
resolution  and  I so  move  that  it  be  adopted.” 

The  motion  was  seconded  and  carried. 

Dr.  R.  B.  Adams,  Secretaiy-Treasurer,  read  a 
letter  from  F.  E.  Wilson,  M.D.,  Secretary,  Com- 
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mittee  on  Blood  Banks,  American  Medical  Associa- 
tion, relative  to  the  establishing  of  a Committee 
on  Blood  Banks  in  the  state  association. 

It  was  the  opinion  of  the  House  of  Delegates  that 
within  the  framework  of  the  state  association  there 
was  a committee  to  which  this  letter  could  be  re- 
ferred. 

The  chair  mled  the  letter  would  be  referred  to 
the  Planning  Committee  of  the  Nebraska  State 
Medical  Association. 

The  chair  reappointed  a special  committee  of  the 
House  of  Delegates  on  Constitution  and  By-Laws 
consisting  of: 

Fritz  Teal,  M.D.,  Lincoln,  Chairman 
Ray  Wycoff,  M.D.,  Lexington 
Paul  Charlton,  M.D.,  Hastings 
The  next  order  of  business  was  fixing  the  place 
for  the  meeting  in  1953.  A letter  was  read  by  Doc- 
tor Adams  from  the  Omaha  Chamber  of  Commerce 
inviting  the  association  to  hold  the  1953  Annual 
Session  in  Omaha. 

A motion  was  made  that  the  next  annual  meeting 
of  the  Nebraska  State  Medical  Association  be  held 
in  Omaha.  The  motion  was  seconded  and  carried. 

Doctor  Bradley  read  an  excerpt  from  the  min- 
utes of  the  Council  meeting  in  Februaiy  as  follows: 
“A  motion  was  made  by  Dr.  R.  E.  Harry  that 
the  Council  recommend  to  the  House  of  Dele- 
gates that  they  consider  the  matter  of  publish- 
ing a list  of  all  those  on  old  age  assistance  rolls. 
The  motion  was  seconded  and  carried. 

A motion  was  made  that  the  recommendation  of 
the  Council  relative  to  the  publishing  of  the  list  of 
those  on  old  age  assistance  rolls  be  adopted.  The 
motion  was  seconded. 

General  discussion  followed  relative  to  the  cost 
of  such  publication  and  meidt  of  the  recommenda- 
tion. 

The  question  was  called  for  and  after  count  of 
the  standing  vote,  which  resulted  in  a tie,  the 
chair  i-uled  in  favor  of  passage  of  the  recommenda- 
tion. 

A motion  was  made  that  the  House  of  Delegates, 
through  the  secretary,  extend  a vote  of  appreciation 
to  the  Hotel  Comhusker,  to  the  Lincoln  Chamber 
of  Commerce,  and  to  the  Lancaster  County  Medical 
Society  for  the  courteous  and  efficient  manner  in 
which  they  had  handled  the  Annual  Session  this 
year.  The  motion  was  seconded  and  carried. 

A motion  was  made  to  adjourn.  The  motion  was 
seconded  and  carried. 


HOUSE  OF  DELEGATES 
May  12,  13,  14,  15,  1952 
ADAMS — 1st 

G.  Paul  Charlton,  M.D.,  Hastings  (D) 

L.  F.  Egen.  M.D.,  Hastings  (A) 

BOONE— 

Harry  Henderson.  M.D.,  St.  Edward  (D) 

J.  E.  Davis,  M.D.,  Albion  (D) 

BOX  BUTTE— 

O.  L.  Seng.  M.D.,  Alliance  (D) 

Melvin  S.  Hoyt,  M.D.,  Mullen  (A) 

BUFFALO— 

Wm.  Nutzman.  M.D.,  Kearney  (D) P 

D.  A.  Nye,  M.D.,  Kearney  (A) 

BURT— 

Isaiah  Lukens,  M.D..  Tekamah  (D) P 

James  G.  Allen,  M.D.,  Tekamah  (A) 

BUTLER— 

D.  E.  Burdick.  M.D..  David  City  (D) 

L.  J.  Ekeler,  M.D.,  David  City  (A) 


Sessions 
2nd  3rd  4th 
P P P 


P P P 


P P 


CASS— 

R.  R.  Anderson,  M.D.,  Nehawka 


1st 


(D| P 


Sessions 
2nd  3rd 


4th 


CEDAR,  DIXON,  DAKOTA. 

THURSTON  and  WAlYNE— 

Walter  Benthack.  M.D.,  Wayne  (D) 


R.  M.  Matson.  M.D.,  Wayne  (A) 

R.  P.  Carroll.  M.D.,  Laurel  (D) P 

F.  G.  Dewey.  M.D.,  Coleridge  (A) 

C.  M.  Coe.  M.D.,  Wakefield  (Dl P P 

R.  E.  Bray,  M.D.,  Ponca  (A) 

C.  A.  Pierson,  M.D..  Pender  (D) 


Clayton  E.  Buhl.  M.D.,  Pender  (A) 

CHEYENNE.  KIMBALL,  DEUEI^ 

C.  B.  Dorwart.  M.D.,  Sidney  (D) 

Clifford  Babbit.  M.D.,  Sidney  (A) 

CLAY— 


H.  V.  Nuss,  M.D.,  Sutton  (D) P 

COLFAX— 

H.  D.  Myers,  M.D.,  Schuyler  (D) 

L.  C.  Kavan.  M.D.,  Schuyler  (A) 

CUSTER— 

R.  D.  Bryson.  M.D..  Calloway P P P P 

Ted  Koefoot,  Jr.,  M.D.,  Broken  Bow  (D) 

DAWSON— 

R.  S.  Wycoff,  M.D.,  Lexington P P P P 

A.  W.  Anderson.  M.D.,  Lexington  (A) 

DODGE— 

R.  C.  Reeder.  M.D..  Fremont  (D) P P P 

D.  B.  Wengert.  M.D.,  Fremont  (A) 

FILLMORE— 

C.  F.  Ashby,  M.D.,  Geneva  (A) P 

FRANKLIN— 

Li.  S.  McNeil.  M.D.,  Campbell  (D) P P P 


W.  A.  Doering.  M.D.,  Franklin  (A) 

FOUR  COUNTY— 

C.  W.  Weekes.  M.D.  (Ord),  Omaha  (D) 


GAGE— 

E.  L.  Penner,  M.D.,  Beatrice P P P 

H.  D.  Runty,  M.D.,  DeWitt  (A) 

GARDEN-KEITH-PERKINS— 

J.  L.  McFee.  M.D.,  Ogallala  (D) P P 

W.  G.  Seng,  M.D.,  Oshkosh  (A) 

HALL— 


W.  J.  Arrasmith,  M.D.,  Gr.  Island  (D) 

C.  H.  Maggiore,  M.D.,  Gr.  Island  (D) P 

HAMILTON— 

J.  M.  Woodard,  M.D.,  Aurora  (D) P 

E.  K.  Steenburg,  M.D.,  Aurora  (D) 

HARLAN— 

Paul  I.  Ekart.  M.D.,  Alma 

K.  C.  McGrew.  M.D..  Orleans  (A) 

HOLT  and  NORTHWEST— 

Wilber  Johnson.  M.D..  Valentine  (D) P P P 

Thos.  Deakin,  M.D.,  Valentine  (A) 

HOWARD— 

J.  Y.  Racines.  M.D.,  Palmer  (D) 

Edward  C.  Hanisch,  M.D.,  St.  Paul 

JEFFERSON— 

JOHNSON— 

L.  J.  Chadek,  M.D..  Tecumseh  (D), 

W.  L.  Miller,  M.D.,  Sterling  (A) 


LANCASTER— 

E.  S.  Wegner.  M.D.,  Lincoln  (A) P P P P 

R.  E.  Garlinghouse,  M.D.,  Lincoln  (D) 

Fritz  Teal,  M.D.,  Lincoln  (D) P P P P 

J C.  Peterson,  M.D.,  Lincoln  (A) 

E W.  Hancock,  M.D.,  Lincoln P P P P 

E.  E.  Angle.  M.D.,  Lincoln 

W.  W.  Carveth,  M.D.,  Lincoln  (D) P P P P 

H V.  Munger,  M.D.,  Lincoln 

Richard  Flebbe,  M.D.,  Sutherland  (D) P P P 

A.  J.  Callaghan,  M.D.,  N.  Platte  (A)„ 


MADISON  SIX 

Geo.  B.  Salter,  M.D..  Norfolk  (D) 

A.  C.  Barry,  M.D.,  Norfolk  (A) 

I.  L.  Thompson,  M.D.,  West  Point  (D) 


W.  D.  Hansen.  M.D.,  Wisner  (A) 

W.  I.  Devers,  M.D.,  Pierce  (D) P P P 

J.  H.  Calvert,  M.D.,  Pierce  (A) 

R.  H.  Kohtz.  M.D.,  Bloomfield  (D) P P P P 

R.  E.  Johnson.  M.D..  Wausa  (A) 

J.  D.  Reid,  M.D.,  Pilger  (D) P P 

H.  S.  Tennant,  M.D..  Stanton  (A) 

W.  W.  Graham.  M.D.,  Elgin  (D) 

E.  E.  Curtis.  M.D.,  Neligh  (A) P P 

MERRICK— 

NANCE— 

NEMAHA— 

Edgar  Cline.  M.D.,  Auburn  (D) 


R.  C.  Fenstermacher,  M.D.,  Auburn  (A) 

NORTHWEST  NEBRASKA— 

F.  W.  Wanek,  M.D.,  Gordon  (D) 

W.  K.  Wolfe,  M.D.,  Gordon  (A) P 


P 
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BLUE  SHIELD  PLAN 


Nebr.  S.  M.  JouT. 
August,  1952 


1st 

NUCKOLLS— 

Byron  L.  Brown,  M.D.,  Superior  (D) P 

Claude  T.  Mason,  M,D,,  Superior  (A) 

OMAHA-DOUGLAS— 

J,  D.  Bradley,  M.D„  Omaha P 

Geo.  T,  Alliband,  M.D.,  Omaha  (A) 

D.  J,  Bucholz,  M.D.,  Omaha  (D) P 

Wm.  Egan,  M.D,,  Omaha  (A) 

A.  J.  Offerman,  M.D.,  Omaha  (D) P 

S.  T.  Mangimelli,  M.D.,  Omaha  (A) 

Thos,  T.  Smith,  M.D.,  Omaha P 

Stanley  E.  Potter,  M.D.,  Omaha  (A) 

Paul  S.  Read,  M.D.,  Omaha  (D) P 

Sam  Swenson,  Jr.,  M.D,,  Omaha  (A) 

R,  J.  Fitzgibbons,  M.D.,  Omaha  (D) P 

R.  J.  Wyrens,  M.D.,  Omaha  (A) 

J.  B.  Christensen,  M,D.,  Omaha  (D) P 

Jos.  F.  Gross.  M.D.,  Omaha  (A) 

Leroy  W.  Lee,  M.D.,  Omaha  (D) P 


Leo  V.  Hughes,  M.D.,  Omaha  (A) 

OTOE— 

D.  D.  Stonecypher,  M.D.,  Nebr.  City  (D)  P 

J.  P.  Gilligan,  M.D.,  Nebr.  City  (A) 

PAWNEE— 

A.  B.  Anderson.  M.D..  Pawnee  City 

H.  C.  Stewart.  M.D.,  Pawnee  City  (A) 

PHELPS— 

Walter  Reiner.  M.D..  Holdrege  (D) 

H.  A.  McConahay,  M.D.,  Holdrege  (A) P 

PLATTE— 

E.  E.  Koebbe.  M.D.,  Columbus  (D) P 

C.  H.  Campbell,  M.D.,  Columbus  (A) 

POLK— 

H.  S.  Eklund.  M.D.,  Osceola  (D) 

C.  L.  Anderson.  M.D.,  Stromsburg  (A) 

RICHARDSON— 

W.  R.  Shook,  M.D.,  Shubert  (D) P 

S.  Cowan,  M.D.,  Falls  City  (A) 

SALINE— 

L.  W.  Forney.  M.D.,  Crete  (D) 

Paul  Huber,  M.D.,  Crete  (A) 

SAUNDERS— 

W.  W.  Noyes,  M.D.,  Ceresco  (D) P 

M.  P.  Williams.  M.D.,  Ashland  (A) 

SCOTTS  BLUFF— 

Douglas  Campbell,  M.D.,  Scottsbluff  (D)  P 

K.  A.  Ohme,  M.D.,  Mitchell  (A) 

SEWARD— 

C.  F.  Hille.  M.D.,  Beaver  Crossing  (D)_ 

W.  Ray  Hill.  M.D.,  Milford  (A) P 

SOUTHWEST  NEBRASKA— 

F.  M.  Karrer,  M.D.,  McCook  (D) 

THAYER— 

F.  A.  Mountford,  M.D.,  Davenport  (D) 

R.  E.  Penry,  M.D.,  Hebron  (A) 

WASHINGTON— 

Morris  Nielsen.  M.D.,  Blair  (D) P 

R.  F.  Sievers,  M.D.,  Blair  (A) 

WEBSTER— 

YORK— 

H.  O.  Bell.  M.D.,  York  (D) 

R.  E.  Harrv,  M.D.,  York  (A) 


Sessions 
2nd  3rd  4th 
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Know  Your 
Blue  Shield  Plan 

Figures  released  by  Blue  Shield  Medical  Care 
Plans,  international  association  of  medically-spon- 
sored prepayment  Plans,  indicates  that  Blue  Shield 
payments  to  physicians  over  the  nation  totaled  more 
than  $165,000,000  during  1951.  Payments  for  surgi- 
cal services  amounted  to  more  than  $106,000,000, 
maternity  care  totaled  nearly  $22,000,000,  and  medi- 
cal care  payments  exceeded  $16,000,000. 


Do  you  have  Blue  Shield?”  is  a good  question 
to  include  in  every  case  history.  If  the  answer  is 
affirmative,  the  patient’s  group  and  agreement  num- 
ber should  be  noted  on  his  case  record.  If  the  pa- 
tient is  not  a member,  your  question  will  remind 
him  that  Blue  Ci’oss-Blue  Shield  membership  is  de- 
sirable, and  it  may  induce  him  to  enroll. 


Sixty  Blue  Shield  Plans  sponsored  by  the  medical 
profession  now  offer  sei-vice  benefits.  This  indi- 
cates that  in  all  but  eighteen  Plans,  the  Participat- 
ing Physicians  have  agreed  to  accept  the  Blue  Shield 
schedule  of  fees  as  full  payment  when  the  patient’s 
annual  income  is  less  than  the  established  ceiling 
limits.  When  the  patient’s  income  is  above  the  limit, 
the  Participating  Physician  may  make  an  additional 
charge.  Income  limits  established  by  medical  so- 
cieties over  the  nation  range  from  $1,800  to  $6,000. 


All  Blue  Shield  Participating  Physicians  in  Ne- 
braska have  received  their  copies  of  the  Amendment 
to  the  Participating  Physicians  Agreement.  By  re- 
turning a signed  copy  of  the  amendment,  the  physi- 
cian signifies  that  he  will  continue  to  provide  Blue 
Shield  service  benefits  on  the  basis  of  the  new  in- 
come limits.  The  higher,  more  realistic  income 
classification  was  approved  unanimously  by  the 
House  of  Delegates  of  the  Nebraska  State  Medical 
Association  at  the  meeting  on  May  13.  It  was 
adopted  to  increase  the  effectiveness  of  the  Blue 
Shield  Plan  by  making  the  service  benefit  feature 
of  the  Plan  available  to  more  people  in  the  low  in- 
come group. 


The  Army  Medical  Service  celebrated  its  177th 
anniversary  on  Sunday  July  27th,  1952,  proud  in 
the  knowledge  that  the  combined  efforts  of  its  90,000 
physicians,  nurses,  medical  specialists  and  enlisted 
men  and  women  have  created  the  healthiest  combat 
force  in  history. 

From  the  tiny  band  of  doctors  and  assistants  or- 
ganized as  a medical  department  by  the  Continental 
Congress  in  1775  at  the  behest  of  General  George 
Washington,  the  Army  Medical  Service  has  grown  to 
the  largest  military  medical  service  in  existence. 
Its  members  are  spread  from  Pusan  to  Puerto  Rico 
and  from  Trieste  to  Fort  Churchill,  Canada. 
Whether  in  combat  or  out.  Army  medical  personnel 
are  dedicated  to  the  task  of  safeguarding  and  re- 
storing the  health  of  the  individual  soldier  as  the 
best  means  of  consei-ving  America’s  fighting 
strength. 


Reminder:  Doctors  who  report  cases  promptly 

are  building  good  public  relations  for  themselves  and 
their  Blue  Shield  Plan.  Their  patients  receive  noti- 
fication of  benefits  soon  after  the  services  are  ren- 
dered — during  convalescence  — - when  the  news  is 
especially  welcome. 


AMA  FELLOWSHIP  ABOLISHED 

The  AMA’s  House  of  Delegates  officially  abol- 
ished fellowship  in  the  Association  at  its  June  ses- 
sions in  Chicago.  Provision  has  been  made  for 
seiwice,  affiliate  and  honorary  fellowships  to  be 
incorporated  in  the  membership  classification.  All 
candidates  for  membership  in  the  Association  will 
be  screened  by  the  Judicial  Council  prior  to  ac- 
ceptance. 
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NEBRASKA  STATE  HEALTH 
DEPARTMENT 

POST-WAR  “WONDER”  CHEMICALS 
AND  DEVICES 

During  the  post-World  War  II  years,  nu- 
merous “wonder”  or  “miracle”  chemicals, 
mixtures  of  chemicals  and  devices  of  known 
or  possible  danger  to  health  have  appeared 
on  the  market.  Sales  campaigns  by  highly 
efficient  methods,  accompanied  by  elaborate 
advertising,  are  common.  With  a few  ex- 
ceptions, the  companies  marketing  these 
products  appear  to  disregard  the  health  and 
safety  of  the  users. 

In  the  case  of  many  of  the  newer  syn- 
thetic chemicals,  research  has  given  partial 
knowledge  of  their  usefulness  for  some  spe- 
cific purpose.  Considerable  knowledge  of 
short  term  toxicology  has  also  been  gained. 
In  the  main,  however,  time  has  not  permitted 
adequate  research  into  other  than  the  more 
immediate  effects  of  exposures.  The  urge 
for  quick  profits  seems  such  that  the  effects 
of  repeated  exposure  must  be  learned  from 
illness  among  users  rather  than  from  con- 
trolled laboratory  experimentation. 

The  possibility  of  the  practicing  physician 
encountering  symptoms,  incited  by  such 
causes  is  partial  motivation  for  the  prepara- 
tion of  this  article.  Further  motivation  re- 
sults from  the  type  of  publicity  that  has 
been  given  subjects  of  this  class.  There  has 
been  an  abundance  of  well  prepared  infonna- 
tion  available  to  scientific  and  professional 
classes.  Most  of  the  infonnation  readily 
available  to  the  general  public  and  so  pre- 
pared as  to  be  readable  and  understandable 
has  been  prepared  for  sales  purposes.  It  is 
believed  that  the  physician  can  well  afford 
to  prepare  himself  and  be  a source  of  authen- 
tic information  to  his  patients  on  such  prod- 
ucts and  preparations  as  far  as  health  and 
safety  are  concerned. 

In  the  paragraphs  to  follow,  two  types  of 
such  merchandise  will  be  discussed  in  some 
detail,  followed  by  a brief  discussion  of  some 
of  these  newer  chemicals. 

One  of  these  is  a one  half  gallon  bottle 
and  its  contents.  It  sold  at  retail  for  $2.29 
and  was  left  by  the  purchaser  in  the  Depart- 
ment for  inspection  and  comment.  The  label 
proclaims  it  as  “The  World’s  Finest  Carpet 
Cleanser”  and  further  claims  “scientific 
cleansing  magic.”  No  statement  of  active  or 
inert  ingredients  or  of  composition  was  giv- 
en on  the  label.  One  statement  is  made  that 
it  may  burn,  and  advises  that  flame  be  kept 


away.  Another  statement  advises  “use  with 
adequate  ventilation.” 

The  information  obtained  from  the 
U.S.P.H.S.  indicates  a composition  as  follows : 


Solid  material  24.0% 

Petroleum  naphtha  40.2% 

Trichlorethylene - 12.5% 

Water  23.3% 


No  special  reason  is  known  for  assuming 
that  the  contents  of  different  containers 
bearing  this  label  might  not  vary  in  compo- 
sition. However,  for  purposes  of  considera- 
tion here,  it  is  assumed  that  the  above 
stated  composition  is  representative. 

It  w'ould  appear  that  the  major  fire  or  ex- 
plosion hazard  would  result  from  the  con- 
tent of  petroleum  naphtha.  The  product  was 
found  to  be  readily  flammable  but  not  to  buni 
violently. 

Trichlorethylene  appears  to  be  the  main 
toxic  element  present.  The  threshold  limit 
for  atmospheric  contaminants  as  listed  by 
the  American  Conference  of  Governmental 
Industrial  Hygienists  is  100  ppm.  for  trichlo- 
rethylene. This  is  the  same  limit  they  list 
for  carbon  monoxide.  Some  state  Industrial 
Hygiene  Divisions  list  the  limit  for  trichlo- 
rethylene as  200  ppm.  and  that  of  carbon 
monoxide  as  100  ppm.,  thus  indicating  that 
the  latter  is  twice  as  toxic  as  an  atmospheric 
contaminant. 

Trichloreythlene  might  have  a safety  ad- 
vantage over  carbon  monoxide  as  its  odor, 
although  not  pronounced,  would  give  some 
warning  of  its  presence.  On  the  other  hand, 
trichlorethylene  is  absorbable  through  the 
skin  and  carbon  monoxide  is  not.  Another 
disadvantage  of  trichlorethylene  is  the  pos- 
sibility of  its  decomposition,  in  the  presence 
of  flame,  heat  or  light  with  the  formation  of 
phosgene.  Phosgene,  as  an  atmospheric  con- 
taminant, is  about  one  hundred  times  as  toxic 
as  carbon  monoxide  or  as  trichlorethylene. 

Toxicologically,  trichlorethylene  is  classed 
as  a narcotic,  anesthetic  and  a nerve  poison. 
Characteristic  symptoms  of  poisoning  in  man 
are  apparent  drunkenness,  stupor,  dullness, 
dizziness,  confusion,  nausea,  vomiting  and 
gastrointestinal  disturbances,  irritation  and 
nervous  disorders,  temporary  unconscious- 
ness and  death.  It  is  probable  that  chronic 
poisoning  might  be  similar  to  that  of  other 
chlorinated  hydrocarbons  and  consist  of  de- 
generative changes  in  the  liver  and  other 
organs. 
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The  opinion  of  certain  agricultural  special- 
ists as  to  the  toxicity  of  trichlorethylene  may 
be  gained  from  a resolution  appearing  in  the 
Official  Publication  of  the  Association  of 
American  Feed  Control  Officials  which  is 
quoted  herewith. 

“Resolved  that  this  Association  go  on  record  as 
discouraging  the  use  of  trichlorethylene  solvent  ex- 
tracted soybean  oil  meal,  flakes,  or  pellets  in  rations 
for  calves  and  dairy  and  beef  cattle  until  it  has  been 
proven  that  these  products  are  non-toxic  to  such 
animals,  and  that,  when  these  products  are  sold  or 
offered  for  sale,  the  process  of  manufacture,  and 
a warning  statement  prohibiting  their  use  in  rations 
for  calves  and  dairy  and  beef  cattle,  shall  be  stated 
on  the  label.  (Adopted  1951).” 

In  a laboratory  experiment,  two  mice  were 
exposed  to  the  vapors  of  this  product  (the 
commercial  rug  cleaner)  in  an  enclosed 
space.  Early  prostration  and  tremors  oc- 
curred. One  mouse  died  at  the  end  of  thirty- 
nine  minutes  and  the  other  at  forty-nine. 
Control  mice  from  the  same  litter  were  un- 
affected. 

It  seems  predictable  that  if  the  young 
lady  who  purchased  this  rug  cleaner  uses 
the  product  out  of  doors,  if  she  does  not 
contaminate  her  hands  or  body  with  the 
product,  and  if  she  avoids  getting  downwind 


light.  Insecticides  used  have  varied.  The 
present  tendency  is  toward  lindane,  impure 
gamma  benezene  hexachloride.  This  may  be 
furnished  under  a trade  name  not  identifying 
its  chemical  nature. 

There  is  a lack  of  agreement  among  those 
who  have  studied  this  type  of  equipment  as 
to  the  extent  and  nature  of  resulting  health 
hazards.  The  Council  on  Pharmacy  and 
Chemistry  of  the  A.M.A.  has  a “growing  gen- 
eral concern  over  the  efficacy  and  safety  of 
electric  vaporizing  units  for  the  dispersion 
of  insecticides  within  buildings.”  Causes  for 
this  concern  appear  to  be: 

(a)  too  little  known  about  the  effects  of 
long-term  exposure; 

(b)  danger  of  more  toxic  chemicals  being 
substituted  as  insect  resistance  develops  to 
currently  used  insecticides; 

(c)  the  relaxing  of  other  well-established 
methods  of  insect  control ; 

(d)  chemical  alteration  and  the  production 
of  possibly  more  toxic  compounds  from  the 
insecticides  being  vaporized; 

(e)  impracticability  of  dosage  control  and 
atmospheric  distribution  of  insecticides  used. 

Another  group,  the  Interdepartmental 


TABLE  I 

Dangerous  Dosage  for  Man 


Common  Name 

Acute 

Chronic 

Possible  Routes  of  Absorption 

Chlordane 

6 to  60  gm 

unknown 

any  portal  including  skin 

DDT 

20  gm 

unknown 

Gi  tract  and  lungs 
Solution  through  skin 

Dieldrin 

unknown 

any  portal  including  skin 

Dilan 

.unknown 

unknown 

GI  tract  and  lungs 
not  through  skin 

Lindane 

7 to  15  gm 

unknown 

any  portal  including  skin 

Parathion 

.12  to  20  mg 

unknown 

any  portal  including  skin 

Sodium  fluoroacetate 

-0.5  to  2 mg  /kg 

unknown 

GI  tract  and  lungs 
not  through  skin 

TEPP 

small  doses  additive 

all  portals  including  skin 

Toxaphene 

_2  to  7 gm 

some  knowledge 

all  portals  including  skin 

Warfarin 

_over  150  mg /kg 

some  knowledge 

GI  tract 

Xvlene 

unknown 

GI  tract  or  by  lungs 

atmosphere  200  ppm 


and  breathing  the  vapors,  she  will  suffer  no 
ill  effects.  If,  however,  the  job  is  attempted 
inside  the  house,  the  possibilities  might  vary 
from  no  injury  to  temporary  illness  or  even 
death,,  depending  on  the  density  of  vapors, 
duration  of  atmospheric  exposure  and  the 
extent  of  contact  exposure. 

Another  class  of  products  recently  appear- 
ing on  the  market  and  subjected  to  heavy 
sales  effort  is  electric  insecticide  vaporizers. 
The  insecticide  in  crystaline  form  is  placed 
in  a receptacle  portion  of  the  device  and  va- 
porized by  heat  generated  electrically.  Con- 
struction varies.  Some  have  thermostatical- 
ly controlled  heating  elements;  others  use 
an  electric  light  bulb  easily  replaceable  by  a 
larger  bulb.  Some  are  equipped  with  a pilot 


Committee  on  Pest  Control,  is  composed  of 
representatives  of  federal  departments  of 
Agriculture,  Interior  and  Defense,  and  the 
Federal  Security  Agency.  This  group  has 
recommended  that  the  use  of  such  vapor- 
izers be  permitted  in  places  such  as  com- 
mercial and  industrial  buildings  where  hu- 
man exposure  is  not  continuous  and  under 
safety  conditions  which  they  specify  in  some 
detail.  They  recommend  against  installa- 
tions in  homes  and  sleeping  quarters. 

These  are  but  two  of  the  many  items  avail- 
able on  the  market.  Some  information  on 
others  is  summarized  in  Table  I. 

In  this  table  an  attempt  has  been  made 
to  give  some  idea  of  present  opinion  on 
the  toxicity  of  a number  of  these  newer 


Volume  37 
Number  8 


DEATHS  — HUMAN  INTEREST  TALES 


271 


compounds.  Additional  information  on  the 
chemicals  here  listed  is  available  to  physi- 
cians on  request.  In  cases  of  suspected  poi- 
soning- with  any  of  these,  or  with  similar 
economic  poisons,  physicians  are  urged  to 
obtain  as  complete  as  practical  clinical  and 
laboratory  data  and  to  report  the  occurrence 
to  the  Department.  Laboratory  assistance  in 
diagnosis  and  in  the  identification  of  sus- 
pected agent  will  be  given  if  possible. 


Deaths 

Dr.  C.  C.  Copeland.  Doctor  Copeland  died  June 
18,  1952,  at  the  age  of  eighty-three  years,  eight 
months  and  five  days.  He  had  been  in  practice  in 
Beaver  City  since  1904.  Surviving  are  his  wife, 
Dell,  two  sons,  seven  grandchildren  and  three  great 
grandchildren. 

Dr.  Andrew  J.  Edstrom.  Doctor  Edstrom  of 
Stromsburg  was  seventy-three  years  old  at  the  time 
of  his  death  on  June  21st.  He  is  survived  by  two 
daughters,  Mrs.  W.  R.  Nelson  of  Stromsburg,  and 
Mrs.  M.  H.  Genkins  of  Hastings,  and  four  sisters. 


Dr.  B.  F.  Richards.  Dr.  Richards  of  Crawford 
died  on  June  25,  1952.  The  doctor  is  survived  by 
one  daughter.  Death  occurred  in  a hospital  in 
Phoenix,  Arizona. 


Dr.  Ora  F.  Feebler.  Doctor  Feebler,  a resident 
of  Omaha,  where  he  had  practiced  medicine  since 
1921,  died  June  14th,  at  the  age  of  seventy-one. 
He  is  survived  by  his  wife,  Mamie,  and  two  sons, 
John  E.  and  Charles  D.,  both  of  Des  Moines. 


Dr.  Charles  T.  Taylor.  Doctor  Taylor  died  at 
Sargent  where  he  had  practiced  for  forty-one  years, 
on  June  5th,  at  the  age  of  seventy-seven.  He  is 
survived  by  his  wife,  Flora;  two  sisters,  Mrs.  Belle 
Harshbarger  and  Mrs.  Ella  Mathews  of  Callaway, 
Nebr. 


A.MA  SURVEYS  DOCTORS  ON  DISCHARGE 
FROM  ARMED  FORCES 

In  an  effort  to  find  out  how  effectively  the 
armed  forces  utilize  medical  personnel,  the  AMA’s 
Council  on  National  Emergency  Medical  Seiwice  cui'- 
rently  is  initiating  a suiwey  of  doctors  newly-dis- 
charged from  active  military  seiwice.  From  com- 
ments, suggestions  and  criticisms  submitted  by  these 
physicians,  the  Council  hopes  to  draw  up  an  effec- 
tive yardstick  for  re-examination  of  the  doctor 
draft  law  which  will  be  up  for  renewal  July  1,  1953. 
Questionnaires  are  being  sent  to  all  physicians  who 
have  been  discharged  from  seiwice  since  June  25, 
1950. 


Human  Interest  Tales 

Communications  bearing:  human  appeal  are  solicited. 

They  should  be  addressed  to  The  Editor,  Nebraska  State 

Medical  Journal,  1315  Sharp  Bldg:.,  Lincoln. 

Dr.  Loyd  R.  Wagner  has  located  at  Leigh,  Ne- 
braska. 

Dr.  Roy  S.  Cram,  Buiw'ell,  has  moved  into  his 
new  office  building. 

Dr.  John  W.  Posey  has  entered  practice  in  Sew- 
ard with  Dr.  James  Carr. 

Dr.  E.  G.  Surber,  Norfolk,  recently  underwent  ma- 
jor surgery  at  Rochester. 

Dr.  and  Mrs.  C.  G.  Amick,  Loup  City,  are  vaca- 
tioning in  Europe  this  summer. 

Dr.  E.  J.  Kirk,  Omaha,  was  recently  installed  as 
president  of  the  Omaha  Optimist  club. 

Dr.  Howard  B.  Hunt,  Omaha,  has  been  elected 
President  of  the  American  Radium  Society. 

Dr.  and  Mrs.  W.  E.  Shook,  Shubert,  observed 
their  golden  wedding  anniversary  on  June  29. 

On  July  1,  Dr.  S.  T.  Thierstein,  Lincoln,  will 
have  associated  with  him,  Dr.  Roy  F.  Statton. 

Dr.  Henry  Billerback,  Denison,  Iowa,  has  an- 
nounced that  he  will  locate  in  Randolph,  Nebr. 

Dr.  and  Mrs.  A.  W.  Abts,  Humphrey,  spent  a 
vacation  in  Colorado  and  Wyoming  during  July. 

Dr.  Harlan  S.  Heim,  Humboldt,  attended  a meet- 
ing of  the  Christian  Medical  Society  in  Chicago  in 
June. 

Dr.  Carl  H.  Maggiore,  Grand  Island,  attended  the 
Cook  County  postgraduate  courses  in  Chicago  in 
June. 

Dr.  Horace  Munger,  Lincoln,  has  been  named  a 
member  of  the  Lincoln-Lancaster  County  Health 
Board. 

Dr.  and  Mrs.  C.  R.  Watson,  Mitchell,  were  enter- 
tained June  6 in  honor  of  their  silver  wedding  an- 
niversary. 1 

Dr.  and  Mrs.  Edward  Hanisch,  St.  Paul,  recently 
returned  from  a vacation  trip  to  the  Black  Hills 
and  Canada. 

Dr.  Henry  DeLong,  Omaha,  attended  postgraduate 
courses  at  the  Cook  County  Graduate  School  of  Medi- 
cine in  June. 

Dr.  R.  J.  Lynn,  Ord,  attended  the  annual  Rocky 
Mountain  Cancer  Conference  in  Denver  during  the 
first  part  of  July. 

Dr.  Joseph  M.  Shramek,  formerly  of  Omaha,  has 
moved  from  Ann  Ai'bor,  Michigan,  to  Shingwauk 
Resort,  Aitkin,  Minnesota. 

Dr.  Joseph  D.  McCarthy,  Omaha,  has  been  named 
vice  chairman  of  the  American  Medical  Association’s 
Council  on  Medical  Service. 

Dr.  Keith  Sutton  announced  recently  that  he  has 
established  his  practice  in  Wymore  where  he  Avill 
be  associated  with  Di’.  J.  C.  Nelson. 

Dx'.  Thomas  D.  Fitzgerald,  Omaha,  has  been  re- 
elected Chaiianan  of  the  Health  Division  of  the 
Omaha  United  Community  Seiwices. 
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New  officers  of  the  Polk  County  Medical  Society 
are  Dr.  R.  C.  Delfs,  President,  Shelby,  and  Dr.  R. 
E.  Klaas,  Secretary-Treasurer,  Osceola. 

Dr.  L.  C.  Albertson  and  Dr.  John  A.  Aita,  both 
of  Omaha,  were  guest  speakers  at  the  Sixth  Coun- 
cilor District  meeting  in  York,  June  9. 

Dr.  Floyd  0.  Ring,  who  was  graduated  from  the 
University  of  Nebraska  College  of  Medicine  in  1948, 
is  now  a staff  member  at  the  college’s  Psychiatric 
Unit. 

Dr.  and  Mrs.  Frank  Hamilton  and  daughter.  Miss 
Harriet,  of  Friend,  are  spending  a six  weeks  vaca- 
tion in  Pennsylvania  and  along  the  upper  coast  in 
Maine. 

Dr.  George  E.  Larson,  a graduate  of  the  Univer- 
sity of  Nebraska  College  of  Medicine  in  1944,  is 
now  associated  with  Dr.  W.  W.  Carveth  and  R.  F. 
Mueller  of  Lincoln. 

Dr.  and  Mrs.  A.  E.  Mailliard,  Osmond,  recently 
celebrated  their  silver  wedding  anniversary.  In 
honor  of  the  occasion,  they  were  feted  at  community 
open  house  reception  on  June  21. 

Dr.  and  Mrs.  R.  S.  Cram  and  family,  of  Burwell, 
spent  most  of  July  in  California.  Dr.  W.  A.  Soland, 
University  Hospital,  Omaha,  was  in  charge  of  Dr. 
Cram’s  practice  during  his  absence. 

Dr.  W.  N.  Blome,  formerly  of  Stromsburg,  visit- 
ed old  friends  there  in  June  while  enroute  to  Port- 
land, Oregon,  where  he  will  complete  his  final  two 
years  of  a residency  in  chest  surgery. 

Dr.  Richard  F.  DeMay,  who  recently  completed 
his  inteimship  at  the  Methodist  hospital  in  Omaha, 
has  located  in  Grand  Island  and  will  share  offices 
with  his  father.  Dr.  George  H.  DeMay. 

Dr.  James  A.  Mailliard,  son  of  Dr.  and  Mrs.  A. 
E.  Mailliard,  Osmond,  a June  graduate  of  Creigh- 
ton University  School  of  Medicine,  left  recently  for 
his  internship  in  the  Boston  City  Hospital. 

Dr.  Neil  B.  Bentley  has  located  in  Scotia.  He  is 
a 1951  graduate  of  the  University  of  Nebraska  Medi- 
cal College,  and  just  recently  completed  his  intern- 
ship at  the  Methodist  Hospital  in  Omaha. 

Dr.  G.  A.  Morehouse,  Benkelman,  has  announced 
the  name  of  his  new  associate.  Dr.  Robert  Melzer, 
formerly  of  Denver.  Dr.  Melzer  replaces  Dr.  David 
Wright  who  has  been  inducted  into  the  Navy. 

Dr.  William  Dean,  Lincoln,  has  been  made  perma- 
nent county  physician  of  Lancaster  county  by  re- 
cent action  of  the  county  commissioners.  He  re- 
places Dr.  A.  F.  Taborsky,  who  recently  resigned. 

Dr.  Fred  Lundy,  a University  of  Creighton  School 
of  Medicine  graduate,  has  recently  been  appointed 
medical  director  of  the  Northwestern  Life  Insurance 
Company.  Dr.  Lundy  now  lives  in  Seattle,  Wash. 

Dr.  Joseph  Gross,  Omaha,  is  the  new  President 
of  the  Catholic  Physicians  Guild.  Dr.  Bernard  V. 
Kenney  and  Dr.  Robert  J.  Fitzgibbon,  both  of  Oma- 
ha, are  Vice  President  and  Treasurer,  respectively. 

The  new  address  for  Dr.  J.  E.  Nordstrom,  former- 
ly of  Shelton  and  now  stationed  in  Korea,  is:  1st 
Lt.  J.  E.  Nordstrom,  01921198,  CLR  Co.,  120  Med. 
Bn.,  APO  86,  c^o  Postmaster,  San  Francisco,  Calif. 

Dr.  Leo  Hughes  and  Dr.  John  Gatewood,  Omaha, 
and  their  families  spent  the  month  of  July  in 
Europe.  They  also  attended  the  combined  meeting 
of  the  British  and  Irish  Medical  Associations  in 
Dublin,  July  7-11. 


Dr.  C.  A.  Weymuller,  a graduate  of  the  Univer- 
sity of  Nebraska  College  of  Medicine,  is  now  Pro- 
fessor of  Pediatrics  at  New  York  University.  Dr. 
Weymuller  was  in  Omaha  for  the  medical  school’s 
commencement  exercises. 

Dr.  Charles  William  Arnot,  formerly  of  Hum- 
boldt, has  located  in  Pueblo,  Colo.,  where  he  will  be 
associated  with  Dr.  Roscoe  H.  Ackerly  in  the  prac- 
tice of  internal  medicine  in  the  Corwin  hospital 
and  clinic. 

Dr.  and  Mrs.  R.  P.  Westover  visited  relatives  in 
Plattsmouth  during  the  past  month.  Dr.  Westover 
formerly  practiced  in  Plattsmouth,  and  is  now  lo- 
cated at  Boise,  Idaho,  where  he  is  in  charge  of  the 
Veteran’s  Facility. 

Miss  Alice  Gentry,  daughter  of  Dr.  and  Mrs. 
William  Gentry,  Gering,  received  top  honors  at  the 
1952  Cornhusker  Girls’  State  on  the  basis  of  examin- 
ations taken  during  the  one-week  program  spon- 
sored by  the  American  Legion. 

Dr.  B.  R.  Famer,  Norfolk,  returned  June  27  from 
a trip  to  Europe  where  he  attended  three  medical 
meetings  at  Barcelona,  Madrid  and  Bordeaux.  He 
also  traveled  in  Spain,  France,  Italy,  Switzerland, 
Germany,  Belgium  and  England. 

Dr.  George  Wiggins,  Peru,  was  honored  by  his 
community  June  23,  during  the  town’s  annual  Old 
Man  River  Days  celebration.  He  was  cited  for  his 
sponsorship  of  a community  hospital  project  and 
for  his  interest  in  health  problems. 

Dr.  Earl  E.  Farnsworth,  who  practiced  medicine 
in  Grand  Island  for  40  years,  retired  July  1.  After 
spending  the  summer  in  Minnesota,  Dr.  and  Mrs. 
Farnsworth  will  make  their  new  home  in  Santa 
Barbara,  California.  Before  leaving  Grand  Island, 
the  couple  was  honored  at  a dinner  given  by  the  Halt 
County  Medical  Society. 

Dr.  A.  J.  Schwedhelm,  Norfolk,  was  moderator 
for  the  panel  discussion  at  the  Blue  Shield  district 
meeting  held  June  26  in  Norfolk.  Speakers  were 
Dr.  R.  C.  Anderson,  Columbus;  Dr.  Glen  Peters, 
Randolph,  and  Dr.  John  Pollack,  Norfolk.  Dr.  Ar- 
thur J.  Offerman,  Omaha,  Blue  Shield  president, 
reported  on  the  status  of  the  medical  service  pro- 
gram in  Nebraska. 

Dr.  Otis  Miller  and  Dr.  Paul  Martin  have  leased 
the  building  and  equipment  of  Dr.  C.  W.  Weekes 
and  have  opened  their  practice  in  Ord.  Both  are 
1951  graduates  of  the  University  of  Nebraska  Col- 
lege of  Medicine  and  have  just  completed  their  in- 
ternships at  Immanuel  Lutheran  hospital  in  Omaha. 
Both  are  overseas  veterans  of  World  War  II,  and 
each  has  a baby  son.  The  families  will  move  to 
Ord  as  soon  as  housing  can  be  secured. 

The  Alliance  Times-Herald,  on  June  6,  reported 
interesting  facts  concerning  Drs.  A.  G.  Burnham  and 
Joseph  Kuncl,  both  of  Alliance.  According  to  the 
paper.  Dr.  Burnham,  who  moved  to  Alliance  some 
years  back  from  Bridgeport,  attended  a midget  base- 
ball game  between  the  two  towns  recently  and  dis- 
covered, after  looking  at  the  scorebook,  that  he  had 
delivered  six  of  the  nine  starting  players  for  the 
Bridgeport  team.  The  item  about  Dr.  Kuncl  was 
more  of  a weather  report.  Said  the  paper:  “It  got 
mighty  hot  Thursday  afternoon.  Doc  Joe  Kuncl 
turned  down  a golf  game.” 
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Contour  Choir  Shop 

1822  Farnam  St.  Omaha 
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YOU  BENEFIT  12  WAYS  in  a CONTOUR  CHAIR  LOUNGE 


Relieves  nervous  tension. 

Relaxes  muscles. 
Lessens  fatigue. 
Reduces  gravitational  pull. 
Only  chair  which  truly  elevates 
the  feet  and  legs  above 
center  of  gravity. 
Aids  circulation 


Rests  the  heart. 

Promotes  good  posture  through 
6 ZONE  Control. 

Improves  breathing 
Revives  energy. 

Stimulates  mental  activity. 
Improves  skin  tones  and  aids  com- 
plexion through  better  circulation. 


Tuberculosis  Abstracts 

EFFECT  OF  ISONIAZID  ON  THE  PROGRAM 
OF  THE  TUBERCULOSIS  ASSOCIATION 

Some  of  the  data  concerning'  isoniazid  may  be 
summarized  as  follows: 

Laboratory  and  Clinical  Data.  Isoniazid  is  an 
easily  synthesized  chemical  which  will  cost  little 
when  released  for  sale  on  physicians’  prescriptions; 
it  is  not  patentable,  and  will  be  readily  available. 
The  drug  has  been  found  to  be  effective  against 
tubercle  bacilli  in  the  test  tube,  and  in  tuberculous 
infections  in  experimental  animals,  even  when  there 
is  delay  in  starting  treatment.  If  treatment  is  dis- 
continued too  early  in  such  experimental  animals, 
relapses  occur.  Virulent  tubercle  bacilli  have  been 
grown  from  small,  residual  pulmonary  lesions  re- 
moved at  autopsy  of  experimental  animals,  which 
apparently  had  recovered  following  treatment  with 
the  drug. 

Isoniazid  behaves  well  pharmacologically  in  man. 
When  administered  by  mouth  in  suitable  dosage, 
concentrations  of  the  drug  are  obtained  in  the  plas- 
ma and  in  the  cerebrospinal  fluid  which  are  highly 
effective  against  vinalent  human  bacilli  in  the  test 
tube,  and  yet  well  below  the  level  of  toxicity  in  ex- 
perimental animals.  Increased  appetite,  gain  in 
weight,  and  reduction  of  fever  occurs  frequently 
when  patients  with  far  advanced  disease  are  treated 
with  the  drug.  Changes  in  the  x-ray  picture  have 
not  been  notable  in  patients  with  extensive  tissue 
destruction.  In  cases  of  military  tuberculosis,  im- 
pressive improvement  has  occurred,  including 


marked  clearing  in  serial  chest  x-rays.  The  ultimate 
benefit  in  all  types  of  patients  awaits  further  experi- 
ence. 

Isoniazid  appears  to  have  advantages  over  strep- 
tomycin and  PAS,  because  it  is  cheap  and  of  low 
toxicity,  because  it  is  administered  by  mouth  and 
does  not  irritate  the  gastrointestinal  tract.  From 
a therapeutic  standpoint  it  may  not  prove  to  be 
markedly  superior  to  the  combination  of  strepto- 
mycin and  PAS. 

Public  Health  Aspects.  The  new  drug  is  not  a 
preventive,  but  only  a better  method  of  treatment 
of  a patient  who  already  has  tuberculous  disease. 
The  effect  of  chemotherapeutic  and  antibiotic  agents 
on  the  prevalence  of  tuberculosis  cannot  be  predicted 
from  the  rapid  decline  in  prevalence  of  pneumococ- 
cal pneumonia  following  the  development  of  effec- 
tive chemotherapeutic  and  antibiotic  agents  against 
the  pneumococcus.  Pneumococcal  pneumonia  is  an 
acute  infection  with  severe  symptoms  and  signs, 
and  even  without  specific  therapy  usually  terminates 
quickly  in  either  death  or  recovery.  Pulmonary  tu- 
berculosis is  characterized  by  a symptomless  onset, 
by  the  development  of  caseation  necrosis  and  tissue 
destruction,  by  chronicity  and  relapses.  Even  a 
greatly  improved  dnig  is  unlikely  to  exert  a rapid 
effect  on  the  prevalence  of  tuberculosis  though  it 
may  accelerate  control  of  tuberculosis  used  with 
other  proved  effective  control  measures.  There 
seems  to  be  no  reason  to  assume  that  the  new  drug 
will  change  the  nature  of  the  control  program  more 
than  did  streptomycin  and  PAS. 

(Continued  on  page  xxiv) 
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Jefferson  (7) W.  P.  Yoachim,  Fairbury R.  P.  Luce,  Fairbury 
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in  OMAHA,  NEBRASKA 

stay  at  Hotel 

Paxton 

In  the  heart  of  downtown 
Omaha,  Hotel  Paxton 
typifies  the  spirit  of  this 
progressive  city  . . . 
continually  improving 
service  for  discriminating 
guests,  accentuating 
charm,  individuality 

and  livability  in  all  guests  rooms,  extending  traditionally 
famous  courtesy  to  travelers  since  1882,  Hotel  Paxton 
at  14th  and  Farnam  is  your  choice  for  good  living. 


Visit  the  * PAX  ROOM  • TAVERN  GRILL 
• MURAL  LOUNGE  * COFFEE  SHOP 


Affiliated 

NATIONAL  HOTELS 

ALABAMA 

HOTEJ>  ADMIRAL  SBMMES Mobile 

HOTEL  THOMAS  JEFFERSON 

Birmingham 


DISTRICT  OF  COLUMBIA 

HOTEL  WASHINGTON Washington 

INDIANA 

HOTEL  CLAYPOOL  Indianapolis 

LOUISIANA 

JHNG  HOTEL  New  Orleans 

HOTEL  DESOTO  New  Orleans 

NEBRASKA 

HOTEL  PAXTON  Omaha 

NEW  MEXICO 

HOTEL  CLOVIS  Clovis 


SOUTH  CAROLINA 

HOTEL  WADE  HAMPTON Columbia 

TEXAS 

HOTEL  STEPHEN  F.  AUSTIN Austin 


HOTEL  EDSON  Beaumont 

HOTEL  BROWNWOOD  Brownwood 

HOTEL  BAKER  Dallas 

HOTEL  TRAVIS  Dallas 

HOTEL  CORTEZ  El  Paso 

HOTEL  BUCCANEER  Galveston 

HOTEL  GALVEZ  Galveston 

HOTEL  JEAN  LAFITTE Galveston 

CORONADO  COURTS  Galveston 

MIRAMAR  COURT  Galveston 

HOTEL  CAVALIER  Galveston 

HOTEL  PLAZA  Loredo 

HOTEL  LUBBOCK  Lubbock 

HOTEL  FALLS  Marlin 

HOTEL  CACTUS  San  Angelo 

HOTEL  MENGBR  San  Antonio 

ANGELES  COURTS San  Antonio 

VIRGINIA 

HOTEL  MOUNTAIN  LAKE  .Mountain  Lake 
HOTEL  MONTICELLO Norfolk 


YEARS  TREATING  ALCOHOL 

AND  DRUG  ADDICTION 


In  1897  Doctor  B.  B.  Ralph  developed  methods  of  treating  alcohol  and  narcotic 
addiction  that,  by  the  standards  of  the  time,  were  conspicuous  for  success. 

Twenty-five  years  ago  experience  had  bettered  the  methods.  Today  with  the 
advantages  of  collateral  medicine,  treatment  is  markedly  further  improved. 

The  Ralph  Sanitarium  provides  personalized  care  in  a quiet,  homelike  at- 
mosphere. Dietetics,  hydrotherapy  and  massage  speed  physical  and  emotional 
re-education.  Co-operation  with  referring  physicians.  Write  or  phone. 


R A L P H 

SANITARIUM 

Established  1897 

539  HIGHLAND  AVE.,  KANSAS  CITY  6,  MO.,  VICTOR  3634 

Ralph  Emerson  Duncan,  M.D.,  Direclor 
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ACCIDENT  - HOSPITAL  - SICKNESS 


For  Physicians,  Surgeons,  Dentists  Exclusively 


DISABILITY  COSTS  (Quarterly) 


Adult  2.50  5.00  7.50  10.00 

Child  to  age  19 1.50  3.00  4.50  6.00 


$5,000  accidental  death  Quarterly  $8.00 

$25  weekly  indemnity,  accident  and  sickness  ' 

$15,000  accidental  death  Quarterly  $24.00 

$75  weekly  indemnity,  accident  and  sickness 

A 

$10,000  accidental  death  Quarterly  $16.00  I 

$50  weekly  indemnity,  accident  and  sickness  | 

► 

I $20,000  accidental  death  Quarterly  $32.00 

$100  weekly  indemnity,  accident  and  sickness 

COST  HAS  NEVER  EXCEEDED  AMOUNTS  SHOWN 


HOSPITAL  BENEFITS 


60  days  in  Hospital 5.00  per  day 

30  days  of  Nurse  at  Home 5.00  per  day 

I.»aboratory  Fees  in  Hospital 5.00 

Operating  Room  in  Hospital 10.00 

Anesthetic  in  Hospital 10.00 

X-Ray  in  Hospital - 10.00 

Medicines  in  Hospital 10.00 

Ambulance  to  or  from  Hospital 10.00 


10.00  per  day 

15.00  per  day 

Quadruple 
20.00  per  day 

10.00  per  day 

15.00  per  day 

20.00  per  day 

10.00 

15.00 

20.00 

20.00 

30.00 

40.00 

20.00 

30.00 

40.00 

20.00 

30.00 

40.00 

20.00 

30.00 

40.00 

20.00 

30.00 

40.00 

$4,000,000.00  PHYSICIANS  CASUALTY  ASSOCIATION 

INVESTED  ASSETS  PHYSICIANS  HEALTH  ASSOCIATION 
400  First  Natl.  Bank  Bldg.  management 

$200,000.00  deposited  with  State  of  Nebraska  for  protection  of  our  members 


$18,700,000.00 
PAID  FOR  CLAIMS 

Omaha  2,  Nebraska 


CLASSIFIED  AD 

WANTED  ■ — Physician  interested  in  ob- 
stetrics and  surgerj'.  Salary  open  and  perma- 
nent association  if  desired  after  one  or  two 
years  trial.  Northern  Minnesota.  Write  c/o 
Box  103,  Nebrasko  State  Medical  Joumal,  1315 
Sharp  Building,  Lincoln  8. 


TUBERCULOSIS  ABSTRACTS 

(Continued  from  page  xxi) 

There  should  be  an  intensification  of  casefinding 
procedures.  The  more  effective  the  treatment  of 
tuberculosis,  the  more  reason  we  have  for  finding 
cases  at  an  early  stage.  If  effective  therapy  is  avail- 
able it  should  stimulate  better  cooperation  of  the 
public  in  casefinding  programs. 

There  has  been  no  reduction  in  the  need  for  hos- 
pital beds  for  tuberculosis  patients  but  rather  the 
reverse.  The  average  duration  of  hospital  stay  has 
increased,  not  decreased.  Although  early  cases  may 
have  a shorter  stay  in  the  hospital,  other  patients 
who  would  have  died  but  for  the  improved  treat- 
ment, remain  longer.  Furthermore,  more  extensive 
use  of  surgical  procedures  has  resulted  in  greater, 
rather  than  fewer,  demands  upon  hospital  facilities. 
Finally,  segregation  of  infectious  tuberculous  pa- 
tients in  hospitals  is  necessary  to  protect  others. 
Many  patients  continue  to  be  infectious  despite  pro- 
longed treatment  with  the  new  dimgs. 

There  has  been  no  decrease  in  need  for  rehabilita- 
Vcui  c-aii  enhance  the  value  of  yr.ur  own 


tion.  Here,  again,  the  possibility  of  shorter  periods 
of  hospitalization  in  early  cases,  thus  reducing  the 
rehabilitation  problem,  is  balanced  by  the  needs  of 
the  patients  who  suffer  from  a prolonged  illness 
with  ultimate  recovery. 

There  has  been  no  reason  to  decrease  the  program 
of  research.  Streptomycin  and  PAS,  and  isoniazid, 
are  not  perfect  drugs.  Research  must  go  on  for 
even  better  ones.  Furthermore,  a good  vaccine, 
superior  to  BCG,  would  have  greater  potentiali- 
ties for  control  of  tuberculosis  than  any  method  of 
treatment.  Social  and  economic  factors,  including 
nutrition,  still  need  study  and  definition  as  they 
relate  to  the  tuberculosis  problem. 

There  has  been  no  reduction  in  the  program  of 
education.  Essential  to  all  aspects  of  the  tuberculo- 
sis control  program  is  an  adequate  program  of 
education  of  the  public  and  members  of  the  medical 
and  allied  professions.  The  need  for  such  an  inten- 
sified educational  program  is  more  urgent  in  view 
of  the  distorted  impressions  concerning  isoniazid 
acquired  by  millions  of  people  through  the  pre- 
mature sensational  reports. 

Possible  adverse  effect  of  new  dmg  on  tubercu- 
losis control  program.  The  new  drug  could  actual- 
ly prove  a step  backward  if  it  is  used  indiscrim- 
inately with  spi'ead  of  tubercle  baccili  resistant  to 
the  dimg  from  these  patients  to  others  or  if  there 
is  an  unjustified  decrease  in  funds  for  tuberculosis 
control  programs  with  leduction  of  other  effective 
methods  of  conti-ol. 

, Effect  on  program  of  the  tuberculosis  association. 
The  comments  thus  far  have  applied  to  the  tuber- 
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culosis  control  program  as  a whole.  A considera- 
tion of  the  difference  between  the  program  of  the 
voluntary  agency  and  that  of  the  official  agency 
shows  that  with  the  exception  of  enforcement  of 
laws  and  regulations,  there  is  no  aspect  of  the 
tuberculosis  control  program,  which  under  appro- 
priate local  conditions,  cannot  be  engaged  in  legiti- 
mately by  the  tuberculosis  association,  at  least  on  a 
demonstration  basis.  The  tuberculosis  associations’ 
special  usefulness  lies  in  the  field  of  education, 
where  the  tuberculosis  association  can  be  particu- 
larly effective  because  it  consists  of  medical  and 
non-medical  citizens  working  as  volunteers.  Hence, 
statements  from  these  volunteers  to  their  fellow 
citizens  and  their  elected  representatives  carry 
greater  weight  than  statements  from  employees  of 
health  departments.  Tuberculosis  associations,  there- 
fore, must  assume  the  major  role  in  preventing, 
on  the  one  hand,  misinterpretation  of  the  part  the 
new  drug  will  play  in  the  tuberculosis  control  pro- 
gram, and,  on  the  other  hand,  seeing  to  it  that  im- 
proved methods  of  therapy  are  utilized  as  quickly  as 
possible,  within  the  limits  of  sound  practice. 

Some  of  the  w’ays  tuberculosis  associations  have 
assumed  this  role  are  as  follows: 


Authoritative  statements  on  the  current  experi- 
mental and  clinical  evaluation  of  the  drug  are 
issued  by  the  American  Trudeau  Society,  which  is 
the  medical  section  of  the  NTA,  and  national, 
state  and  local  associations  see  that  such  statements 
reach  promptly  all  those  who  need  to  be  kept  cur- 
rently informed  of  technical  progress.  The  tuber- 
culosis associations  must  attempt  to  get  necessary 
funds  restored  if  a mistaken  impression  of  the 
value  of  the  new  drag  has  resulted  in  unwarranted 
reductions  in  appropriation.  Tuberculosis  associa- 
tions should  keep  the  public  currently  informed  of 
the  trae  role  of  the  new  drug  so  that  the  public  will 
support  an  intensification  in  the  casefinding  and 
other  aspects  of  the  tuberculosis  control  program. 

— By  James  E.  Perkins,  M.D.,  NTA  Bulletin,  July,  1952. 
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Prescribe  UNSCENTED  AR-EX  Cosmetics 

When  perfumes  or  scented  cosmetics  couse  ollergic  reoctions  — prescribe 
UNSCENTED  AR-EX  COSMETICS-  Clinically  tested  to  meet  your  high  stand- 
ords.  Smart,  foshion-right  for  patient  occeptance.  All 


needed  beauty  oids.  Send  for  free  Pormulory 


COSMETICS,  INC.,  1036  W.  VAN  BUREN  ST.,  CHICAGO  7,  III. 


AR-EX 

HYPO-ALLERGENIC 

CMnically  tested  on 
ollergic  patients 
for  use  by 
allergic  patients 
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URINARY  TRACT 

I 

Pyelonephritis 

^ Pyelonephritis  occurs  most  often  f\  The  onset  is  sudden,  usually  with  «i  Always,  pus  cells  and  hacteriai 
in  the  young  child  ...  Z a chill  ...  0 pear  in  the  urine 


temperature — ' 'spiking 
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commonest  in  tl^^aiaper^C’^female 


white  cell  count — high 


look  for  clumps  of  white  cells 
in  catheterized  specimens 


Culture  determines  pathogen.  C Sometimes  there  is  tenderness  over  the  kidney  region 
Mixed  mfection  not  uncommon.  w 


in  8 out  of  10  children, 
colon  bacillus  invades 


^ ...  or  abdominal  pain  and  rigidity  "j  Look  for  a cause  of  urinary  stasis. 
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EDITORIAL 

THE  INTERNATIONAL  LABOR 
ORGANIZATION 

The  International  Labor  Organization  is 
just  what  its  name  signifies.  Its  objectives 
were,  and  ostensibly  are,  to  work  for  the  wel- 
fare of  labor  throughout  the  world.  It  was 
set  up  in  1919  as  an  adjunct  to  the  League 
of  Nations  at  the  end  of  World  War  I.  The 
United  States  become  a member  nation  in 
1934.  By  the  end  of  1936  there  were  thirty- 
six  member  nations. 

By  the  action  of  the  United  Nations  Gen- 
eral Assembly  on  December  14,  1946,  the  In- 
ternational Labor  Organization  became  a 
specialized  agency  of  the  United  Nations, 
specifically  as  an  organ  of  the  Economic  and 
Social  Council  of  the  U.  N.  This  Council  was 
organized  under  the  Charter  of  the  United 
Nations  to  devote  itself  to  promoting  inter- 
national economic  and  social  cooperation, 
with  special  reference  to  higher  standards  of 
living,  full  employment,  economic  and  social 
progress  and  development,  solution  of  inter- 
national economic,  social,  HEALTH,  and 
related  problems,  etc. 

On  October  24,1945  ratification  of  the 
charter  was  complete  and  the  Charter  of  the 
United  Nations  became  a part  of  internation- 
al law.  The  above  details  are  sufficient  to 
show  the  powerful  position  now  held  by  ILO. 
It  is,  in  effect,  an  agency  of  our  government, 
an  integral  segment  of  the  United  Nations 
and  its  governing  charter  is  a part  of  inter- 
national law. 

A brief  examination  of  the  actions  of  ILO 
in  recent  years  reveals  that  it  has  been  con- 
sistent in  its  demands  for  greater  social  se- 
curity and  that  its  definition  of  this  term 
includes  socialized  medicine.  All  its  commit- 
tees are  so  constituted  that  about  one  fourth 


of  their  members  represent  labor,  one  half, 
the  governments  and  one  fourth,  employers. 
This  practically  always  gives  a three  to  one 
vote  against  the  employer  section.  The  ac- 
tions of  the  ILO  are  mostly  represented  by 
“recommendations”  and  “conventions”.  The 
definition  of  a “convention”,  in  this  instance, 
is  a treaty.  When  they  pass  a “convention” 
it  is  referred  to  the  member  nations  with  the 
hope  and  expectation  that  it  will  be  ratified 
by  part,  if  not  all  of  them  and  thus  become 
a segment  of  international  law.  If  ratifica- 
tion can  be  obtained  by  the  Congress  in  the 
case  of  the  United  States,  it  becomes  the 
public  law  of  our  nation.  Who  can  say,  after 
the  fiasco  which  we  witnessed  in  relation  to 
the  Senate’s  final  action  on  H.  R.  7,800,  that 
our  Senate  will  prove  adequate  to  protect  us 
against  the  constant  pressure  of  ILO  “con- 
ventions” and  recommendations? 

The  consistency  with  which  an  organiza- 
tion such  as  ILO  works  over  the  years  is 
shown  by  reference  to  their  volume  on  Com- 
pulsory Sickness  Insurance  which  was  pub- 
lished in  1927.  They  have  not  deviated  from 
their  goal  in  any  way.  It  has  been  pointed 
out  by  others  that  every  piece  of  social  se- 
curity legislation  which  we  have  acquired 
over  the  years,  drops  neatly  into  a niche  in 
ILO’s  plan. 

The  latest  conference  held  by  this  organi- 
zation was  that  in  Geneva  in  June  of  this 
year.  The  convention  which  was  passed  in 
Geneva  on  June  28th  was  approved  for  the 
United  States  by  Senator  Murray  (I).- 
Mont.)  ; Assistant  Secretary  of  Labor,  Phil- 
lip M.  Kaiser;  and,  AF  of  L-  representative, 
George  P.  Delaney.  The  employer  representa- 
tive, Charles  P.  McCormick,  as  usual,  cast  an 
ineffective  vote  against  it. 

This  convention  (treaty)  provides  that  all 
persons  within  our  borders,  whether  aliens 
or  nationals,  shall  have  the  same  ])rivileges. 
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These  privileges  shall  include  the  ultimate  in 
socialized  medicine.  Space  does  not  permit 
details  of  these  provisions  but  it  is  to  be  re- 
membered that  as  a member  nation,  we  have 
approved  them.  All  that  stands  in  the  way  of 
ILO’s  convention  becoming  the  law  of  our 
land,  is  our  Senate.  Let  us  hope  that  we  can 
tnist  the  Senate. 


DINOSAURS 

Did  you  ever  become  interested  in  dino- 
saurs? One  would  not  unless  some  catalyst 
were  provided  to  start  the  reaction.  Not  long 
ago  a person  with  whom  the  writer  is  quite 
intimate  picked  up  a peck  of  dinosaur  giz- 
zard stones.  Amongst  these  was  one  piece  of 
exquisite  jade.  Besides  the  great  pleasure  of 
cutting  and  polishing  the  jade,  meditation 
upon  and  investigation  of  this  circumstance 
became  very  intriguing.  Where,  one  may  ask, 
seventy-five  to  one  hundred  and  fifty  mil- 
lion years  ago,  did  this  brute  get  a piece  of 
jade?  Just  how  big  were  these  animals? 
Were  they  land  animals,  amphibian  or  what  ? 
How  far  did  they  roam?  What  did  they  eat? 
Did  they  all  have  gizzards?  Etc,  etc. 

“Dinosaurs”  is  not  really  the  subject  of 
this  editorial.  It  simply  illustrates  a ramifica- 
tion of  a hobby,  stone  cutting.  It  was  man’s 
need  of  having  one  or  more  hobbies  that 
seemed  worth  writing  about.  Patients  and 
doctors,  men  and  women,  rich  or  poor,  should 
develop  hobbies.  This  may  insure  that  after 
retirement  a person  will  have  something  to 
do  other  than  to  sit  on  the  porch  in  a rocker 
and  watch  the  world  go  by  while  he  secretely 
contemplates  dissolution  and  death.  He  may 
be  enjoying  “security”  provided  either  by 
his  own  industry  or  by  a paternalistic  gov- 
ernment, but  this  security  is  usually  meas- 
ureable  in  dollars  or  other  material  things 
rather  than  in  mental  tranquility. 

One  often  hears  the  person  who  has  been 
busy  for  the  past  sixty  years  or  so  say  that 
he  is  going  to  enjoy  doing  nothing,  but,  you 
may  be  sure  he  will  not.  Others  always  in- 
tend to  develop  their  hobbies  after  retire- 
ment, but  they  i-arely  do  so.  Hobbies  should 
be  developed  during  the  time  when  the  in- 
dividual learns  easily;  can  become  skilled 
with  his  hands;  has  more  than  enough 
energy  to  do  his  regular  work;  and,  has 
time  to  delve  into  several  fields  to  choose 
one  or  more  that  will  continue  to  interest 
and  please  him. 


The  best  hobbies  are  those  that  are  crea- 
tive: Wood  work,  photography,  lapidary, 
painting,  sewing  and  many  others  give  the 
satisfaction  of  producing  something  either 
useful  or  beautiful.  Not  only  the  activity  of 
doing  something  pleasurable,  but  the  enjoy- 
ment of  contemplating  the  products  of  .this 
activity  enter  the  picture.  Often  a hobby  can 
also  be  productive  of  income  which,  if  this 
should  not  exceed  what  the  government  will 
allow,  can  be  added  to  the  exchequer. 

Human  life  is  increasing  in  span.  It  may 
reach  the  century  mark.  Human  usefullness 
in  the  commercial  and  industrial  world  is 
not  keeping  up  with  longevity.  Industry  still 
likes  to  retire  the  older  worker  at  sixty  or 
sixty-five,  even  though  his  skill  and  pride  of 
accomplishment  may  make  up  in  quality  for 
what  age  may  have  taken  away  in  quantity 
of  production. 

There  is,  of  course,  the  hope  that  increased 
longevity  may  be  accomplished  by  a cor- 
responding ability  to  continue  physical  and 
mental  activity;  that  we  are  not  just  increas- 
ing the  length  of  the  senile  period.  At  any 
rate,  there  is  bound  to  be  a considerable 
period  of  life  when  time  should  be  occupied 
by  productive  activity  rather  than  idle  con- 
templation of  the  past  and  fearful  visions  of 
an  uncertain  future.  A good  hobby  can  help 
tremendously  to  fill  this  gap.  Develop  some 
hobbies  yourself.  Doctor,  and  teach  your 
patients  to  do  likewise. 


The  Medical  Society  of  Virginia  has  listed 
“ten  ways  we  can  work  individually  for  bet- 
ter public  and  professional  relations:” 

1.  Be  civic  minded  and  active  in  commun- 
ity affairs. 

2.  Schedule  appointments  we  can  meet  on 
time. 

3.  Itemize  our  bills. 

4.  Explain  to  patient  in  understandable 
terms  why  an  expensive  drug  is  prescribed 
and  what  results  may  be  expected. 

5.  Urge  hospitals  to  minimize  routine 
costs. 

6.  Invite  patients  to  discuss  our  fees ; dis- 
play the  AMA  plaque  “To  All  My  Patients.” 

7.  Encourage  voluntary  health  insurance 
plans. 

8.  Pay  special  attention  to  reception  room. 
Keep  it  neat  and  comfortable. 

9.  Supply  sound  PR  literature  to  patients. 

10.  Urge  office  personnel  to  be  PR 
minded. 


The  Diagnosis  and  Surgical  Treatment  of 
Hirschsprung's  Disease* 

ORVAR  SWENSON,  M.D. 

Boston  Floating  Hospital  for  Infants  and  Children,  and  the 
Department  of  Surgery,  Tufts  College  Medical  School 
Boston,  Massachusetts 


Doctor  Swenson  presents  a new  treatment  for  Hirsch- 
sprung's disease,  with  detailed  suggestions  for  preopera- 
tive preparation,  technique  of  operation  and  postopera- 
tive care,  including  the  management  of  complications. 
This  valuable  contribution  not  only  gives  us  a new  and 
logical  method  of  treatment  based  on  demonstrated  path- 
ology, but  also  adds  to  our  knowledge  of  this  heretofore 
poorly  understood  condition. 

E.W.H. 

\^'e  have  previously  reported  a new  con- 
cept of  the  pathology  and  surgical  treatment 
of  Hirschsprung’s  disease^^'^h  The  path- 
ology is  an  absence  of  ganglion  cells  in  Auer- 
bach’s plexus  in  the  rectosigmoid  and  rec- 
tum, and  this  congenital  malfonnation  of  a 
part  of  the  pelvic  parasympathetic  system 
probably  accounts  for  the  absence  of  peristal- 
sis in  the  distal  colon.  This  defect  in  func- 
tion of  a part  of  the  colon  serves  as  a func- 
tional obstruction  and  produces  the  dilated 
and  hypertrophied  colon  proximal  to  the  le- 
sion. Resection  of  the  aganglionic  segment 
of  colon  relieves  these  patients  of  their  symp- 
toms. 

To  assure  benefits  from  this  new  surgical 
treatment  there  must  be  a careful  selection 
of  patients.  Enlargement  of  the  colon  may 
be  the  result  of  anal  stricture,  tumors,  or 
chronic  constipation,  and  is  not  pathogno- 
monic of  Hirschsprung’s  disease.  Physical 
examination  and  barium  enema  studies 
readily  detect  the  various  mechanical  ob- 
structions which  produce  colonic  dilatation. 
In  some  instances  it  was  difficult  to  differen- 
tiate between  chronic  constipation  and 
Hirschsprung’s  disease.  However,  in  chronic 
constipation  the  history  was  often  short,  and 
on  examination  there  was  usually  a rectal 
fecal  impaction.  Despite  the  degree  of  col- 
onic enlargement,  when  the  dilatation  ex- 
tended down  to  the  anal  sphincter,  and  there 
was  good  evacuation,  a diagnosis  of  chronic 
constipation  was  made.  In  most  instances 
such  patients  were  cured  with  low  residue 
diets  and  careful  habit  training. 

In  congenital  megacolon  the  history  of  con- 
stipation usually  dated  from  birth  and  ab- 
dominal distention  was  marked  with  fecal  im- 
pactions in  the  sigmoid.  A certain  diagnosis 

♦Read  before  Annual  Convention  Nebraska  State  Medical 
Association.  May  13,  1952. 


of  congenital  megacolon  can  be  made  by 
barium  enema.  Utilizing  a small  quantity 
of  barium  and  with  the  patient  in  an  oblique 
position,  the  most  satisfactory  view  of  the 
rectosigmoid  was  gained.  The  finding  of  an 
irregular,  narrow  rectosigmoid  and  a funnel- 
shaped  enlargement  into  the  dilated  sigmoid 
makes  the  diagnosis  of  Hirschsprung’s  dis- 
ease certain. 

In  newborn  and  young  infants  the  diag- 
nosis of  congenital  megacolon  was  difficult 
even  by  roentgenogram  because  dilatation 
of  the  colon  was  minimal,  and  the  abrupt 
change  in  caliber  from  the  sigmoid  to  recto- 
sigmoid was  not  present.  At  birth  such  pa- 
tients had  normal  barium  enemas  but  de- 
veloped the  typical  lesion  in  the  distal  colon 
several  months  later.  These  newborn  in- 
fants sometimes  presented  the  clinical  ap- 
pearance of  small  bowel  obstruction  with 
vomiting,  abdominal  distention,  and  failure 
to  pass  meconium.  A plain  film  in  such  pa- 
tients showed  a distended  gas-filled  intestinal 
loop  which  could  not  be  identified  as  small 
or  large  bowel.  A barium  enema  in  such 
questionable  cases  identified  the  dilated  loop 
with  certainty  and  avoided  unnecessary  ex- 
ploration if  it  proved  to  be  colon. 

After  a diagnosis  of  Hirschsprung’s  dis- 
ease was  made  by  barium  enema,  the  patients 
were  prepared  for  a one-stage  resection.  A 
few  patients  who  were  extremely  sick  and 
those  with  immense  abdominal  distention 
were  treated  with  a preliminary  colostomy. 
A few  months  later  the  resection  was  per- 
formed, and  the  colostomy  was  closed. 

As  part  of  the  preparation  of  the  patient 
for  primary  resection,  sulfasuxidine  was  ad- 
ministered for  a two-week  period  to  secure 
a liquid  fecal  stream  with  low  bacterial  count. 
A careful  examination  of  the  patient’s  uri- 
nary system  was  undertaken  before  opera- 
tion. It  has  been  shown  by  cystometrogram 
that  about  half  the  patients  with  congenital 
megacolon  have  atonic  bladders  with  in- 
creased capacity.  A complete  urinary  work- 
up should  include  cystogram. 
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gram,  determination  of  residual  urine,  and 
an  intravenous  pyelogram.  Rectal  irriga- 
tions through  the  narrow  segment  into  the 
dilated  colon  were  performed  three  times  a 
day  for  two  days.  This  decompression  re- 
sulted in  a scaphoid  abdomen,  and  the  patient 
was  ready  for  operation. 

The  operation,  resection  of  the  rectum  and 
rectosigmoid  with  a pull-through  anastomo- 
sis, was  well  tolerated  by  patients  with  con- 
genital megacolon.  It  is  a difficult  and  com- 
plicated operation  to  perform  and  should  not 
be  undertaken  unless  the  surgeon  is  aware  of 
all  the  problems  associated  with  the  proce- 
dure. If  an  inadequate  operation  is  per- 
formed, the  patient  is  not  relieved  of  his 
symptoms.  Unfortunately,  the  operation 
cannot  be  redone. 

After  operation  the  patients  were  put  on 
gastric  suction  until  peristalsis  returned, 
which  usually  occurred  in  twenty-four  to 
forty-eight  hours.  Fluids  were  given  orally 
as  soon  as  the  tube  was  removed,  and  in  two 
or  three  days  a full  diet  was  usually  toler- 
ated. The  bladder  was  drained  by  a urethral 
catheter  for  ten  days  postoperatively.  Be- 
fore discharged  the  patients  were  watched  to 
see  that  urination  took  place  four  times  a 
day  and  that  the  residual  urines  were  normal. 
Crysticillin(R),  300,000  units  daily,  was  giv- 
en until  the  fourth  or  sixth  postoperative  day 
and  gantrisin  until  four  days  after  the  blad- 
der catheter  was  removed. 

During  the  first  four  or  five  postoperative 
days,  some  patients  particularly  those  under 
three  years  of  age  became  distended.  They 
w'ere  treated  by  insertion  of  a large  soft  rectal 
tube  and  gentle  washings  of  the  colon  with 
saline  solution.  By  this  treatment  quantities 
of  gas  were  released,  and  the  abdomen  be- 
came soft  and  flat.  Irrigations  were  discon- 
tinued when  spontaneous  movements  oc- 
curred after  a few  days.  This  treatment  was 
necessary  in  not  more  than  twenty-five  per 
cent  of  the  patients.  The  others  began  hav- 
ing spontaneous  movements  on  the  third  or 
fourth  postoperative  days. 

One  hundred  patients  have  been  treated 
with  this  new  surgical  procedure.  There 
has  been  one  recurrence  due  to  an  inadequate 
resection  which  resulted  in  a segment  of 
aganglionic  bowel  being  left  in  the  patient. 
Repetition  of  this  mistake  is  prevented  by 
making  a frozen  section  during  the  operation 
and  determining  the  proximal  extension  of 


the  lesion.  There  have  been  four  postoper- 
ative deaths.  The  remaining  patients  have 
all  been  relieved  of  their  symptoms  and  now 
have  one  to  two  evacuations  a day  without 
laxatives  or  enemas.  The  abdominal  disten- 
tion disappears,  and  the  children  are  normal 
in  all  respects. 
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The  following  announcement,  which  is  of  interest 
to  all  doctors,  appeared  in  the  April,  1952  issue 
of  News  Letter  from  the  Medical  Society  of  the 
State  of  New  York: 

GOVERNOR  DEWEY  SIGNS  METCALF- 
HATCH  BILL 

The  all-out  efforts  of  New  York  physicians  in 
behalf  of  the  Metcalf-Hatch  bill  came  to  a success- 
ful conclusion  when  Governor  Dewey  signed  the  bill, 
making  possible  the  requisitioning  of  doomed  cats 
and  dogs  for  use  in  medical  experiments. 

In  a statement  accompanying  his  signature,  the 
Chief  Executive,  noting  that  the  measure  had  been 
widely  misunderstood,  declared  that  without  the  new 
law  “medical  work  of  vital  importance  to  the  well- 
being of  our  people  would  be  seriously  impeded.” 
He  pointed  out  that  with  the  enactment  of  the  Met- 
calf-Hatch law  the  fight  against  cancer,  knowledge 
of  atomic  radiation  effects  and  many  aspects  of 
the  struggle  against  disease  and  sickness  which  were 
being  strangled  “can  now  proceed.” 

The  medical  research-pound  bill  moved  quickly 
towards  enactment  into  law,  after  stirring  up  one  of 
the  most  heated  controversies  in  the  1952  legisla- 
tive session.  After  stormy  public  hearings  before 
committees  of  both  houses,  the  bill  obtained  its 
first  legislative  approval  when  the  Assembly  voted 
its  approval,  103  to  40,  about  one  week  after  Gov- 
ernor Dewey  said  he  favored  the  bill.  Six  days  later, 
the  Senate  voiced  its  approval  by  a vote  of  34  to  18. 

Taking  an  active  part  in  the  fight  for  the  bill,  the 
Medical  Society  of  the  State  of  New  York,  through 
its  Council,  unqualifiedly  endorsed  the  efforts  of 
the  New  York  State  Society  for  Medical  Research 
to  bring  about  the  enactment  of  a medical  research- 
pound  law  and  urged  its  members  to  support  a pro- 
posed law  (see  News  Letter,  Februai’y,  1952). 

Reports  from  Albany  also  showed  that  the  State 
Medical  Society  members  had  responded  to  this  call 
by  flooding  their  legislators  with  letters  (see  News 
Letter,  March,  1952).  Doctors  who  participated  are 
to  be  congratulated  upon  bringing  this  campaign 
to  a successful  and  speedy  conclusion. 
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The  authors  stress  the  prompt  recognition  and  immediate 
initiation  of  adequate  treatment  of  diabetic  acidosis.  They 
lay  down  the  rules  they  have  successfully  followed  in 
treatment,  and  give  the  reader  a succinct  reason  for  each 
procedure.  Especial  attention  is  focused  on  the  necessity 
for  maintaining  electrolyte  balance,  and  particular  emphasis 
is  placed  on  the  cautious  use  of  potassium. 

EDITOR 

Diabetic  acidosis  is  a hazard  that  all  dia- 
betic patients  are  liable  to  incur  as  a result 
of  infection,  traumatic  accidents,  gastro-in- 
testinal  disturbances,  insufficient  insulin  or 
metabolic  disorders.  Any  condition,  with  the 
exception  of  muscular  exercise,  that  in- 
creases the  total  metabolism  of  the  patient, 
intensifies  the  diabetes  and  increases  the  in- 
sulin requirement. 

The  importance  of  early  treatment  of  dia- 
betic acidosis  must  be  appreciated  by  all 
physicians.  To  a large  extent,  the  life  of  the 
patient  depends  on  the  promptness  of  its 
recognition  and  adequate  treatment.  Diabetic 
acidosis  is  a metabolic  acidosis  associated 
with  dehydration  that  occurs  whenever  there 
is  a relative  or  absolute  deficiency  of  insulin. 
This  results  in  diminished  utilization  of  glu- 
cose by  the  liver  and  other  tissues  and  leads 
to  production  of  ketone  bodies  in  the  liver 
in  amounts  in  excess  of  that  which  can  be 
utilized  by  peripheral  tissues.  Consequently 
there  is  an  accumulation  of  ketone  bodies  in 
the  extra-cellular  fluid  which  is  referred  to 
as  ketosis  and  these  changes  result  in  a met- 
abolic acidosis.  Simultaneously,  a hyper- 
glycemia develops  because  of  the  inadequate 
utilization  of  glucose.  The  dehydration  can 
be  accounted  for  on  the  basis  of  the  body’s 
attempts  to  excrete  the  large  amounts  of  glu- 
cose and  ketone  bodies,  each  of  which  re- 
quires water.  Also  considerable  quantities  of 
base,  chiefly  sodium,  are  carried  away  in  the 
urine  in  the  attempt  to  rid  the  body  of  the 
ketone  bodies.  Thus  the  polyuria  of  uncon- 
trolled diabetic  acidosis  results  in  the  loss 
from  the  body  of  fluid  and  important  elec- 
trolytes. In  addition  there  is  decreased  in- 
take of  food  and  fluid  because  of  the  anor- 
exia, nausea  and  vomiting,  characteristic  of 
diabetic  acidosis;  that  aggravates  the  dehy- 
dration. 

During  the  last  twenty-five  years  better 
knowledge  of  the  mechanisms  involved  in 


diabetic  acidosis  has  made  it  possible  to 
treat  the  condition  with  a progressive  fall  in 
mortality.  The  mortality  in  the  pre-insulin 
days  was  about  50%.  Rabinowich<^>  reported 
a death  rate  in  a period  prior  to  1931,  of  25.6 
per  cent  from  cases  seen  in  his  clinic.  After 
instituting  a stricter  control  of  diabetics 
with  repeated  return  visits,  he  was  able  to 
report  a case  fatality  rate  of  7.1  per  cent 
since  1941.  A recent  report  by  Garfield  Dun- 
can and  his  associates'^)  from  the  diabetic 
service  of  the  Philadelphia  Hospital  showed 
no  deaths  from  diabetic  coma  in  the  last  sev- 
eral years.  The  use  of  larger  amounts  of  in- 
sulin, the  prompt  injection  of  large  amounts 
of  fluids,  isotonic  saline  and  lactate,  and  the 
use  of  potassium,  when  needed,  have  com- 
bined to  substantially  reduce  death  from 
diabetic  acidosis. 

The  importance  of  early  treatment  of  pa- 
tients in  diabetic  acidosis  must  be  appreciat- 
ed by  all  physicians.  To  a large  extent,  the 
life  of  the  patient  depends  upon  the  prompt- 
ness of  its  recognition  and  early  treatment 
with  insulin  and  saline  solution  by  the  first 
physician  who  sees  the  patient.  One  should 
bear  in  mind  that  diabetic  acidosis  is  a real 
medical  emergency  that  demands  prompt 
treatment. 

INSULIN 

Patients  in  diabetic  acidosis  require  large 
amounts  of  insulin,  immediately.  Improve- 
ment in  the  treatment  in  the  last  twenty 
years  has  been  chiefly  through  the  recogni- 
tion that  larger  amounts  of  insulin  are  need- 
ed than  were  used  in  the  past.  More  empha- 
sis has  been  directed  to  g i v i n g larger 
amounts  of  insulin  during  the  first  three 
hours  after  the  patient  is  seen.  This  is  a crit- 
ical period  in  treatment.  Patients  in  diabetic 
acidosis  with  blood  sugars  averaging  1400 
mg.  per  cent  require  about  1200  units  of  in- 
sulin ; blood  sugars  of  1200  mg.  per  cent  re- 
quire about  800  units  of  insulin ; blood  sugars 
of  800  mg.  per  cent  require  about  380  units 
of  insulin ; and,  blood  sugars  of  500  mg.  per 
cent  require  about  250  units  of  insulin*'^). 

Ordinarily,  only  crystalline  insulin  is  used, 
employing  the  subcutaneous  and  intravenous 
routes  of  administration.  Sprague<^>  recom- 
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mends  that  several  subcutaneous  sites  be 
selected  for  the  injection  of  insulin,  to  facil- 
itate absoi’ption.  Duncan,  Corey  and  Jud- 
son<2)  give  100  units  of  insulin  as  soon  as 
the  diagnosis  is  made,  after  which  50  units 
are  given  at  one-half  hour  intervals  until 
substantial  decrease  in  blood  sugar  is  ob- 
tained. As  a general  program.  Root  advo- 
cates 100  units  of  insulin  when  the  patient 
is  first  seen  if  the  blood  sugar  is  less  than  300 
mg.  per  cent.  If  the  blood  sugar  is  between 
300-600  mg.  per  cent,  200  to  300  units  of  in- 
sulin may  be  given  at  once ; and  if  the  blood 
sugar  is  between  600-1000  mg.  per  cent,  300 
to  500  units  of  insulin  may  be  given. 

It  is  well  known  that  insulin  is  less  and 
less  effective  as  the  ketonemic  acidosis  in- 
creases. With  correction  of  the  acidosis  by 
administration  of  sodium  lactate  or  bicar- 
bonate, insulin  becomes  more  effective.  We 
have  recently  observed  a patient  in  severe 
diabetic  acidosis  with  a CO2  combining  power 
of  11  volumes  per  cent  and  a blood  sugar  of 
1272  mg.  per  cent  on  admission.  After 
prompt  treatment  with  lactate  solution,  in- 
sulin and  fluids,  only  400  units  of  insulin 
were  needed  to  restore  the  blood  sugar  to 
normal  and  correct  the  acidosis. 

It  is  unfortunate  that  so  much  feeling  has 
been  expressed  concerning  the  use  of  larger 
amounts  of  insulin  in  the  treatment  of  dia- 
betic acidosis,  especially  the  dangers  of 
hypoglycemia  have  been  over  emphasized. 
Usually  there  are  sufficient  clinical  findings 
to  denote  the  change  from  hyper-  to  hyix)- 
glycemia  and  thus  avoid  the  giving  of  too 
much  insulin.  Blood  sugar  determinations 
repeated  every  two  to  four  hours  should  suf- 
fice to  guide  the  physician  as  to  the  future 
insulin  requirements. 

It  has  been  our  practice  to  give  sufficient 
doses  of  insulin  to  produce  decisive  effects, 
early  in  the  treatment  of  diabetic  acidosis. 
When  first  seen  patients  are  given  100  units 
crystalline  insulin,  half  of  which  is  given  in- 
travenously and  half,  subcutaneously.  De- 
pending upon  the  clinical  condition  and  blood 
sugar  values,  subsequent  insulin  doses  are 
adjusted  to  meet  the  situation.  In  severe 
acidosis  50-100  units  of  insulin  are  given 
every  hour  until  substantial  reductions  in 
blood  sugar  values  are  observed.  As  the 
acidosis  and  the  hyperglycemia  are  correct- 
ed, insulin  becomes  more  effective  and  smal- 
ler doses  are  required. 


FLUIDS 

The  restoration  of  body  fluids  is  an  im- 
portant item  in  the  treatment  of  diabetic 
acidosis.  In  uncontrolled  diabetic  acidosis, 
hyperglycemia,  ketosis  and  inability  to  take 
fluids  by  mouth  combine  to  severely  dehy- 
drate the  patient.  Two  thousand  to  four 
thousand  cubic  centimeters  of  fluid,  prefer- 
ably isotonic  solutions,  saline  and  lactate, 
should  be  given  as  soon  as  possible  during  the 
first  few  hours.  Sprague pointed  out  that 
much  of  the  alleged  circulatory  failure  was 
a result  of  diminished  blood  volume  rather 
than  of  myocardial  failui'e.  In  severe  diabetic 
acidosis,  dehydration  and  hemoconcentration 
may  lead  to  shock-like  states  because  of  the 
diminished  blood  volume.  Therefore,  it  may 
be  desirable  to  give  whole  blood  or  plasma 
early  in  the  treatment. 

The  administration  of  2000  to  4000  cc.  of 
fluid  intravenously  early  in  treatment,  fre- 
quently results  in  a moderate  diuresis.  The 
intravenous  fluid  results  in  increased  renal 
blood  flow,  improved  renal  function,  and  an 
increased  urine  volume.  A reasonably  good 
output  of  urine  early  in  the  treatment  of  dia- 
betic acidosis  may  lead  to  a false  sense  of  se- 
curity in  that  proper  hydration  of  the  pa- 
tient has  been  accomplished.  Several  hours 
later,  when  additional  amounts  of  fluid  are 
administered,  there  may  be  oliguria  or  an- 
uria. The  seeming  paradox  is  easily  ex- 
plained. It  is  during  the  period  after  the 
hyperglycemia  has  been  corrected,  and  its 
diuretic  effect  absent,  that  fluids  are  avail- 
able for  normal  intra-  and  extra-cellular  re- 
placement. Patients  in  diabetic  acidosis  re- 
quire large  amounts  of  fluid  to  restore  losses. 
In  some  cases,  it  may  be  necessary  to  give 
as  much  as  17  liters  of  fluid. 

ACIDOSIS 

Acidosis  results  from  an  accumulation  of 
ketone  bodies  in  the  extracellular  space  and 
is  aggravated  by  the  associated  dehydration. 
We  consider  diabetic  acidosis  to  be  clinically 
present  and  significant  when  the  plasma  car- 
bon dioxide  combining  power  is  less  than 
thirty  volumes  per  cent,  altho  others  use 
lower  values.  It  is  desirable  to  determine  the 
plasma  acetone  content  in  addition  to  the 
carbon  dioxide  combining  power,  so  as  to 
know  the  exact  status  of  the  metabolic  keto- 
acidosis. Treatment  with  alkalis  may  correct 
the  carbon  dioxide  combining  power  without 
significantly  changing  the  ketosis. 

In  severe  diabetic  acidosis  the  plasma  pH 
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is  near  the  lower  limits  compatible  with  life 
and  the  immediate  elevation  of  the  carbon 
dioxide  combining  power  so  as  to  raise  the 
pH,  becomes  manditory.  It  can  be  best  ac- 
complished by  sodium  lactate  and  bicarbon- 
ate solutions  since  these  agents  do  not  re- 
quire renal  intervention.  When  sodium  chlor- 
ide is  used  instead  of  bicarbonate  or  lactate, 
correction  of  the  acidosis  depends  on  ade- 
quate kidney  function,  as  chloride  is  excreted 
as  ammonium  chloride  following  the  forma- 
tion of  ammonia  by  the  kidney,  and  the  so- 
dium is  retained  with  an  equivalent  amount 
of  bicarbonate.  This  process,  even  with  nor- 
mal kidney  function,  requires  a relatively 
long  period  of  time  during  which  the  severe 
acidosis  could  threaten  the  life  of  the  patient. 
In  diabetic  acidosis  the  time  required  is  even 
greater  because  renal  function  is  temporar- 
ily impaired  by  dehydration  and,  as  a result, 
decreases  renal  blood  flow. 

Lactate  solutions  give  such  prompt  and  de- 
sirable i-esults  that  they  are  an  important 
part  of  our  treatment  of  diabetic  acidosis. 
The  formula  for  the  amount  of  lactate  re- 
quired to  correct  acidosis  is  essentially  em- 
perical  and  works  welb^).  The  prompt  correc- 
tion of  the  air  hunger  of  acidosis,  the  im- 
proved effectiveness  of  insulin  and  other  fea- 
tures make  the  use  of  lactate  an  invaluable 
clinical  agent  in  treatment. 

GLUCOSE 

There  are  various  opinions  in  the  litera- 
ture concerning  the  use  of  intravenous  glu- 
cose in  the  treatment  of  diabetic  acidosis. 
There  is  little  j ustif ication  for  the  use  of  in- 
travenous glucose  before  the  fourth  hour  of 
ti*eatment.  The  diuresis  resulting  from  glu- 
cose solutions  will  cancel  any  possible  bene- 
fits that  might  be  derived  from  the  solution 
when  given  early  in  coma.  Ordinarily,  it  is 
wise  to  be  certain  that  insulin  has  been  ef- 
fective in  reducing  blood  sugar,  and  that  lac- 
tate and  fluids  have  been  effective  in  initiat- 
ing the  correction  of  the  acidosis,  before  glu- 
cose is  given. 

ELECTROLYTE  BALANCE 

There  is  real  need  of  maintaining  the  prop- 
er electrolyte  balance  of  patients  in  diabetic 
acidosis,  during  treatment.  There  have  been 
reports  in  the  literature  to  the  effect  that 
patients  have  died  four  to  eight  hours  after 
apparently  responding  to  the  use  of  insulin, 
lactate,  and  potassium  free  fluids.  These 


deaths  have  been  attributed  to  a hypokale- 
mia. 

In  diabetic  acidosis  there  is  usually  marked 
intracellular  potassium  deficit.  The  deficit  is 
due  to  interference  in  the  utilization  of  car- 
bohydrate ; therefore,  diffusion  of  potassium 
from  within  the  cells  to  the  extracellular 
compartment  takes  place.  Moreover,  the  de- 
hydration and  resulting  tissue  hypoxia  ac- 
centuate potassium  loss  from  the  cells  to  the 
extracellular  compartment.  The  kidneys  do 
not  conserve  potassium  and  much  of  it  is  ex- 
creted. Unless  fluids  containing  potassium 
are  used  in  the  treatment  of  diabetic  acid- 
osis, proper  electrolyte  balance  will  not  be 
maintained.  When  potassium-free  fluid  is 
used  in  treatment,  the  concentration  of  po- 
tassium will  be  reduced  by  virtue  of  expan- 
sion of  the  extracellular  fluid  compartment. 
The  hypopotassemia  is  accentuated  by  a ra- 
pid transfer  of  extracellular  potassium  into 
the  cells  when  insulin  and  glucose  are  made 
available  and  active.  This  transfer  is  asso- 
ciated with  the  re-established  utilization  of 
carbohydrate. 

The  fall  in  serum  potassium  may  be  so 
abrupt  as  to  produce  cardio-respiratory 
signs.  Because  of  this  sequence  of  events  pa- 
tients in  diabetic  acidosis,  receiving  conven- 
tional therapy  may  improve  at  first  only  to 
worsen  and  die.  Crucial  changes  usually  oc- 
curred between  eighteen  to  forty-two  hours 
after  insulin  treatment  was  started.  It  seems 
desirable  that  potassium  should  be  given  in 
all  cases  of  severe  diabetic  acidosis,  provid- 
ing no  contraindication  exists.  To  give  po- 
tassium safely,  the  physician  should  assure 
himself  that:  (1)  the  circulating  volume  is 
essentially  normal,  (2)  sufficient  renal  func- 
tion exists,  (3)  no  recent  myocardial  damage 
has  occurred,  (4)  if  the  serum  concentration 
of  either  calcium  or  sodium  or  both  is  de- 
creased, such  deficiencies  must  be  simultan- 
eously corrected.  (If  a deficiency  in  only  one 
ion  is  replaced,  the  patient  may  show  evi- 
dence and  serious  sequelae  of  the  deficiencies 
of  the  other  ions)  and  (5)  frequent  electro- 
cardiograms be  taken  to  guard  against  hy- 
perkalemia. 

H5^okalemia  can  be  recognized  by  clinical 
signs  and  electrocardiographic  changes.  The 
clinical  signs  are  vague  and  include  weak- 
ness, paresthesias  of  the  extremities,  flaccid 
paralysis  especially  of  the  intercostal  muscles 
with  respiratory  and  cardiac  distress  and  in- 
t e s t i n a 1 distention.  Electrocardiographic 
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changes  in  hypokalemia  include  low  to  flat- 
tened T waves,  inverted  P waves,  wide 
slurred  Q-R-S  complexes  and  depressed  S-T 
segments. 

The  therapeutic  effects  of  potassium  are 
related  to  the  total  dosage,  not  to  the  con- 
centration in  extracellular  fluid.  Toxic  ef- 
fects of  potassium  are  more  related  to  tlie 
concentration  than  to  the  total  amount  given. 
The  concentration  is  deteiTnined  by  the  rate 
of  administration  of  potassium-containing 
fluids.  A rapid  injection  of  small  amounts  of 
potassium  may  prove  disastrous  while  slow 
administration  of  large  amounts  of  potas- 
sium may  prove  beneficial.  Whenever  possi- 
bile,  potassium  should  be  given  by  mouth 
rather  than  parenterally.  The  restoration  of 
intracellular  potassium  is  slow  and  may  re- 
quire several  days. 

It  has  been  our  practice  to  be  on  the  alert 
for  signs  of  hypokalemia  especially  after  the 
acidosis  has  been  corrected  and  the  hyper- 
glycemia reduced.  In  the  treatment  of  severe 
diabetic  acidosis  potassium  chloride  not  to 
exceed  two  gi’ams  per  liter  may  be  added  to 
the  intravenous  fluids  used.  As  soon  as  the 
patient  is  able  to  take  fluids  by  mouth,  feed- 
ings of  orange  juice  and  beef  broth,  both 
good  sources  of  potassium,  are  used.  At 
times  it  may  be  necessary  to  give  tablets  of 
potassium  chloride,  0.5  gm  (gr.  VII  ss)  one 
every  four  hours  for  five  doses.  Subcutan- 
eous injections  of  potassium  chloride,  unless 
well  diluted,  may  be  very  painful. 

PREVENTION 

Diabetic  acidosis  is  a preventable  condi- 
tion. Physicians  should  advise  their  patients 
of  the  seriousness  of  the  condition  and  the 
possible  dangers.  Infections,  gastro-intestin- 
al  upsets,  accidents  and  metabolic  disorders 
must  be  considered  as  potential  hazards  and 
energetically  treated.  Patients  in  mild  or 
severe  diabetic  acidosis  should  be  given  a 
large  dose  of  insulin  and  fluids  by  mouth  by 
the  first  physician  who  sees  the  patient. 

CONCLUSIONS 

1.  The  essentials  in  the  treatment  of  se- 
vere diabetic  acidosis  consists  in  the  prompt 
correction  of  the  acidosis,  reduction  of  hy- 
perglycemia, relieving  the  dehydration  and 
restoration  of  electrolyte  balance. 

2.  In  diabetic  acidosis  the  effectiveness 
of  insulin  is  reduced  and  large  amounts  are 
often  necessary.  We  have  found  the  prompt 


correction  of  acidosis  with  lactate  reduces 
air  hunger  and  increases  the  efficacy  of  in- 
sulin. 

3.  Large  amounts  of  fluid  are  often  neces- 
sary to  correct  the  dehydration  of  diabetic 
acidosis.  Care  must  be  given  to  also  restore 
the  proper  electrolyte  balance  especially  po- 
tassium to  avoid  the  dangers  of  hypokale- 
mia. 

4.  Diabetic  acidosis  is  preventable  and 
physicians  should  warn  their  patients  of  the 
seriousness  of  the  condition  and  advise  meas- 
ures that  will  avoid  its  appearance. 
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FDA  RELEASES  ISONIAZID  FOR 
PRESCRIPTIONS 

Food  and  Drug  Administration  has  given  drug 
manufacturers  authority  to  distribute  the  new  anti- 
tuberculosis dnig,  isonicotinic  acid  hydrazide  (isoni- 
azid),  for  use  under  “close  medical  supervision.” 
This  means  all  licensed  physicians  may  prescribe 
the  drug  for  their  patients.  The  FDA  announce- 
ment said  approval  was  granted  on  the  basis  of  clin- 
ical and  pharmacological  studies  reported  by  dmg 
manufacturers.  FDA  emphasized  that  release  of 
the  drug  implies  no  approval  or  endorsement  by  the 
agency. 

Packages  delivered  to  the  diaiggist  by  the  manu- 
facturer must  state:  “for  use  in  treatment  of  strep- 
tomycin-resistant tuberculosis,  under  close  supervi- 
sion of  physician,”  as  well  as  carry  the  usual  cau- 
tion: “Federal  law  prohibits  dispensing  without  pre- 
scription.” 

Medical  officers  of  FDA  said  there  has  not  been 
sufficient  study  to  determine  the  place  of  the  new 
drug  in  the  treatment  of  tuberculosis.  The  agency 
adds:  “Some  tuberculosis  authorities  are  of  the 
opinion  that  the  new  dnig  is  less  effective  for  pai- 
tients  who  are  responding  to  treatment  with  a com- 
bination of  streptomycin  and  para-aminosalicylic 
acid.  There  is  growing  concern  about  the  possible 
effects  of  promiscuous  and  indiscriminate  use  . . . 
there  have  been  reports  of  the  emergencies  of  re- 
sistant strains  of  tubercle  bacilli  after  vaiying  pe- 
riods of  treatment  . . . the  drug  should  be  used  in 
selected  cases  where  it  may  be  a life-prolonging 
or  life-saving  measure.” 

(AMA’s  Council  on  Pharmacy  and  Chemistiy  has 
taken  action  similar  to  FDA’s  regarding  various 
brands  of  the  drug  submitted  to  it  for  consideration). 


Bilateral  Thoracolumbar  Sympathectomy  In  The 
Treatment  of  Essential  Hypertension 

STANLEY  E.  POTTER,  M.D. 

Omaha,  Nebraska 


Dr.  Potter  summarizes  the  more  recent  evaluations  of 
sympathectomy  for  essential  hypertension,  based  on  longer 
postoperative  periods  in  various  series.  He  restates  the 
present  concept  of  contraindications  to  surgical  treatment 
and  reviews  the  various  types  of  operations  performed 
by  various  masters.  He  then  describes  the  operation  he 
employs.  He  relates  the  complications  which  may  be  ex- 
pected and  concludes  with  a plea  for  careful  expansion 
of  the  surgical  treatment. 

EDITOR 

INTRODUCTION 

Four  years  ago  at  the  annual  meeting  of 
this  association,  a plea  was  made  to  expand 
the  utilization  of  sympathectomy  in  the 
treatment  of  arterial  hypertension Sta- 
tistical comparison  of  various  clinics  dis- 
closed an  ever  expanding  discrepancy  be- 
tween mortality  figures  in  the  medically  and 
surgically  treated  cases  according  to  the  se- 
verity of  their  disease.  In  the  mild  hyperten- 
sive, five  year  survivals  were  good  irrespec- 
tive of  the  mode  of  treatment.  However,  in 
the  severe  hypertensive,  five  year  survivals 
were  one  per  cent  or  less,  but  a severe  hyper- 
tensive had  a thirty-three  per  cent  chance  of 
surviving  five  years  if  subjected  to  the  then 
popular  methods  of  sympathectomy. 

Recently,  in  appraising  the  life  expectancy 
of  a hypertensive  patient,  F r a n t and 
Groen<2),  statistically  reviewing  essential 
hypertension  in  the  Scandanavian  peoples, 
found  the  death  rate  for  men  to  exceed  the 
normally  expected  death  rate  in  the  same 
age  groups  by  one  hundred  and  two  percent. 
In  hypertensive  women  compared  similarly, 
the  increment  in  death  rate  was  ninety-one 
percent.  These  statistics  were  drawn  from 
an  eight  to  nine  year  follow-up  in  four  hun- 
dred and  eighteen  patients. 

Four  years  have  elapsed  since  this  report ; 
new  experiences  with  sympathectomy  have 
been  reported (3),  (4),  surgical  methods  have 
been  modified  and  refined,  and  case  selection 
has  been  broadened. 

The  etiology  of  hypertension  remains  un- 
known, so  the  surgical  treatment  remains 
empirical,  exclusive,  of  course,  of  those  cases 
of  pheochromocytoma,  aortic  coarctation, 
renal  disaese  and  other  etiologies  in  the  non- 
essential  group  of  hypertensives. 

Smithwick(5>  has  reported  recently  a 

^Read  before  Annual  Session.  Nebraska  State  Medical  As- 
sociation, May  15,  1952. 


study  of  eight  hundred  ninety-two  patients 
subjected  to  sympathectomy.  The  mortality 
in  a four  to  twelve  year  survival  period  was 
consistently  improved  in  the  surgically  man- 
aged case,  being  most  impressive  in  those 
cases  showing  increasing  amounts  of  cardio- 
vascular disease.  This  follow-up  period  would 
seem  to  answer  the  objection  of  Ayman<®> 
that  the  follow-up  in  surgical  appraisal  has 
been  too  brief  to  permit  the  drawing  of  con- 
clusions. 

Least  impressive  were  the  results  in  the 
mild  hypertensives,  those  showing  persistent- 
ly elevated  blood  pressure  but  no  retinal, 
cardiac  or  renal  changes.  These  show  a four- 
teen percent  mortality  at  four  to  twelve 
years  without  surgery,  a seven  per  cent  mor- 
tality with  surgery.  On  this  basis  Smith- 
wick  does  not  advise  surgery  to  these  pa- 
tients except  selectively  where  medical  ther- 
apy cannot  be  followed  or  where  it  fails.  This 
conclusion  is  somewhat  at  variance  with 
some  present  concepts,  and,  as  Smithwick 
comments,  further  tests  of  time  must  be  met 
to  judge  whether  or  not  surgery  should  be 
urged  in  these  patients.  Perhaps  beyond  the 
present  four  to  twelve  year  follow-up  period 
it  will  be  seen  that  long  term  protection  will 
be  given  to  these  patients  if  handled  surgi- 
cally. 

Consistently  grave  is  the  prognosis  of  the 
Grade  IV  hypertensive.  Untreated  cases  face 
a ninety  to  one  hundred  per  cent  mortality 
in  a four  to  twelve  year  period.  If  the  criter- 
ion of  eyeground  changes  as  proposed  by 
Keith,  Wagener  and  Barker^^^)  is  used,  a 
ninety-nine  and  one  half  per  cent  five  year 
mortality  can  be  prognosticated.  This  mor- 
tality can  be  dropped  twenty-five  to  thirty 
percentage  points  by  proper  surgery  and 
perhaps  more  of  our  efforts  should  be  ex- 
pended in  offering  surgery  to  this  group. 

Certain  definite  contraindications  to  sur- 
gery have  remained  established.  An  elevated 
non-protein  nitrogen  remains  a definite  con- 
traindication. Other  combinations  of  ad- 
vanced cardiovascular  damage  will  require 
keen  and  cautious  judgment  by  the  advocate 
of  surgery,  but  it  is  within  this  group  who 
in  the  majority  face  the  prospect  of  death 
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within  the  year  that  surgical  rehabilitation 
might  be  extended. 

The  following  contraindications  have  been 
stipulated  by  deTakats^'^h 

1.  Extensive  organic  damage  to  brain,  retina, 
heart  or  kidney. 

2.  Mechanical  obstruction  to  the  circulation,  aor- 
tic regurgitation,  coarctation,  etc. 

3.  Marked  psychic  involvement. 

4.  Obvious  pituitary-cortico-adrenal  activity. 

TYPES  OF  SURGICAL  PROCEDURES 

As  with  many  surgical  procedures,  rigid 
standardization  is  dangerous.  The  operation 
should  fit  the  patient,  a readiness  to  modify 
should  be  ever  present,  and  conservatism  in 
selection  should  be  present  but  not  blind. 

Agreement  is  met  in  what  constitutes  an 
adequate  ablation  of  the  sympathetics.  The 
ganglia  from  the  third  thoracic  to  the  second 
lumbar  with  the  intervening  trunks,  plus  the 
greater,  the  lesser,  and  the  least  splanchic 
nerves  should  be  removed  bilaterally  in  two 
stages  to  permit  the  full  effect  of  surgery. 

The  concept  that  the  more  extensive  re- 
section, that  which  has  just  been  outlined, 
should  be  reserved  for  the  younger,  more 
promising  operative  risk  appears  sound.  As 
risk  increases  perhaps  the  extent  of  thoracic 
ganglial  resection  should  decrease.  This 
judgment  should  be  applied  to  individual 
cases  in  close  cooperation  with  medical  col- 
leagues. * 

Claude  Bernard  in  1852  first  brought  at- 
tention to  the  sympathetic  nerve  supply  of 
the  cardiovascular  system.  In  1899  Jaboulay 
performed  the  first  periarterial  sympathec- 
tomy. Leriche  in  1926  introduced  the  extra 
peritoneal  approach  to  the  sympathetic 
chain 

The  initial  effective  surgical  procedure  for 
hypertension  was  anterior  rhizotomy,  later 
replaced  by  subdiaphragmatic  splanchnicec- 
tomy(®h  The  technic  of  Adson  and  Craig  re- 
moved the  major  splanchnic  nerve  to  and  in- 
cluding a portion  of  the  celiac  ganglion.  The 
upper  two  lumbar  ganglia  were  removed  con- 
commitantly.  This  operation  is  now  being  ex- 
tended to  various  supradiaphragmatic  lev- 

elsU). 

Retropleural  supradiaphragmatic  sympa- 
thectomy and  splanchnicectomy  was  intro- 
duced by  Peet'^”h  This  exposure  was  accom- 
plished through  removal  of  the  medial  por- 
tion of  the  eleventh  rib.  The  lowest  three 
ganglia  were  removed  with  corresponding 
segments  of  the  splanchnic  nerves.  This  par- 


ticular procedure  apparently  was  not  extend- 
ed by  its  authored). 

In  the  belief  that  the  foregoing  proced- 
ures were  incompletely  denervating  the 
splanchnic  bed,  and  in  an  effort  to  find  the 
minimal  operation  which  would  always  cause 
a postural  change  in  blood  pi’essure,  Smith- 
wickui)  devised  a two  stage  operation  re- 
moving the  splanchnics  and  sympathetics 
from  the  ninth  thoracic  to  the  second  lum- 
bar ganglia  retropleurally.  Later  high  dorsal 
sympathectomies  have  been  done^'^>.  Smith- 
wick  also  commented  upon  the  desirability  of 
palpating  and  observing  the  adrenal  glands 
and  kidneys. 

Various  modifications  of  this  procedure 
have  been  employed.  The  majority  of  au- 
thors prefer  the  retropleural  approach. 

Hinton  and  Crimson  have  advocated  ex- 
tension of  sympathectomy U),  the  latter  de- 
scribing a three  stage  “total”  sympathec- 
tomy. This  procedure  removes  the  chain 
from  the  third  dorsal  to  the  third  lumbar 
segments  and  the  entire  splanchnic  nerve. 
Because  of  mortality  and  morbidity,  this  pro- 
cedure has  not  met  with  wholesale  accept- 
ance. 

We  prefer  a modification  of  Hinton’s 
method.  His  is  a transpleural  approach 
through  the  tenth  rib  bed  with  removal  of 
the  splanchnic  from  the  fifth  dorsal  seg- 
ment to  the  celiac  ganglion,  the  chain  from 
the  third  dorsal  to  the  third  lumbar  seg- 
ments. The  procedure  we  follow  differs  from 
that  described  by  Massed,  Ettinger  and  Vos- 
kamp(^)  only  in  that  we  prefer  rib  resection 
to  intercostal  incision.  It  is  our  impression 
that  rib  resection  produces  fewer  fractured 
ribs  than  an  intercostal  incision  in  this  age 
group.  Fractures,  of  course,  are  produced  by 
a too  vigorous  spreading  of  retractors  in  an 
effort  to  gain  suitable  exposure.  Post  op- 
erative pain  is  allegedly  lessened  by  inter- 
costal incision,  if  no  ribs  are  fractured.  We 
have  had  patients  who  were  quite  comfort- 
able following  rib  resection  while  others 
complained  of  considerable  pain  for  the  first 
few  postoperative  days.  This  is  irrespective 
of  the  manner  with  which  the  intercostal 
nerves  are  dealt. 

It  is  our  feeling  that  a transpleural  ap- 
proach is  more  desirable  than  a retropleural 
procedure.  With  present  day  standards  in  in- 
tratracheal anesthesia,  with  a knowledge  of 
respiratory  physiology,  and  with  the  addi- 
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tional  protection  of  the  antibiotics,  one  can- 
not too  convincingly  warn  against  pleural 
transgression.  The  complete,  easy  exposure 
that  the  transpleural  approach  offers  cer- 
tainly outweighs  other  considerations.  It 
peiTnits  of  a careful  procedure,  of  complete 
mobilization  of  the  splanchnics,  ganglia,  and 
their  trunks  before  their  division,  of  inspec- 
tion of  the  kidneys  and  adrenals,  and  their 
biopsy  if  necessary. 

The  technique  which  we  employ  utilizes  a 
standard  postero-lateral  thoracotomy  inci- 
sion. The  eighth  rib  is  resected  subperiostial- 
ly  from  the  neck  of  the  rib  to  the  cartilage. 
We  have  found  that  resection  of  this  rib 
gives  ideal  exposure  from  the  third  thoracic 
to  the  second  lumbar  ganglia.  If  a less  exten- 
sive resection  of  the  upper  chain  is  desired, 
the  ninth  rib  can  be  used. 

Pleural  adhesions,  if  present,  are  divided 
sharply  under  direct  vision,  and  a rib  spread- 
er is  inserted.  The  decompressed  lung  is 
gently  retracted  anteriorly  and  is  protected 
by  moistened  gauze  packs.  Periodically, 
every  quarter  hour,  the  anesthetist  is  asked 
to  i*einflate  the  atelectatic  lung.  The  parietal 
pleura  is  incised  longitudinally  midway  be- 
tween the  splanchnics  and  the  sympathetic 
trunk.  This  incision  extends  from  the  third 
or  fourth  rib  to  the  diaphragm  whi»h  may 
then  be  incised  peripherally  for  exposure  of 
the  kidneys  or  adrenals  or  the  crus  may  be 
separated  bluntly. 

The  chain  and  splanchnics  are  then  mo- 
bilized in  their  entirety.  Division  of  the 
splanchnics  is  done  immediately  prior  to 
closure  because  of  the  precipitous  drop  in 
blood  pressure  which  may  occur.  The  proxi- 
mal and  abdominal  ends  of  the  trunk  are 
marked  with  silver  clips  for  future  x-ray 
reference.  The  trunk  is  divided  at  the  second 
lumbar  level,  the  splanchnics  at  the  celiac 
ganglion.  Proximally,  the  splanchnics  are  re- 
moved at  their  origin.  The  chain  is  divided  at 
the  desired  level. 

While  mobilizing  the  left  sympathetic 
chain  below  the  diaphragm  we  have  in  one 
instance  encountered  lymph  drainage.  This 
presumably  resulted  from  the  tearing  of  an 
afferent  channel  to  the  cisternum  chyli.  This 
leak  was  controlled  easily  by  a silver  clip  and 
a small  piece  of  absorbable  sponge. 

Following  excision  of  the  sympathetic 
structures,  the  diaphragm  is  repaired  with 
fine  silk  sutures.  The  lower  pleural  incision 


is  approximated  proximally  insofar  as  this 
can  be  done  without  tension.  A similar 
suture  material  is  employed. 

The  lung  is  then  re-expanded  and  if  mo- 
bilization was  done,  a search  for  air  leak  is 
made.  If  unrecogmized,  this  can  produce  post 
operative  pneumothorax  or  tension  pneu- 
mothorax. 

A catheter  is  placed  through  the  incision 
which  is  then  closed  in  layers.  Following 
skin  approximation,  all  residual  air  is  re- 
moved via  the  catheter  and  it  is  withdrawn. 

Postoperatively,  oxygen  by  tent  or  nasal 
catheter  is  given  for  comfort.  Supervised 
coughing  is  conducted  to  prevent  the  accum- 
ulation of  bronchial  secretions.  If  coughing 
is  ineffectual,  tracheal  catheter  suction  is 
used.  On  the  first  postoperative  day  an  up- 
right bedside  chest  film  is  requested  to  check 
for  any  residual  pneumothorax  or  serotho- 
rax. We  depend  upon  this  film  since  a liberal 
chest  dressing  obscures  physical  diagnostic 
signs.  However,  tracheal  deviation  or  shift 
of  the  maximal  impulse  of  the  heart  is  al- 
ways apparent  to  point  to  mediastinal  shift 
secondary  to  atelectasis  or  tension  pneu- 
mothorax. 

The  patient  is  mobilized  as  postural  hypo- 
tension permits,  and  a second  stage  is  per- 
formed in  ten  days  to  two  weeks. 

COMPLICATIONS 

The  complications  of  sympathectomy  are 
in  the  main  the  undesirable  side  effects  of 
sympathetic  denervation.  These  are  the  ex- 
change a patient  must  make  in  order  to  ob- 
tain relief  from  his  hypertensive  disease. 
Most  of  them  should  be  described  for  the  pa- 
tient prior  to  his  surgery,  but,  in  the 
younger  male,  Fowler  and  deTakats^^^)  g^g. 
g e s t omitting  statements  regarding  dis- 
turbed sexual  function  except  on  direct  ques- 
tioning because  of  the  psychological  influ- 
ence itself  upon  this  function. 

Certain  complications  are  attendant  upon 
extensive  sympathectomy.  The  sympathetic 
preganglionic  innervation  of  the  abdominal 
viscera  arises  from  cord  level  fourth  thoracic 
to  first  lumbar,  and  as  the  splanchnics  con- 
tinue to  the  celiac  plexus  where  the  post- 
ganglionic fibers  arise^*^>,  the  retrograde 
pathway  is  that  of  the  visceral  afferent  or 
sensory  fibers.  Bilateral  sympathectomy 
produces  sensory  denervation  of  the  abdomi- 
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nal  contents.  Drags tedt^^^^  has  warned  that 
sympathectomy  may  cause  rapid  progres- 
sion of  an  ulcer  in  a patient  and  permit  of 
painless  perforation.  However,  clinical  signs 
of  parietal  peritoneal  irritation  will  remain 
manifest. 

Cases  of  peptic  ulcer  following  splanchnic- 
ectomy  have  been  reported ; other  diseases 
of  the  retroperitoneal  and  intraperitoneal  or- 
gans may  be  masked. 

Sympathectomy  performed  during  preg- 
nancy does  not  interfere  with  or  alter  gesta- 
tion. 

Sterility  in  the  male  has  been  regarded  as 
a possible  complication,  but  deTakats^^^)  has 
shown  that  motile  spermatozoa  may  be  pres- 
ent after  sympathectomy  with  splanchnic- 
ectomy.  Erection  and  ejaculation  may  be  in- 
terfered with,  but,  as  previously  noted,  psy- 
chological factors  may  contribute  to  this  al- 
teration. 

Postural  hypotension  is  tlie  most  com- 
plained of  side  effect  of  sympathectomy, 
though  it  is  probable  that  this  phenomenon 
signals  an  adequate  resection.  This  usually 
persists  for  weeks,  occasionally  for  months. 

Hyperhydrosis  of  the  no  n-denervated 
areas  may  occur  in  the  more  extensive  re- 
sections. This  is  most  severe  immediately 
postoperatively  and  usually  diminishes  as  a 
complaint.  Heat  exhaustion  in  a patient  go- 
ing to  the  tropics  has  been  described,  pre- 
sumably due  to  interference  with  the  heat 

dissipating  mechanism 

CONCLUSIONS 

1.  Bilateral  thoracolumbar  sympathec- 
tomy is  an  established  form  of  therapy  in 
the  treatment  of  essential  arterial  hyperten- 
sion. 

2.  Surgical  treatment  should  be  carefully 
expanded  particularly  in  the  more  severe 
groups  of  patients. 
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ARMY  TESTS  NEW  PLASTIC  BAG  TO  REPLACE 
GLASS  BOTTLE  AS  WHOLE  BLOOD  CONTAINER 

New  p'astic  baRs  may  replace  glass  bottles  as 
containers  of  whole  blood  for  military  use  if  cur- 
rent tests  by  the  Army  Medical  Seiwice  confirm 
that  the  plastic  holders  facilitate  transfusions  and 
substantially  reduce  the  bulk  of  shipments. 

Major  General  George  E.  Armstrong,  MC,  Army 
Surgeon  General,  announced  that  the  plastic  con- 
tainers had  proved  equally  valuable  in  both  field 
trials  and  hospital  use.  Blood  packaged  in  the  6x8- 
inch  bags  occupies  only  one-half  the  space  required 
by  glass  bottles  now  in  use  and  can  be  airdropped 
to  troops  in  combat  without  breakage. 

Physicians  at  Brooke  Army  Medical  Center,  Fort 
Sam  Houston,  Tex.,  and  Walter  Reed  Army  Medical 
Center,  Washington,  D.C.,  report  arterial  transfu- 
sions are  easier  and  safer  to  give  when  whole  blood 
can  be  forced  into  the  patient’s  bloodstream  by  di- 
rect hand  pressure  on  the  plastic  container.  This 
eliminates  the  need  for  special  apparatus  to  build 
up  pressure  with  the  attendant  danger  of  air  en- 
tering the  system. 

Determination  of  the  practicality  of  the  new  con- 
tainers for  AiTny-wide  use  will  be  made  after  im- 
proved models  have  been  evaluated  at  Brooke,  Wal- 
ter Reed  and  two  Air  Force  and  two  Navy  hospitals. 

The  bags  are  also  used  for  collecting  blood  from 
donors  at  the  test  centers.  Although  they  do  not 
have  the  vacuum  pull  incorporated  in  the  bottles, 
the  plastic  units  can  fill  in  eight  to  16  minutes 
with  the  aid  of  gravity  and  the  donor’s  muscular  ef- 
forts. 

Air  shipment  of  whole  blood  to  Korea  and  other 
oversea  areas  will  be  greatly  facilitated  because 
of  the  small  weight  and  bulk  of  the  plastic  con- 
tainers compared  to  the  glass  bottles.  Storage  of 
the  empty  bags  will  I’equire  one  quarter  of  the 
space  occupied  by  the  glass  bottles. 

Each  bag  comes  collapsed  around  75  cc.  of  anti- 
coagulant, ready  to  receive  blood  from  a donor.  One 
type  comes  with  donor  tubing  attached  which  may 
be  used  as  a hanging  device;  a second  has  a measur- 
ing device  on  its  side  to  indicate  the  amount  of 
blood  it  contains. 
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After  calling  attention  to  the  mechanism  of  percutaneous 
absorption  and  the  types  of  reaction  which  may  result  in 
the  skin,  the  author  discusses  the  classes  of  substances 
which  may  produce  contact  dermatitis.  He  dwells  at  some 
length  on  methods  of  detecting  the  offending  substances 
and  upon  the  types  of  lesions  which  may  be  produced 
by  them.  He  concludes  by  urging  alertness  on  the  part 
of  the  physician,  to  the  sensitizing  ability  of  many  sub- 
stances and  the  variety  of  possible  reactions. 

EDITOR 

PHYSIOLOGY  OF  ABSORPTION 
THROUGH  THE  SKIN 

The  absorption  of  substances  through  the 
intact  skin  and  the  epithelium  of  its  append- 
ages is  known  as  percutaneous  absorption. 
Experiments  have  shown  that  the  epidermis 
will  act  as  a membrane  in  regard  to  the  pas- 
sage of  electrolytes^).  The  membranous  ef- 
fect of  the  epithelial  layers  of  the  skin  is  due 
neither  to  the  many  layers  of  cells,  nor  to  the 
horny  layer.  The  stratum  corneum  is  merely 
a rather  coarse  network  of  hard  plates  with 
large  holes  in  it,  and  offers  no  special  barrier 
to  ions  or  even  to  large  molecules.  The  seat 
of  the  resistance  is  in  the  stratum  granulo- 
sum  and  stratum  lucidum.  These  layers  lie 
between  the  acid,  horny  layer  and  the  slight- 
ly alkaline,  mucosal  layer,  both  of  which 
membranes  have  iTositive  ions  on  one  side 
and  negative  ions  on  the  other.  They  repi’e- 
sent  the  barrier  to  skin  absorption. 

The  presence  of  the  skin  appendages  com- 
plicates the  subject  of  percutaneous  absorp- 
tion. The  ducts,  or  follicles,  of  some  of  these 
structures  are  loosely  filled  with  sebum, 
horny  scales,  sweat,  air,  or  hair  shafts.  Hair 
shafts  are  not  adherent  to  the  walls  of  the 
follicles,  so  an  air  space  exists  around  them 
also.  The  sebaceous  gland  ducts  also  open  in- 
to the  hair  follicles.  Any  substance  which 
can  obtain  entrance  into  the  sweat  gland 
ducts  or  hair  follicles  may  bypass  the  epithe- 
lial membrane  barrier,  and  has  only  the  duct 
or  follicle  membrane  to  penetrate  to  gain  en- 
trance into  the  blood  stream.  It  has  been 
shown  experimentally  that  the  epithelium  of 
the  appendages  plays  the  most  important 
part  in  percutaneous  absorption^). 

In  general,  lipoid-soluble  substances  pass 
through  cutaneous  membranes  quite  easily, 
while  substances  not  soluble  in  lipoids  do 

♦Read  before  Annual  Convention  Nebiaska  State  Medical  As- 
sociation, May  14,  1952. 


not.  Some  substances  with  high  lipoid  solu- 
bility do  not  penetrate  cell  membranes  as 
readily  as  some  substances  with  less  marked 
lipoid  solubility.  It  has  been  suggested  that 
a certain  amount  of  water  solubility  must  be 
combined  with  a high  lipoid  solubility  for  the 
greatest  skin  penetration.  The  presence  of  a 
sterolphosphatide  framework  in  the  cell  or 
the  cell  membrane  has  been  given  credit  for 
the  absorption  of  lipoid  - soluble  sub- 
stances^^b  Any  factor  that  tends  to  alter 
this  framework  would  interfere  with  the  ab- 
sorption through  the  skin.  Hence  the  appli- 
cation of  substances  that  either  dissolve  or 
precipitate  the  lipoid  factor  of  the  cell  tends 
to  break  this  barrier,  and  the  cell  becomes 
more  permeable  to  water-soluble  substances. 
Conversely,  the  addition  of  cholesterol  to  the 
cell  strengthens  the  barrier,  and  absorption 
is  decreased.  The  application  to  the  skin  of 
ether  or  chloroform,  which  dissolves  chol- 
esterol, or  of  saponins,  which  precipitate  it, 
makes  the  skin  more  permeable  to  water- 
soluble  substances  and  less  permeable  to  li- 
poid-soluble compounds.  Substances  applied 
in  a vehicle  which  contains  cholesterol  will 
have  less  absorption  than  if  the  cholesterol 
were  not  present'^.  Another  factor  which  in- 
fluences absorption  is  the  concentration  of 
the  applied  substance.  If  a compound  is  ap- 
plied which  is  caustic,  the  proteins  of  the 
skin  are  coagulated  and  the  ability  of  that 
substance  to  penetrate  the  skin  is  decreased. 
Lower  concentrations  of  that  same  sub- 
stance, which  are  not  caustic,  will  be  ab- 
sorbed with  ease.  A break  in  the  epidermis, 
from  trauma  or  disease,  will  permit  all  sub- 
stances to  penetrate  this  disrupted  barrier 
much  more  readily.  However,  the  thickness 
of  the  horny  layer  of  the  skin  does  not  in- 
fluence absorption  nor  does  the  presence  or 
absence  of  the  fatty  covering  of  the  skin. 
Thus,  absorption  is  found  to  be  the  same 
through  ichthyotic  skin  as  through  normal 
skin.  There  is  also  equal  absorption  through 
seborrheic  skin  and  dry  skin. 

In  summary,  water  is  not  absorbed 
through  the  skin.  Electrolytes  which  are  sol- 
uble in  water  are  not  absorbed.  Water-soluble 
or  lipoid-soluble  nonelectrolytes  are  absorbed 
in  minimal  amounts  only  after  special  pre- 
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paration  of  the  skin  or  in  special  vehicles. 
Gases,  with  the  exception  of  carbon  monox- 
ide, penetrate  the  skin  with  ease.  Lipoid-sol- 
uble substances,  in  general,  are  absorbed 
readily  and  in  relatively  large  amounts. 

TYPES  OF  REACTION 

With  the  absorption  of  certain  types  of 
substances  and  compounds  established,  the 
effects  of  this  absorption  can  now  be  evalu- 
ated. In  general,  two  types  of  reactions  are 
recognized.  One  is  shown  as  the  reaction  of 
primary  irritation,  the  other  as  the  reaction 
of  sensitization. 

A primary  cutaneous  irritant  is  an  agent 
which  will  cause  dermatitis  by  direct  action 
on  the  normal  skin  at  the  site  of  contact,  if 
it  is  permitted  to  act  in  sufficient  quantity 
for  a long  enough  period  of  time'-'^h  This  type 
of  irritant  causes  chemical  or  physical  dam- 
age to  that  part  of  the  skin  with  which  it 
comes  in  contact,  resulting  in  destruction, 
burn,  or  inflammation  at  that  site.  The  ex- 
tent of  the  damage  depends  on  the  concen- 
tration of  the  agent,  the  length  of  time  of 
exposure,  and  the  resistance  of  that  particu- 
lar area  of  skin  to  the  substance.  Thus, 
abraded  skin  will  be  damaged  by  a primary 
irritant  that  would  have  no  effect  on  non- 
abraded  skin.  Such  a reaction  would  occur  in 
any  individual,  and  it  implies  no  specific 
sensitivity,  merely  being  the  expression  of 
the  fact  that  any  skin  that  has  physiologic, 
anatomic,  or  traumatically  inflicted  defects 
is  less  resistant.  No  previous  exposure  to  pri- 
mary irritants  is  needed,  for  the  reaction  oc- 
curs on  the  first  and  all  other  exposures.  The 
body  attempts  to  guard  against  irritants  by 
the  formation  of  callosities  and  the  deix)si- 
tion  of  pigment.  The  term  hypersensitivity 
should  not  be  confused  with  specific  sensi- 
tivity, or  allergy,  which  must  fulfill  certain 
requirements  before  it  can  be  said  to  exist. 

A cutaneous  sensitizer  is  an  agent  which 
does  not  necessarily  cause  demonstrable  cut- 
aneous changes  on  first  contact,  but  may  ef- 
fect such  specific  changes  in  the  skin  that, 
after  five  to  seven  days  or  more,  further  con- 
tact on  the  same  or  other  parts  of  the  body 
will  cause  dermatitis  This  type  of  agent 
produces  no  noticeable  change  in  the  skin  on 
its  first  application.  However,  a second  ap- 
plication of  this  same  agent  on  the  same  sub- 
ject some  five  to  seven  days  later  produces 
a reaction  which  may  be  a mild  inflamma- 
tory one,  or  one  severe  enough  to  produce 
necrosis  or  gangrene  of  the  area  involved. 


The  second  application  need  not  be  made  at 
the  site  of  the  first,  but  may  elicit  the  reac- 
tion wherever  it  is  applied.  Such  allergic  re- 
actions may  be  more  severe  in  areas  that 
have  been  previously  traumatized  or  are 
covered  with  thinner  epithelium.  A primary 
irritant  may  be  also  sensitizing,  and  a second 
application  of  such  an  agent  may  produce 
both  an  irritating  and  a sensitizing  reaction. 

The  refractory  period  is  that  interval 
when  the  sensitizing  agent  causes  no  reac- 
tion, even  in  a sensitized  subject.  This  re- 
fractory state,  tolerance,  or  hyposensitiza- 
tion period  is  quite  unpredictable,  and  can 
recur  at  any  time  and  without  any  warning. 
Higher  concentrations  of  the  offending 
agent  can  often  bring  about  the  end  of  a re- 
fractory state,  only  to  have  the  subject  build 
up  a tolerance  to  the  newer  concentration.  A 
refractory  state  that  has  been  present  for 
years  may  break  down,  and  the  individual 
may  react  to  the  sensitizer  in  the  same 
strength  that  had  caused  no  reaction  prev- 
iously. Continued  use  of  this  agent  may 
bring  about  no  new  tolerance  period.  In  such 
instances,  the  entire  immunity  mechanism 
has  been  disrupted.  The  refractory  period  is 
not  found  in  the  case  of  the  primary  irri- 
tants. 

A phenomenon  seen  frequently  in  contact 
dermatitis  is  the  appearance  of  lesions  at 
great  distances  from  the  site  of  the  original 
irritation.  This  is  due  to  the  absorption  of 
the  irritating  or  sensitizing  substances  and 
their  transportation  to  distant  sites  by  way 
of  the  blood  stream  or  the  lymph  channels. 
Sensitizing  agents  produce  circulating  anti- 
bodies and  a true  antigen-antibody  reaction. 
Such  a reaction  is  a specific  one  and,  when 
once  established,  will  recur  only  if  the  spe- 
cific agent  is  introduced  in  or  on  the  sensi- 
tized skin.  A severe  reaction  of  this  type  was 
described  by  Arthus,  who  gave  a series  of 
subcutaneous  injections  of  horse  serum  to 
rabbits  and  found  that  the  first  two  or  three 
caused  no  effect,  but  that  later  ones  caused 
severe  reactions  and  even  necrosis  in  the 
areas  injected He  also  demonstrated  the 
specificity  of  this  reaction  by  showing  that 
other  substances  would  not  elicit  this  re- 
sponse. The  site  of  this  reaction  is  either  in 
the  indiivdual  cells  (cellular  theory)  or  in  the 
blood  stream  (humoral  theory).  That  such 
antibodies  circulate  in  the  blood  stream  and 
can  be  transferred  passively  has  been  shown 
by  the  injection  of  the  serum  of  a person 
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who  had  been  sensitized  to  fish  and  of  one 
who  was  sensitive  to  eggs  into  the  skin  of  a 
normal  individual.  The  site  of  injection  gave 
an  immediate  urticarial  response  when  the 
corresponding  protein  extracts  were  applied 
to  those  sites.  The  sites  of  injection  of  these 
substances  also  reacted  when  the  proteins 
were  ingested  instead  of  being  applied  di- 
rectly^^b  Sensitizing  substances  can  be  in- 
troduced by  injection,  inhalation,  ingestion, 
or  absorption  from  the  skin. 

THE  DERMATOSES 

The  previously  mentioned  principles  are 
important  in  the  dermatoses  that  occur  from 
direct  or  indirect  contact  with  the  many  sub- 
stances surrounding  us.  These  dermatoses 
can  take  one  of  the  many  forms  The  first 
sign  noticed  is  usually  redness  and  some 
swelling.  Vesicles  soon  appear,  and  these 
maj^  enlarge  to  form  bullae.  The  process  may 
go  on  to  necrosis  and  gangrene.  Pruritus, 
burning,  and  stinging  are  nearly  always 
present  from  the  beginning  of  the  eruption. 
Another  and  slightly  different  type  of  erup- 
tion which  may  occur  is  the  gradual  thick- 
ening of  the  skin  on  the  tips  of  the  fingers, 
which  may  subsequently  become  verrucous. 
Thickening  and  brittleness  of  the  nails  may 
be  associated  with  this  eruption.  Fissures 
which  bleed,  become  secondarily  infected, 
and  painful,  may  occur<^k  Both  types  of  re- 
action may  occur  at  the  same  time.  Because 
the  onset  of  the  dermatitis  is  slow,  the  pa- 
tient tries  to  avoid  using  the  affected  fin- 
gers, or  to  protect  them  by  some  covering.  If 
he  takes  a vacation,  he  may  find  that  the 
dermatitis  improves  or  disappears  while 
away  from  work.  When  he  returns  to  work 
there  is  usually  a return  of  the  eruption.  The 
offending  agent  must  be  detenriined  if  the 
repeated  attacks  of  deraiatitis  are  to  be  pre- 
vented. 

The  removal  of  an  individual  from  all  the 
contacts  of  his  daily  nonnal  routine  does 
nothing  toward  the  prevention  of  the  recur- 
rence of  the  dermatitis.  It  will  merely  hasten 
the  clearing  of  the  present  eruption,  but  his 
allergic  state  remains.  Pennanent  freedom 
from  trouble  depends  on  the  discovery  of  the 
causative  agent  and  its  elimination.  The  first 
and  perhaps  most  important  step  to  be  taken 
is  a careful  and  minute  history  of  possible 
contacts  of  any  and  all  natures  and  the  cor- 
relation of  the  eruption  with  these  contacts. 
If  the  history  does  not  give  a definite  lead  to 
an  offender,  all  substances  with  which  the 


individual  has  contact  must  be  suspected  and 
tested.  The  patch  test  is  the  easiest  and  best 
means  of  testing.  It  consists  of  the  applica- 
tion of  a small  amount  of  the  suspected  sub- 
stance on  the  skin  at  a site  devoid  of  hair, 
clear  of  eruption,  and  as  near  the  affected 
area  as  possible.  It  must  be  kept  in  mind  that 
the  application  of  the  offending  substance 
might  cause  a severe  reaction  and  a flareup 
of  the  original  dermatitis.  Hence  it  is  wise  to 
wait  until  the  eruption  subsides  somewhat 
before  tlie  patch  tests  are  attempted.  It  is  al- 
so important  to  use  the  substances  in  the  ex- 
act dilution  and  preparation  in  which  they 
exist  during  the  daily  contacts  with  them. 
If  some  materials  are  primary  irritants,  di- 
lutions must  be  made  before  patch  testing  is 
done.  The  patch  test  is  usually  allowed  to  re- 
main on  the  skin  for  twenty-four  to  forty- 
eight  hours  and  is  then  removed  for  the  read- 
ing. The  occurrence  of  burning,  itching, 
stinging,  or  similar  symptoms  before  this  al- 
lotted time  expires  denotes  a positive  test, 
and  the  patch  test  should  be  removed  to  re- 
lieve the  patient  of  discomfort  or  a severe 
dermatitis  and  to  prevent  a possible  exacer- 
bation of  the  eruption.  The  patch  test  is  ap- 
plied to  the  skin  held  there  with  adhesive 
tape  or  some  similar  device,  and  the  sub- 
stance itself  is  covered  with  a small  piece  of 
cellophane  to  prevent  a possible  reaction  to 
the  adhesive  tape  from  obscuring  the  reac- 
tion to  the  tested  substance.  A positive  re- 
action consists  of  redness,  vesiculation,  ede- 
ma, or  even  a bullous  lesion.  Patch  tests  are 
not  infallible.  The  patient  might  be  in  a re- 
fractory phase  when  tested.  Contamination 
is  always  possible,  or  the  test  might  have 
slipped  off  the  skin.  Patch  tests  are  invalu- 
able in  leading  to  the  offenders  and  in  estab- 
lishing a working  basis  which  may  eventual- 
ly solve  the  problem. 

SUBSTANCES  CAUSING 

CONTACT  DERMATOSES 

Many  substances,  compounds,  and  articles 
in  the  house,  work  or  avocation  are  potential 
etiologic  agents  of  dermatoses.  They  are  far 
too  numerous  to  permit  a complete  list  here, 
but  some  of  the  more  common  offenders  will 
be  discussed.  There  are  different  types  of 
plastics,  and  some  have  greater  reputations 
as  sensitizing  agents  than  others.  The  phe- 
nol-formaldehyde plastics  have  perhaps  the 
most  notorious  reputation  for  causing 
trouble.  Both  of  these  compounds  are  highly 
sensitizing  substances,  and  together  they 
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are  doubly  dangerous.  They  are  found  in  nail 
polish,  plywood,  dentures,  parts  of  x-ray  ap- 
paratus, instrument  panels,  steering  wheels, 
and  other  articles  commonly  used.  Whenever 
plastics  are  used,  the  presence  of  phenol-for- 
maldehyde group  in  them  should  be  kept  in 
mind  if  subsequent  dermatitis  appears.  The 
urea  or  amino  plastics,  which  also  contain 
formaldehyde,  are  to  be  suspected.  They  are 
found  in  some  instruments,  in  the  housing 
for  scales,  and  other  similar  places.  A third 
group  is  the  cellulose  plastics.  These  are  di- 
vided into  two  types,  the  cellulose  nitrate  and 
the  cellulose  acetate  plastics.  The  nitrate 
group  is  found  in  x-ray  films  and  in  trans- 
parent containers.  The  acrylic  plastics  are 
used  extensively  in  dentures,  in  lighted  re- 
tractors, and  in  spectacles.  The  vinyl  plastics 
are  used  in  waterproof  fabrics  and  might  be 
the  cause  of  trouble  in  some  instances.  The 
latter  three  are  not  so  important  as  sensi- 
tizers as  the  former  two. 

Although  many  metals  are  known  to  be 
sensitizing  agents,  the  most  common  ones 
are  nickel,  mercury,  and  chromium.  Sensitiv- 
ity to  nickel  may  necessitate  a complete 
change  of  instruments.  Stainless  steel  may 
also  cause  trouble  because  it  contains  chro- 
mium and  nickel.  Chromium  is  also  used 
widely  in  plating  instruments,  and  is  a com- 
mon offender.  Pure  mercury  is  seldom  a sen- 
sitizing agent,  but  its  salts  are  very  prone  to 
be.  Silver,  tin,  zinc,  copper,  and  gold  are  less 
common  offenders,  but  might  occasionally 
be  guilty.  It  it  not  always  the  metal  itself, 
but  often  the  substances  used  in  its  alloy  or 
in  the  treatment  of  the  metal,  that  may  pro- 
duce a dermatitis. 

Antiseptic  compounds  are  frequently  se- 
vere sensitizers.  Again,  mercury  is  the  most 
infamous.  It  is  found  in  many  antiseptic  so- 
lutions such  as  mercurochrome,  merthiolate, 
mercresin,  metaphen,  and  others.  Iodine  is 
also  a common  causative  factor.  Since  the 
antiseptics  are  so  commonly  used,  they 
should  be  suspected  early  in  the  search  for 
the  offender. 

The  local  anesthetics,  such  as  novocain, 
butyn,  anesthesin,  pontocaine,  cocaine,  and 
nupercaine,  are  known  to  be  sensitizing 
agents,  and  their  constant  use  and  applica- 
tion in  many  compounds  and  forms  make 
them  a real  threat  and  danger  when  it  comes 
to  dermatoses. 

Rubber  is  used  in  many  forms ; as  gloves, 
finger  cots,  dentures,  rubber  bands,  and  vul- 


canite. Gutta-percha,  a rubberlike  substance 
produced  from  a resin,  is  also  used,  and  is  a 
possible  source  of  trouble. 

X-ray  film  and  the  solutions  used  in  the 
process  of  taking  and  developing  x-ray  pic- 
tures are  to  be  suspected  also.  The  film  is 
made  of  a cellulose  plastic,  and  is  usually  of 
the  cellulose  acetate  plastic.  The  emulsion  on 
the  film  is  composed  of  silver  nitrate,  potas- 
sium bromide,  gelatin,  and  water.  The  de- 
veloping solution  is  one  of  sodium  thiosul- 
fate, sodium  sulfite,  potassium  alum  or  po- 
tassium chrome  alum,  and  an  acid  such  as 
sulfuric^ In  the  process  of  taking  and  de- 
veloping x-ray  films,  many  chemicals,  either 
irritating  or  sensitizing,  are  handled.  All  are 
potentially  dangerous. 

Soaps  are  a constant  source  of  irritation 
and  may  be  sensitizers  as  well.  Many  soaps 
contain  medications,  but  their  presence  is  not 
required  for  the  production  of  dermatoses. 
The  cleansing  action  of  soaps  removes  the 
oily  covering  of  the  skin  and  reduces  its  nor- 
mal acidity,  thus  leaving  it  more  vulnerable 
to  organisms  and  the  substances  coming  in 
contact  with  it.  The  alkalies  and  fatty  acids 
in  soaps,  in  addition  to  their  detergent  ef- 
fects, are  the  main  source  of  trouble  from 
these  cleansing  agents 

Many  other  possible  irritating  and  sensi- 
tizing agents  are  potentially  important.  Some 
of  these  are : water  and  its  minerals ; plastics 
found  in  the  telephone,  trays,  chairs,  doors, 
and  other  articles ; modeling  compounds,  ce- 
ments, clothes  and  their  dyes ; paints,  var- 
nishes, and  enamels ; and  similar  substances. 

There  are  several  theories  as  to  the  me- 
chanism of  production  of  the  reaction  to 
drugs.  Many  ointments  are  medicated  and 
may  cause  contact  dermatitis.  The  antigen- 
antibody  reaction  that  is  such  an  important 
factor  in  the  sensitization  phenomena  and 
the  production  of  contact  eruptions  does  not 
occur  in  drug  eruptions.  It  has  been  suggest- 
ed that  the  blood  or  tissue  proteins  are  so 
changed  by  the  drug  that  they  act  as  foreign 
proteins  and  thus  cause  the  trouble.  Another 
theory  is  that  capillary  thrombosis,  agglu- 
tination emboli,  or  capillary  toxicity  occurs, 
and  in  turn  produces  anaphylactic  reactions. 
All  efforts  to  establish  any  theory  with  uni- 
versal acceptance  have  met  with  failure. 

The  eruptions  due  to  drugs  are  varied  and 
numerous,  and  may  be  localized  or  gener- 
alized. They  are  usually  symmetrical  in  dis- 
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tribution,  with  the  face,  neck,  forearms,  and 
legs  the  most  common  locations  for  the  erup- 
tion. The  dermatitis  may  vary  from  slight 
erythema  to  gangrene.  The  type  of  eruption 
is  not  usually  diagnostic  of  a single  drug,  but 
certain  drugs  have  a tendency  to  produce 
certain  types  of  dermatitis^ ‘h  The  eruption 
usually  appears  suddenly  and  will  subside 
promptly  on  discontinuance  of  the  drug,  this 
being  a good  diagnostic  point  in  recognizing 
a drug  eruption.  Sensations  of  itching  and 
burning  are  usually  present,  but  systemic 
symptoms  are  absent  except  in  the  more  se- 
vere and  generalized  eruptions.  Women  and 
children  are  more  prone  to  develop  these  der- 
matoses. Drug  sensitivity  can  manifest  itself 
by  the  development  of  the  eruption  in  lo- 
calized areas  or  in  a more  generalized  distri- 
bution. The  localized  eruption  is  called  a 
fixed  drug  eruption  and  is  evidently  due  to  a 
particular  area  of  skin  becoming  sensitized 
to  the  drug  with  the  rest  of  the  skin  remain- 
ing normal.  The  eruption  will  occur  in  the 
same  spot  each  time  the  drug  is  taken,  once 
the  sensitivity  is  established.  The  more  gen- 
eralized eruptions  do  not  follow  such  regu- 
larity. 

SUBSTANCES  CAUSING 
DERMATITIS  MEDICAMENTOSA 

In  considering  specific  drugs,  the  sulfona- 
mide group  is  a commonly  used  therapeutic 
agent,  and  is  quite  prone  to  cause  an  erup- 
tion. The  eruption  may  be  papular,  morbilli- 
form, scarlatiniform,  pui*puric,  urticarial, 
vesicular,  varioliform,  bullous,  or  nodular  in 
character.  Exfoliative,  or  widely  scaling, 
dermatitis  is  also  occasionally  seen.  Fixed 
drug  eruptions  and  stomatitis  have  also  been 
observed  from  the  sulfonamides.  The  sulfo- 
namides are  photosensitizing  agents,  and 
eruptions  may  follow  exposure  to  the  sun 
when  they  are  taken.  Eruptions  may  occur 
from  the  first  to  the  thirtieth  day,  but  us- 
ually occur  from  the  fifth  to  the  ninth  day. 
Leucopenia  with  granulocytopenia,  acute 
hemolytic  anemia,  hematuria,  elevation  of 
temperature,  hepatitis,  anuria,  and  some 
ocular  and  auditory  disturbances  may  also 
occur. 

Penicillin  is  a newer  and  much  used  drug 
whose  sensitizing  ability  has  certainly  been 
established.  Perhaps  the  most  common  erup- 
tion is  an  urticarial  one,  though  papular,  ves- 
icular, morbilliform,  scarlatiniform,  and  pur- 
puric dermatoses  occurUi-i3)_  q'j^g  further 
use  and  experience  with  this  drug  will  un- 
doubtedly lead  to  more  complete  knowledge 


of  the  frequency  and  types  of  reaction  that 
might  develop  from  its  administration. 

Aspirin  produces  urticarial  and  scarlatini- 
form eruptions,  in  addition  to  conjunctivitis 
and  edema  of  the  eyelids  in  individuals  who 
are  sensitized  to  the  drug.  Angioneurotic 
edema  has  also  been  reported.  Ecchymotic 
lesions  resembling  bruises  have  also  been  ob- 
served, and  occasionally  swelling  of  the  face, 
nasal,  buccal,  and  pharyngeal  mucosa,  ac- 
companied by  malaise,  is  seen.  Phenacetin, 
found  in  many  preparations  such  as  empirin 
compound,  may  produce  a generalized  ery- 
thematous, urticarial  eruption.  Anacin  may 
produce  scarlatiniform  and  urticarial  erup- 
tions because  of  its  quinine  content.  Antipy- 
rine,  used  as  an  antipyretic  and  analgesic, 
has  been  reported  as  producing  morbilli- 
form, urticarial,  puiqjuric,  edematous,  bul- 
lous, and  erythematous,  sharply  defined, 
plaquelike  lesions.  The  erythematous  lesions 
tend  to  be  a fixed-drug  type  of  eruption. 
Pyramidon  or  amidopyrine  rarely  produces 
cutaneous  lesions,  but  has  been  known  to 
cause  swelling  of  the  lower  lip,  erythema- 
tous, papular,  and  urticarial  lesions,  and 
pruritus.  Petechiae  and  extensive  gangrene 
have  been  reported.  The  danger  of  agranu- 
locytosis from  this  drug  is  well  established. 
The  barbiturates  produce  either  general  or 
local  eruptions.  These  may  be  urticarial, 
morbilliform,  scarlatiniform,  vesicular,  bul- 
lous, rubeoloid,  or  may  develop  into  a general 
exfoliative  dermatitis.  Erosions  in  the  mouth 
and  about  the  genitals  may  also  occur,  as 
well  as  edema,  usually  about  the  face.  Ex- 
foliative deiTnatitis  may  be  accompanied  by 
constitutional  symptoms,  and  may  be  quite 
severe  to  the  point  of  terminating  fatally. 
Moi’phine,  codeine,  and  the  other  alkaloids  of 
opium  usually  produce  and  exudative,  ery- 
thematous type  of  eruption,  but  may  also 
produce  scarlatiniform,  morbilliform,  and 
urticarial  lesions,  with  pruritus  and  des- 
quamation occurring  with  these  eruptions. 
Vesicles  and  bullae  have  been  reported, 
though  rarely.  Bromine  and  its  compounds 
commonly  produce  acneform  eruptions. 
These  lesions  resemble  acne  vulgaris  and  oc- 
cur on  the  face,  upper  portions  of  the  trunk, 
and  occasionally  in  the  genital  regions.  They 
are  pustules,  papules,  and  papulopustules. 
Fungating  lesions  may  also  appear,  usually 
on  the  extremities.  The  bromide  eruptions 
differ  from  the  usual  drug  eruptions  in  that 
they  usually  occur  only  after  long  and  pro- 
tracted use  of  the  compounds. 
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In  the  management  of  these  eruptions, 
the  most  important  consideration  is,  of 
course,  the  identification  and  elimination  of 
the  offending  drug.  The  sudden  onset  of  an 
eruption  with  a symmetrical  distribution  or 
fixed  erythematous  lesion  associated  with 
the  ingestion  of  some  drug  should  make  one 
immediately  suspicious  that  the  drug  was 
the  cause  of  the  eruption.  The  elimination  of 
the  drug  will  usually  cause  symptomatic  re- 
lief and  rapid  clearing  of  the  dermatitis. 
Elimination  might  be  speeded  with  cathar- 
tics, care  being  taken  not  to  irritate  the  gas- 
trointestinal tract  and  not  to  give  the  drug 
that  caused  the  eruption.  The  bromide  emo- 
tions usually  take  much  longer  to  clear,  with 
consequent  prolonged  discomfort  to  the  pa- 
tient. 

CONCLUSION 

Alertness  on  the  part  of  the  physician  to 
the  potential  sensitizing  ability  of  many 
substances,  as  well  as  knowledge  of  the  phys- 
iology of  such  sensitizing  phenomena  and  an 
appi-eciation  of  the  many  types  of  reaction 


which  may  be  produced  by  such  substances 
will  lead  to  the  greater  recognition  of  the 
sensitizing  dermatoses  and  their  better  man- 
agement. 
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Adenomyosis  of  the  Uterus* 

S.  L.  WOLTERS,  M.D.,  F.A.C.S. 

Lincoln,  Nebraska 


After  briefly  defining  the  term,  adenomyosis  and  discuss- 
ing its  incidence.  Doctor  Wolters  reviews  the  symptoms 
and  physical  findings  which  may  suggest  but  rarely  con- 
firm a positive  diagnosis.  The  pathology  and  theories 
of  histogenesis  of  the  condition  are  discussed  at  some 
length.  The  author  believes  that  medical  treatment  is 
useless  and  hormone  administration  harmful.  Surgical 
removal  of  the  uterus,  with  conservation  of  the  ovaries 
if  possible,  is  indicated  if  symptoms  are  severe.  Three 
cases  are  presented. 

EDITOR 

Adenomyosis  of  the  uterus  is  a very  defi- 
nite and  clearly  defined  disease.  It  is  char- 
acterized by  benign  invasion  of  the  uterine 
musculature  by  the  endometrium  which  nor- 
mally is  found  only  lining  the  uterine  cavity. 
It  is  an  ectopic  growth  of  endometrial  tissue 
and  in  this  respect  it  is  very  similar  to  endo- 
metriosis. It  is  sometimes  called  endometrio- 
is  interna  whereas  endometrial  tissue  found 
in  other  locations  is  called  endometriosis  ex- 
terna or  pelvic  endometriosis  if  the  ectopic 
endometrium  is  found  in  that  location.  Both 
varieties  have  been  called  a benign  metasta- 
tic disease. 

HISTORICAL 

In  1897  Cullen  made  the  first  reference  to 
adenomyosis  to  be  found  in  the  English  lit- 
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erature.  As  late  as  1922  it  was  still  consid- 
ered enough  of  a rarity  that  single  cases 
were  reported  in  the  literature.  During  the 
past. thirty  years  interest  in  the  subject  has 
grown,  and  a great  deal  of  writing  has  ap- 
peared on  the  subject. 

INCIDENCE 

There  is  a great  variation  in  the  published 
reports  regarding  the  incidence  of  the  dis- 
ease, from  a low  of  8 per  cent  to  a high  of 
69.9  per  cent.  Hunter  of  the  University  of 
Oregon,  who  reported  one  of  the  largest 
series  found  an  incidence  of  27.8  per  cent. 
This  figure  is  close  to  that  given  in  most  of 
the  reixirts.  In  two  of  the  Lincoln  hospitals 
the  incidence  was  10  and  13.3  per  cent.  How- 
ever, a special  study  was  not  made  and  more 
cases  might  have  been  found  if  serial  sec- 
tions had  been  examined  from  all  parts  of 
every  uterus  studied. 

The  wide  variation  in  reported  incidence 
may  be  due  to  differences  in  interpretation 
of  findings.  Slight  direct  extension  of  the 
surface  endometrium  downward  into  the 
submucosal  myometrium  is  r e g a r d e d by 
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some  as  being  pathological  while  others  ig- 
nore this  finding. 

AGE  INCIDENCE 

Adenomyosis  occurs  in  patients  of  an  old- 
er age  group  than  external  or  pelvic  endome- 
triosis. It  is  more  likely  to  occur  in  women 
in  the  late  childbearing  age,  namely  in  wom- 
en over  thirty-five  whereas  external  endo- 
metriosis is  more  likely  to  occur  in  women 
between  the  ages  of  twenty  and  thirty-five. 
There  are  exceptions,  however,  and  Holden 
reports  an  authentic  case  of  adenomyosis  in  a 
girl  fourteen  years  old. 

SYMPTOMS 

Diffuse  adenomyosis  is  associated  with  ex- 
cessive and/or  prolonged  bleeding.  This  le- 
sion is  more  likely  to  have  bleeding  as  a 
symptom  than  is  external  endometriosis.  The 
uterus  is  ordinarily  somewhat  enlarged  but 
rarely  sufficiently  so  to  be  called  a tumor. 
Pain,  especially  that  which  accompanies 
menstruation,  is  a frequent  symptom,  but  it 
is  not  always  present. 

Hunter,  who  reported  on  517  cases  of  ade- 
nomyosis lists  the  symptoms  in  order  of  fre- 
quency as:  Menorrhagia,  metrorrhagia,  dys- 
menorrhea, both  before  and  during  the 
menstrual  period,  dysuria  and  frequency,  and 
a bearing  down  feeling  in  the  pelvis.  In  one- 
third  of  tliese  cases  adenomyosis  was  the  on- 
ly pathological  condition  found  in  the  pelvis 
at  the  time  of  operation.  This  is  contrary  to 
the  contention  of  others  who  maintain  that 
the  symptomatology  of  adenomyosis  is  due 
to  other  pathology  in  the  pelvis.  Spatt  re- 
ported fifty-two  cases  from  the  University 
of  Louisville  and  found  that  in  none  of  these 
cases  was  this  condition  present  alone  and 
therefor  stated  that  no  definite  conclusion 
could  be  drawn  as  to  the  symptomatology  of 
adenomyosis  per  se.  It  is  the  consensus,  how- 
ever, that  abnormal  bleeding,  chiefly  menor- 
rhagia. and  increasing  dysmenorrhea  are  the 
tv/o  chief  symptoms. 

PATHOLOGY 

Grossly  the  uterus  shows  enlargement  due 
to  the  diffuse  overgrowth  of  the  muscu- 
lature, usually  symmetrical  but  asymmetri- 
cal when  the  ectopic  islands  of  endometrium 
are  irregularly  distributed.  In  the  latter  in- 
stance the  condition  may  be  mistaken  for 
fibromyomata.  There  is  often  enormous 
thickening  of  the  uterine  wall,  the  posterior 
wall  for  some  reason  being  more  often  and 


more  extensively  involved  than  the  anterior. 
In  some  locations  tumor  masses  may  occur 
which  are  made  up  of  muscle  tissue  and  endo- 
metrium. These  tumor  masses  are  well  de- 
fined but  are  not  encapsulated  as  are  fib- 
roids. These  are  called  adenomyomas  because 
they  are  true  isolated  tumors.  These  tumors 
may  be  found  also  outside  the  uterus,  namely 
in  the  round,  bi’oad  and  uterosacral  liga- 
ments. When  the  uterus  is  symmetrical  it 
rarely  becomes  much  larger  than  a small 
grapefruit. 

Fibromyomata  and  adenomyosis  often  oc- 
cur together.  The  Presbyterian  Hospital  of 
Chicago  group  found  adenomyosis  in  52  of 
100  cases  of  fibroid  uteri.  Their  figure  is 
much  higher  than  that  of  eight  other  report- 
ers whose  average  incidence  is  7.3  percent. 
Again  these  differences  may  be  due  to 
whether  or  not  the  investigators  were  mak- 
ing a special  search  for  the  condition. 

The  cut  surface  grossly  appears  trabecu- 
lated  and  honey-combed.  There  are  indefi- 
nite, nonencapsulated  areas  of  hypertrophied 
smooth  muscle  bundles.  Dark,  hemorrhagic 
or  cystic  areas  vary  from  a few  millimeters 
to  several  centimeters  in  diameter.  Larger 
cysts  are  rare. 

The  distinctive  microscopic  characteristic 
is  the  presence  of  islands  of  typical  endome- 
trial tissues  scattered  throughout  the  muscu- 
lature, often  far  beneath  the  endometrial 
surface,  and  sometimes  extending  to  the  per- 
itoneal surface.  The  endometrial  glands  in 
the  ectopic  tissue  are  surrounded  by  typical 
endometrial  stromal  cells.  In  some  areas 
there  may  be  few  glandular  elements  with 
the  stroma  in  preponderance. 

The  functional  state  of  the  ectopic  endo- 
metrium is  usually  proliferative.  It  rarely 
shows  any  secretory  activity.  This  is  probab- 
ly due  to  the  fact  that  the  tissue  is  immature 
and  can  i-espond  only  to  estrogen  and  not  to 
the  luteal  hormone.  Novak  found  no  secre- 
tory activity  of  the  ectopic  endometrium  in 
243  cases  in  one  series  although  he  claims  to 
have  seen  it  in  a few  other  isolated  cases. 
Some  authors  state  that  anovulatory  cycles 
are  always  associated  with  adenomyosis. 
However,  if  this  were  true  the  surface  or 
true  endometrium  should  always  be  of  the 
proliferative  type.  On  the  contrary,  secre- 
tory endometrium  and  even  decidual  reaction 
has  been  seen  in  the  true  endometrium  when 
the  ectopic  endometrium  did  not  show  the 
same  changes.  In  cases  of  pelvic  endometrio- 
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sis  there  is  more  often  a similarity  in  the 
glands  of  the  true  and  the  ectopic  endomet- 
rium. Hemorrhage  into  the  ectopic  endomet- 
rium is  also  more  common  in  external  endo- 
metriosis than  in  adenomyosis. 

There  is  often  an  associated  hyperplasia 
of  the  surface  endometrium.  Novak  reports 
hyperplasia  in  36  per  cent  of  a series  of  92 
cases  of  adenomyosis. 

HISTOGENESIS 

Numerous  theories  have  been  postulated 
to  explain  the  origin  of  this  disease,  but  no 
one  theory  satisfactorily  explains  all  the 
findings  and  it  would  appear  that  no  single 
mechanism  is  universal  in  the  pathogenesis 
of  the  disease.  Novak  says  that  it  has  its 
source  from  the  surface  endometrium.  Curtis 
points  out  the  spread  through  lymph  chan- 
nels and  blood  vessels. 

We  have  very  little  direct  evidence  as  to 
the  underlying  cause  of  this  invasiveness  of 
the  endometrium  and  the  increased  prolifer- 
ative activity  of  the  muscle.  The  immediate 
normal  cause  of  endometrial  and  muscle 
growth  of  the  uterus  is  the  estrogenic  activ- 
ity of  the  ovary.  Adenomyosis  represents  an 
increased  growth  activity  of  otherwise  nor- 
mal tissue.  This  may  lend  support  to  the  be- 
lief of  some  students  that  adenomyosis  is 
due  to  an  endocrine  dysfunction  of  the  ovary 
although  experimental  evidence  is  still  lack- 
ing for  this  view. 

Brines  and  Blain  of  Detroit  suggested  that 
adenomyosis  is  the  result  of  spontaneous 
generation  of  endometrial  stromal  or  inter- 
stital  cells  from  the  myometrium'  and  that 
these  cells  possess  the  potentiality  to  differ- 
entiate into  epithelial  cells,  which,  in  turn, 
form  glands.  They  compared  the  process  to 
the  transformation  of  fibroblasts  into  osteo- 
blasts and  chondroblasts.  They  do  not  ex- 
plain what  initiates  the  process. 

DIAGNOSIS 

Since  the  diagnosis  of  uterine  adenomyo- 
sis is  a microscopic  one,  a preoperative  diag- 
nosis is  difficult  to  make  with  certainty. 
Profuse  bleeding,  increasingly  severe  ac- 
quired dysmenorrhea,  and  a firm,  more  or 
less  symmetrical  uterine  enlargement  in  a 
woman  over  thirty-five  years  of  age  should 
suggest  the  diagnosis.  It  may  be  impossible 
to  differentiate  small  fibroids  which  have  not 
too  greatly  disturbed  the  symmetry  of  the 
uterus.  Frequently  the  two  coexist.  The  ad- 


ditional finding  of  a hyperplastic  endomet- 
rium on  curettage  is  suggestive.  Carcinoma 
can  be  ruled  out  by  a diagnostic  curettage. 
Vaginal  smears  and  biopsies  to  rule  out  car- 
cinoma are  helpful  but  not  entirely  reliable. 

TREATMENT 

The  indications  for  treatment  are  the  se- 
verity of  the  symptoms.  When  these  disturb 
or  incapacitate  the  patient  or  an  anemia  is 
produced  which  responds  poorly  to  therapy, 
surgery  is  indicated.  A complete  hysterec- 
tomy is  the  procedure  of  choice.  The  ovaries 
are  not  removed  unless  there  is  some  specific 
indication  such  as  an  associated  pelvic  endo- 
metriosis. Irradiation  is  reserved  for  those 
for  whom  surgery  is  contraindicated  and 
then  only  after  a diagnostic  curettage  has 
ruled  out  a possible  malignancy.  To  destroy 
relatively  normal  organs  such  as  the  ovaries 
and  preserve  a diseased  organ  such  as  a uter- 
us with  adenomyosis  does  not,  in  my  opinion 
and  in  the  opinion  of  others,  seem  reason- 
able. We  must  aim  to  treat  disease  rather 
than  symptoms.  Treating  this  type  of  patient 
with  ovarian  hormone  in  an  attempt  to  con- 
trol bleeding  may  be  only  adding  fuel  to  the 
flame  since  the  growth  of  ectopic  endomet- 
rium is  probably  enhanced  by  hormones. 
Curtis  goes  so  far  as  to  say  that  there  is 
more  than  just  a likelihood  of  malignant  de- 
generation of  adenomyosis  of  the  uterus.  He 
also  says  that  the  analogy  between  benign 
invading  adenomyosis  and  adenomatous  ma- 
lignancy of  the  uterus  is  striking  and  that 
the  coexistence  of  malignancy  in  patients 
with  adenomyosis  and  endometriosis  is  more 
than  accidental.  If  Curtis  is  correct  we  may 
well  beware  of  the  promiscuous  use  of  ovar- 
ian hoiTnone,  particularly  estrogen,  in  un- 
diagnosed abnormal  bleeding  in  the  female. 

CASE  HISTORIES 

1.  Mrs.  G.  B.  age  47-  Para  iii,  Gravida  iii.  Symp- 
toms of  menoi-rhagia  and  dysmenorrhea  of  increas- 
ing severity  for  one  year.  Periods  very  profuse,  oc- 
curing  every  fifteen  to  eighteen  days.  The  past  his- 
tory, entirely  negative.  There  had  been  no  previous 
surgery  and  no  severe  illness.  Pelvic  examination 
showed  only  a symmetrically  enlarged  uterus.  A 
diagnostic  curettage  was  done  and  a large  amount 
of  hyperplastic  appearing  tissue  was  obtained.  On 
microscopic  exmination  the  tissue  showed  benign 
cystic  hyperplasia.  The  patient  postponed  hysterec- 
tomy which  was  advised  until  nine  months  later  at 
w'hich  time  the  same  symptoms  as  previously  ex- 
perienced had  reappeared.  A total  hysterectomy  was 
done.  The  pelvis  showed  no  other  pathology.  The 
pathological  diagnosis  was  diffuse  adenomyosis  of 
marked  degree. 

2.  Mrs.  F.  W.  Age  52,  Para  0,  Gravida  O.  Symp- 
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toms  of  menorrhagia  of  five  weeks  duration.  The 
patient  used  from  one  to  four  pads  daily.  Eighteen 
months  previously  she  had  had  a curettage  for  a 
similar  episode  of  bleeding.  Pathological  diagnosis 
of  this  tissue  was  not  available  but  the  patient  re- 
ported that  she  had  been  told  it  was  benign.  The  two 
periods  preceding  this  bleeding  had  been  very  pro- 
fuse. She  had  had  a bilateral  salpingectomy,  uterine 
suspension  and  appendectomy  twenty  years  prev- 
iously. Pelvic  examination  showed  a symmetrically 
enlarged  uteiais  in  third  degree  retroversion  and 
not  freely  movable.  At  laparotomy  a pelvic  endo- 
metriosis was  noted  with  adhesions  which  fixed  the 
utenis  and  ovaries  into  the  cul-de-sac.  A total  hy- 
F'^e'-ec'^mriv  and  bilateral  oophorectomy  were  done. 
Pathological  diagnosis  was  adenomyosis  of  the  uter- 
us and  cystic  hyperplasia  of  the  endometrium. 

3.  The  following  history  is  from  the  hospital  rec- 
ords and  is  one  about  which  I have  no  personal 
knowledge. 

Mrs.  N.  H.  age  28,  Pai’a  0,  Gravida  i.  This  pa- 
tient was  first  seen  in  November  1942.  She  gave  a 
history  of  bleeding  for  ten  weeks.  Her  temperature 
was  102.4  on  admission.  She  appeared  extremely 
pale  and  acutely  ill.  The  hemoglobin  was  2.8  grams 
per  100  ml  or  18%.  The  r.b.c.  was  2.37  million  and 
the  w.b.c.  5,600.  The  patient  was  very  obese  and  a 
satisfactory  pelvic  examination  could  not  be  done. 
She  gave  a history  of  a spontaneous  abortion  six 
months  earlier  followed  by  a curettment  for  retained 
secundines  two  weeks  after  the  abortion.  Following 
this  the  patient  had  two  normal  periods.  The  third 
period  was  vei’y  profuse  and  this  bleeding  continued 
for  ten  weeks  until  the  time  of  admission  to  the  hos- 
pital. She  received  several  blood  transfusions  dur- 
ing the  next  few  days  and  then  a diagnostic  curet- 
tage was  done.  The  diagnosis  was  hyperplasia  of  the 


endometrium.  The  bleeding  continued  for  another 
ten  days. 

Thi’ee  weeks  later  the  patient  was  readmitted  be- 
cause of  extreme  pain  in  the  lower  abdomen.  The 
hemoglobin  was  now  12  grams.  The  w.b.c.  was  24,- 
500.  The  temperature  was  101.4.  There  was  slight 
vaginal  bleeding.  Three  days  after  admission  a lap- 
arotomy was  done  because  of  the  persistent  pain. 
The  uterus  was  found  to  be  about  four  times  nor- 
mal size,  symmetrical,  firm  and  the  surface  was 
covered  with  small  purplish  areas.  The  pathologist 
agreed  that,  grossly,  the  uterus  gave  the  appear- 
ance of  chorioepithelioma.  The  ovaries  were  en- 
larged to  three  or  four  times  their  normal  size.  A 
total  hysterectomy  and  bilateral  salpingo-oophorec- 
tomy  was  done.  On  cut  section  the  myometrium 
was  found  to  contain  large  blood  filled  sinuses  ex- 
tending from  the  endometrium  through  the  myomet- 
trium  to  the  serosa  accounting  for  the  purplish 
spots  seen  on  the  surface.  The  microscopic  diagnosis 
was  diffuse,  cystic  adnomyosis  of  the  uterus.  The 
patient  made  an  uneventful  recovery. 

It  is  interesting  to  note  that  as  early  as  the  age  of 
eighteen  the  patient  had  been  treated  for  metromen- 
orrhagia.  At  the  ages  of  22  and  24  she  had  had  cur- 
ettments  for  menorrhagia.  At  the  age  of  28  the  epi- 
sode described  above  occuired.  Whether  ovarian 
dysfunction  was  an  etiological  factor  in  this  case  is  a 
question. 

SUMMARY 

1.  The  history  and  incidence  of  adeno- 
myosis are  reviewed. 

2.  The  latest  concepts  of  the  pathology 
and  histogenesis  of  adenomyosis  are  re- 
viewed. 

3.  Three  case  histories  are  presented. 
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The  author.  Dr.  Baty,  presents  a resume  of  the  frequency, 
various  etiologic  factors,  the  diagnosis  and  treatment  of 
pyuria  in  children.  He  calls  special  attention  to  the  need 
for  detailed  study  of  the  whole  urinary  tract  in  cases  of 
pyuria  in  males  and  also  in  those  females  in  whom  there 
is  recurrent  infection.  The  statements  made,  while  not 
new  and  startling,  are  sound  and  authoritative  and  conform 
to  the  best  present  practice  in  pediatrics.  Three  short  case 
reports  illustrate  some  of  the  points  made  in  the  article. 

E.W.H. 

The  term  “pyuria”  is  used  broadly  to  in- 
clude infections  such  as  cystitis,  pyelitis  and 
pyelonephritis  involving  different  portions 
of  the  urinary  tract.  This  is  a common  and 
important  condition  in  infants  and  children. 
It  has  been  estimated  that  between  one  and 
two  per  cent  of  the  illnesses  occurring  in  this 
age  group  are  the  result  of  infection  of  the 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  13,  1952. 


urinary  tract.  There  is  a distinct  sex  pre- 
dominance as  between  seventy  and  ninety  per 
cent  of  the  cases  of  pyuria  are  in  females. 

ETIOLOGY 

The  etiology  of  pyuria  varies  but  in  the 
majority  of  instances  some  member  of  the 
colon-typhoid  group  of  gram-negative  bacilli 
is  the  causative  agent.  The  organism,  B.  coli 
communis  (Escherichia  coli),  is  the  most 
common  invader.  The  gram-positive  cocci, 
especially  the  staphylococci  and  streptococci 
are  the  etiologic  agents  in  about  twenty  per 
cent  of  the  cases.  Other  organisms  such  as 
the  dysentery  bacillus  and  members  of  Sal- 
monella group  are  found  occasionally.  In 
some  cases  there  is  a mixed  infection  and  two 
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or  more  organisms  are  recovered  consistent- 
ly in  cultures. 

Bacterial  invasion  of  the  urinary  tract  may 
occur  by  way  of  the  blood  stream  or  by  the 
ascending  urogenous  route.  In  view  of  the 
fact  that  infections  of  the  urinary  tract  oc- 
cur predominantly  in  females  and  that  micro- 
organisms commonly  present  in  the  lower  in- 
testinal tract  are  most  often  the  cause,  it  is 
reasoned  that  the  infection  is  usually  an 
ascending  one.  The  vagina  becomes  con- 
taminated with  organisms  from  the  rectum 
and  since  the  urethra  is  short  in  the  female, 
they  easily  ascend  to  the  bladder. 

Stasis  of  urine  anywhere  in  the  urinary 
tract  is  a predisposing  factor  in  the  initia- 
tion of  infection  and  is  the  most  important 
cause  of  persistent  and  recurring  infections. 

The  pathologic  findings  are  dependent  pri- 
marily on  the  location  and  the  duration  of 
the  infection  and,  as  will  be  pointed  out  later 
in  case  reports,  are  also  dependent  to  a large 
extent  on  underlying  congenital  anomalies. 

SIGNS  AND  SYMPTOMS 

The  symptoms  of  pyuria  vary  extremely 
in  severity.  In  some  instances  there  is  a 
stormy,  severe  illness  and  at  times  there  are 
no  symptoms.  The  onset  may  be  abrupt 
with  high  fever,  vomiting,  pallor,  and  in  in- 
fants, convulsions.  Chills  are  rarely  seen  in 
infants  and  children  but  they  occur  more  fre- 
quently with  pyuria  than  with  other  infec- 
tions. As  in  all  other  illnesses  in  infants, 
digestive  symptoms,  chiefly  vomiting,  anor- 
exia, and  diarrhea  may  predominate.  Tliere 
may  be  a sustained  elevation  of  temperature 
for  several  days  but  more  characteristically 
the  temperature  curve  shows  wide  swings. 
Symptoms  directly  referable  to  the  urinary 
tract  are  relatively  uncommon  in  infants  and 
young  children.  There  may  be  anuria.  There 
is  at  times  dysuria  as  evidenced  by  crying 
at  the  time  of  voiding.  There  are  no  physical 
findings  that  may  be  interpreted  as  indicat- 
ing infection  of  the  urinary  tract.  The  evi- 
dence of  illness  is  dependent  on  the  severity 
of  the  process  and  is  not  specific  in  character. 
The  patient  may  appear  perfectly  well  or  be 
obviously  acutely  ill.  There  is  a varying  de- 
gree of  dehydration  and  there  may  be  an 
acetone  odor  to  the  breath.  In  rare  instances 
there  is  costovertebral  tenderness  on  one  or 
both  sides. 

The  urine  is  usually  diminished  in  amount, 
is  acid  in  reaction  and  contains  ketone 


bodies.  There  is  a varying  amount  of  al- 
bumin. Pus  cells,  characteristically  in 
clumps,  are  present.  There  may  be  only  a 
few  pus  cells  per  high  power  field  in  an  un- 
centrifuged sediment  or  the  urine  may  be 
grossly  cloudy  with  pus.  There  may  be  a few 
red  blood  cells  in  the  sediment.  Bacteria 
usually  are  present  and  the  causative  organ- 
ism can  be  determined  by  cultures  of  urine 
obtained  bj^  catheterization  of  females  or  by 
clean  voided  specimens  from  males.  The 
white  blood  cell  count  is  elevated  (common- 
ly between  15,000  and  30,000),  with  a pre- 
dominance of  polymorphonuclear  leukocytes. 

DIAGNOSIS 

The  diagnosis  of  pyuria  can  be  made  only 
from  an  examination  of  the  urine.  Such  an 
infection  may  be  suspected  from  clinical  ob- 
servation and  particularly  in  instances  of 
high  fever  in  which  no  obvious  cause  is  dis- 
covered on  careful  examination.  In  cases  of 
obscure  fever,  examination  of  the  urine 
should  be  done  several  times  as  in  rare  in- 
stances pus  may  not  be  present  for  several 
days  after  the  onset  of  the  illness.  The  num- 
ber of  white  cells  which  must  be  present  in 
the  urine  to  warrant  the  diagnosis  of  pyuria 
cannot  be  stated  exactly.  Certainly  it  is  not 
unusual  to  find  occasional  pus  cells  during 
febrile  illnesses  and  even  in  normal  indi- 
viduals. The  presence  of  numerous  leuko- 
cytes in  the  urine,  especially  in  clumps,  and 
the  finding  of  organisms  on  culture  do  war- 
rant the  diagnosis. 

TREATMENT 

The  duration  of  acute  pyuria  in  infants 
and  young  children  is  usually  a few  weeks 
when  untreated.  In  the  majority  of  in- 
stances where  there  is  no  urinary  stasis,  re- 
covery would  take  place  spontaneously  and 
there  would  be  no  recurrence  of  the  infection 
whether  or  not  specific  therapeutic  meas- 
ures were  carried  out.  The  response  to  ther- 
apy is  so  dramatic,  however,  with  almost  im- 
mediate relief  of  symptoms,  that  all  such 
cases  should  be  treated. 

The  treatment  consists  firstly  of  general, 
and  secondly,  of  specific  measures. 

During  the  acute,  febrile  stage  the  patient 
should  be  kept  at  complete  bed  rest,  given  a 
bland  diet  and  large  amounts  of  fluids. 

The  chemotherapeutic  and  antibiotic 
agents  which  have  been  discovered  during 
the  past  few  years  have  proved  to  be  spe- 
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cific  in  the  treatment  of  pyuria.  They  have 
almost  entirely  replaced  the  methods  of 
treatment  formerly  used  which  were  in  gen- 
eral: (1)  altering  the  pH  of  the  urine  by 
giving  either  alkali  or  acid  in  an  effort  to 
retard  the  causitive  organisms;  (2)  urinary 
antiseptics  (such  as  hexamethylenamine  and 
hexylresorcinol)  which  at  best  were  rela- 
tively ineffective.  The  use  of  ketogenic  diet 
and,  later,  mandelic  acid  in  chronic  pyuria 
was  effective  and  in  rare  instances  is  still 
the  preferred  method  of  treatment. 

The  sulfonamides  have  proved  to  be  effec- 
tive urinary  antiseptics  and  cases  of  pyuria 
usually  respond  promptly  to  treatment  with 
these  drugs.  Sulfadiazine  and  gantrisin(R) 
are  effective  against  the  majority  of  organ- 
isms which  are  responsible  for  infections  of 
the  urinary  tract  and  these  drugs  can  be 
given  in  smaller  doses  in  the  treatment  of 
pyuria  than  in  the  case  of  severe  infections 
elsewhere  in  the  body.  A sulfonamide  con- 
centration of  100  to  200  mgm.  per  100  cc.  in 
the  urine  is  adequate  in  most  instances.  This 
can  be  obtained  in  infants  and  small  children 
by  giving  one-half  to  one  grain  of  the  drug 
per  pound  of  body  weight  per  twenty-four 
hours  in  divided  doses  three  or  four  times  a 
day.  The  drug  should  be  continued  for  sev- 
eral days  after  the  urine  has  cleared  (and  a 
sterile  culture  obtained  if  the  procedure  is 
feasible).  This  usually  involves  a course  of 
sulfonamide  in  diminishing  doses  of  seven  to 
fourteen  days  duration.  The  antibiotics  or 
combinations  of  the  sulfonamides  and  anti- 
biotics are  more  effective  in  certain  specific 
infections. 

The  results  of  treatment  are  so  good  in  the 
majority  of  instances  that  it  seems  reason- 
able in  the  general  practice  of  medicine  to 
treat  female  infants  and  children  with  acute 
pyuria  at  home  as  outlined  above  without  the 
aid  of  any  laboratory  procedures  except  the 
examination  of  the  urine.  If,  however,  the 
condition  does  not  respond  promptly  or  if 
there  is  a recurrence  of  the  pyuria,  the  pa- 
tient should  be  hospitalized  for  thorough  in- 
vestigation of  the  urinary  tract.  It  has  been 
recommended  that,  in  all  cases  of  pyuria, 
urinary  tract  investigation  should  be  car- 
ried out  after  the  acute  infection  has  sub- 
sided. While  the  necessity  for  this  in  every 
case  may  be  questionable,  there  is  no  ques- 
tion as  the  advisability  of  complete  investi- 
gation in  cases  of  chronic  or  recurrent  py- 
uria. 


The  occurrence  of  pyuria  in  the  male  in- 
fant or  small  child  has  an  entirely  different 
significance  and  must  always  be  considered 
as  evidence  of  congenital  malfoi*mation  of 
the  urinary  tract  until  proved  otherwise.  For 
this  reason,  the  male  child  with  pyuria  should 
always  be  hospitalized  for  study  before  treat- 
ment is  begun.  It  is  usually  expedient  to 
clear  up  the  infection  as  far  as  possible  be- 
fore doing  investigative  procedures,  but  cul- 
tures and  blood  chemistry  determinations 
should  be  obtained  beforehand. 

Investigation  of  the  urinary  tract  should 
be  carried  out  also  in  youngsters  with  less 
specific  symptoms  such  as  recurrent  unex- 
plained abdominal  pain  and  unexplained  mal- 
nutrition. 

The  various  procedures  employed  in  the 
investigation  of  the  urinary  tract  and  the 
methods  of  treatment  of  some  of  the  ano- 
malies which  are  encountered  are  illustrated 
on  the  following  case  reports. 

CASE  REPORTS 

Case  No.  1.  S.B.,  a girl,  was  first  examined  at 

the  age  of  five  years.  Intravenous  pyelograms 
were  performed  because  of  a diagnosis  of  recurrent 
pyuria.  The  pyelograms  were  interpreted  as  nor- 
mal. Because  of  further  attacks  of  pyuria,  the  py- 
elograms were  repeated  three  years  later  and  no 
abnormalities  were  noted.  During  the  next  year  she 
had  even  more  frequent  attacks  of  pyuria  and  at 
the  age  of  9 years  retrograde  pyelograms  were 
made.  The  right  kidney  and  ureter  showed  no  ab- 
normality except  for  slight  kinking  of  the  upper 
one  third  of  the  ureter.  The  left  kidney  seemed 
somewhat  larger  than  the  right  and  the  kidney 
pelvis  was  slightly  dilated.  There  was  a definite 
kink  at  the  ureteropelvic  junction.  In  view  of  these 
findings  the  left  kidney  was  explored  and  a plexus 
of  aberi’ant  vessels  was  found  extending  from  the 
lower  pole  of  the  kidney  to  the  aoi’ta.  These  ves- 
sels lay  across  the  left  ureter  at  the  pelvic  junction. 
They  were  tied  off  and  the  ureter  freed.  Since  that 
time  there  has  been  no  recurrence  of  pyuria,  the 
child’s  condition  has  steadily  improved,  and  she  is 
now  a healthy  young  lady. 

Case  No.  2.  R.M.,  a boy  of  4 years,  was  first 

admitted  to  the  hospital  because  of  polydipsia, 
poyluria,  and  protuberant  abdomen  of  two  years 
duration.  He  had  a poor  appetite  and  had  been  on 
an  inadequate  diet.  On  examination  he  appeared 
malnourished  and  had  a large  abdomen.  The  urine 
contained  a large  amount  of  pus  and  had  a low 
specific  gravity;  streptococcus,  staphylococcus  and 
colon  baccillus  were  present  in  the  culture.  The 
blood  nonprotein  nitrogen  was  55  mgm.  per  cent. 
Reflux  pyelograms  were  done  which  showed  bilateral 
hydronephrosis.  A urethrogram  showed  slight  en- 
largement of  the  verumontanum.  The  supracalicular 
portion  of  the  urethra  was  narrow  and  elongated. 
The  prostatic  urethra  appeared  depressed  back- 
wards. The  findings  were  interpreted  as  evidence  of 
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congenital  hypertrophy  of  the  vesicle  neck.  Nothing 
could  be  done  about  the  situation  and  the  child  died 
a year  and  a half  later.  An  autopsy  was  not  per- 
formed. 

Case  No.  3.  M.I.,  an  8-year-old  girl,  was  first 

seen  in  1942  and  gave  a history  of  recurring  pyuria 
for  six  years.  Her  weight  was  only  50  pounds. 
The  urine  contained  albumen  and  pus  with  a green 
producing  enterococcus,  on  culture.  No  improvement 
was  noted  after  a course  of  sulfadiazine.  An  intra- 
venous pyelogram  showed  bilateral  double  kidneys 
with  separate  pelves  and  ureters  on  both  sides.  On 
each  side  there  was  marked  dilatation  of  one  ureter 
and  hydronephrosis  of  one  kidney.  Left  hemine- 
phrectomy  was  performed  with  removal  of  the  di- 
lated ureter. 

Two  months  later  she  was  very  much  improved 
and  had  gained  six  pounds  although  she  continued 
to  show  pyuria.  Ten  months  later  she  was  hos- 
pitalized for  study.  At  this  time  the  results  of  ex- 
amination of  the  blood,  urine  and  blood  nonprotein 


nitrogen  were  normal.  On  an  intravenous  pyelo- 
gram, the  kidney  and  ureter  on  the  left  appeared 
normal  with  less  dilatation  of  the  anomalous  urinary 
pelvis  and  ureter  on  the  right. 

A recent  letter  from  her  family  states  that  the 
child  is  healthy  although  she  has  not  been  examined 
during  the  past  year. 

SUMMARY 

Pyuria  is  relatively  common  in  infants 
and  children  and  responds  promptly  to  mod- 
ern therapeutic  measures  when  uncompli- 
cated. Investigation  of  the  urinary  tract 
should  be  carried  out  in  all  males  with  pyuria 
and  in  all  females  in  whom  there  is  per- 
sistence or  recurrence  of  the  infection,  in  an 
effort  to  discover  remedial  congenital  mal- 
formations before  irreparable  damage  has 
occurred. 


Primary  Carcinoma  of  the  Colon  With  Perforation 
and  Peritonitis* 


This  excerpt  from  the  transcribed  proceedings  of  The 
Lincoin  Hospitais'  Tumor  Ciinic  was  prepared  for  pubiica- 
tion  by  Doctor  J.  AAarshaii  Neely. 

EDITOR 

DR.  DONALD  PURVIS:  The  case  is  that 
of  a white  male,  39  years  of  age,  who  was 
admitted  to  the  St.  Elizabeth’s  Hospital,  with 
the  complaints  of  abdominal  pain  and  left 
flank  pain  of  five  days  duration.  He  had 
been  seen  three  weeks  prior  to  admission  be- 
cause of  diarrhoea  which  had  been  present 
five  days.  At  that  time  he  also  complained 
of  lower  abdominal  pain.  This  pain  occured 
at  intervals  of  ten  minutes  to  two  hours. 
There  was  no  associated  nausea  or  vomiting. 
The  diarrhoea  had  ceased  after  a period  of 
twenty-four  hours.  He  had  no  bowel  move- 
ments during  the  next  three  days  even  with 
the  use  of  enemas.  There  was  no  history  of 
melena  or  hematemesis.  About  two  months 
prior  to  admission  there  were  symptoms  con- 
sisting of  urgency,  frequency  and  dysuria. 

Because  of  the  persistence  of  pain  in  the 
left  lower  abdomen  and  left  flank,  he  was 
admitted  to  the  hospital  at  which  time  physi- 
cal examination  revealed  a blood  pressure  of 
104/60,  pulse,  74,  and  temperature,  100.4°  F. 
There  was  an  old  scar  in  the  right  lower  ab- 
domen and  there  was  some  tenderness  in  the 
left  costovertebral  angle.  Rectal  examina- 
tion was  negative  and  the  prostate  was  nor- 
mal on  palpation. 

♦Lincoln  Hospitals’  Tumor  Conference.  Participating  hos- 
pitals: Lincoln  General  Hospital,  St.  Elizabeth’s  Hospital, 

and  Bryan  Memorial  Hospital. 


The  urine  showed  1+  albumen  with  no  ab- 
normal cells.  The  leucocyte  count  was  12,- 
000,  with  87%  polymorphonuclear  leuko- 
cytes. An  intravenous  pyelogram  was  nega- 
tive except  for  incomplete  visualization.  A 
barium  enema  was  then  done  and  about  two 
hours  after  completion  of  this  examination 
he  developed  sudden,  severe  pain  in  the  ab- 
domen and  other  signs  of  peritonitis. 

DR.  JOHN  T.  McGREER,  JR.:  Fluoro- 

scopically  and  in  subsequent  films,  there  was 
a constricting  filling  defect  in  the  sigmoid 
colon,  the  appearance  of  which  was  consistent 
with  primary  carcinoma.  The  filling  defect 
was  unusually  long  and  suggested  that  the 
lesion  had  been  present  for  some  time.  The 
entire  colon  could  not  be  filled  because  of  the 
high  degree  of  obstruction.  The  patient  was 
operated  upon  the  following  day. 

DR.  FRANK  TANNER:  I understand 

that  there  was  considerable  difficulty  at  the 
time  of  surgery  due  to  the  presence  of  sub- 
acute peritonitis  and  that  removal  of  the  le- 
sion was  difficult.  The  specimen  which  we  ob- 
tained consisted  of  about  twelve  and  one  half 
centimeters  of  colon,  in  which  there  was  a 
palpable,  firm,  nodular  mass.  Upon  opening 
the  bowel,  the  tumor  was  large,  measuring 
about  seven  centimeters  in  length.  It  had 
rolled  borders  and  infiltrated  the  wall  clear 
to  the  serosa.  It  had  all  of  the  typical  ap- 
pearance of  an  ulcerating,  obstructing,  adeno- 
carcinoma. Microscopically  this  was  a rela- 


Volume  37 
Number  9 


CARCINOMA  OF  THE  COLON 


297 


lively  high  grade  tumor  and  there  was  ex- 
tension of  the  neoplasm  to  the  serosa.  The 
tumor  was  graded  III  according  to  Broder’s 
classification.  The  surrounding  fat  was 
found  to  be  infiltrated  with  acute  inflamma- 
tory cells. 

DR.  JOHN  T.  McGREER,  JR. : Was  there 
a point  of  recent  rupture  of  bowel? 

DR.  FRANK  TANNER:  No  perforation 

was  demonstrated. 

DR.  ROY  WHITHAM : What  was  the  date 
of  this  x-ray  examination? 

DR.  J.  T.  McGREER,  Jr.:  It  was  made 
on  the  5th  of  June. 

DR.  DONALD  PURVIS:  A double  bar- 

reled colostomy. 

DR.  0.  V.  CALHOUN:  I would  like  to 

ask  Dr.  McGreer  how  often  perforation  of 
the  bowel  takes  place  as  the  result  of  a bari- 
um enema. 

DR.  JOHN  T.  McGEER,  JR. : It  is  certain- 
ly not  common  to  have  perforation  of  the 
colon  as  a result  of  barium  enema.  When 
it  does  occur,  however,  it  is  usually  in  those 
cases  where  there  is  a lesion  of  this  sort 
present. 

DR.  DONALD  PURVIS:  Was  the  perfor- 
ation due  to  the  castor  oil  or  the  barium  en- 
ema ? 

DR.  JOHN  T.  McGREER,  JR.:  It  would 

be  difficult  to  say  with  any  degree  of  certain- 
ty but  since  signs  of  peritonitis  came  on  fol- 
lowing barium  enema,  one  would  be  inclined 
to  believe  this  had  more  to  do  with  it  than 
the  castor  oil. 

DR.  FRANK  TANNER:  One  must  also 

keep  in  mind  that  we  see  perforations  of  the 
colon  where  there  has  been  no  barium  enema 
or  castor  oil. 


Wallis  L.  Craddock,  M.A.,  M.D.,  Chief  of  Medicine, 
Veterans  Administration  Hospital,  Salt  Lake  City, 
Utah,  and  former  Asst.  Chief  of  Medicine,  Veter- 
ans Administration  Hospital,  Jefferson  Barracks,  St. 
Louis,  is  the  winner  of  the  12th  Annual  Essay  Con- 
test, Mississippi  Valley  Medical  Society,  “for  the 
best  unpublished  essay  on  a subject  of  practical  and 
applicable  value  to  the  general  practitioner  of  medi- 
cine.” This  is  the  second  time  Dr.  Craddock  has 
won  the  contest  and  he  becomes  the  first  physician 
to  achieve  such  an  honor.  Dr.  Craddock’s  paper  is 
entitled  “Pulmonary  Traits  of  the  Systemic  My- 
coses.” 


NATIONAL  GASTROENTEROLOGICAL 
ASSOCIATION  19.52  AWARD  CONTEST 

The  National  Gastroenterological  Association 
again  takes  pleasure  in  announcing  its  Annual  Cash 
Prize  Award  Contest  for  1952.  One  hundred  dol- 
lars and  a Certificate  of  Merit  will  be  given  for  the 
best  unpublished  contribution  on  Gastroenterology  or 
allied  subjects.  Certificates  will  also  be  awarded 
those  physicians  whose  contributions  are  deemed 
worthy. 

Contestants  residing  in  the  United  States  must  be 
members  of  the  American  Medical  Association. 
Those  residing  in  foreign  countries  must  be  members 
of  a similar  organization  in  their  own  counti'y.  The 
winning  contribution  will  be  selected  by  a board  of 
impai’tial  judges  and  the  award  is  to  be  made  at  the 
Annual  Convention  Banquet  of  the  National  Gastro- 
enterological Association  in  October  of  1952. 

Certificates  awarded  to  other  physicians  will  be 
mailed  to  them.  The  decision  of  the  judges  will  be 
final.  The  Association  reseiwes  the  exclusive  right 
of  publishing  the  winning  contribution,  and  those 
receiving  Certificates  of  Merit,  in  its  official  publica- 
tion, “The  Review  of  Gastroenterology.” 

All  entries  for  the  1952  prize  should  be  limited  to 
5,000  words,  be  typewritten  in  English,  prepared  in 
manuscript  form,  submitted  in  five  copies  accom- 
panied by  an  entry  letter,  and  must  be  received  not 
later  than  September  1,  1952.  Entries  should  be  ad- 
dressed to  the  National  Gastroenterological  Associa- 
tion, 1819  Broadway,  New  York  23,  N.Y. 


Waiting  for  the  doctor  may  soon  become  a real 
pleasure.  Studies  are  underway  at  the  University 
of  Chicago  clinics  on  the  possibility  of  using  movies 
in  clinics  and  doctors'  offices  as  a medium  for 
health  education  and  entertainment. 

According  to  a report  in  the  July  1952  issue  of  the 
Journal  of  Medical  Education,  the  chief  purpose  of 
the  study  is  to  determine  what  types  of  films  prove 
most  acceptable  to  a general  audience.  Existing 
film  libraries  provide  a wealth  of  material  rang- 
ing from  instinctive  cartoons  to  films  of  more  for- 
mal educational  value. 

A portable  machine,  easy  to  set  up,  is  being 
used.  It  has  a 11  by  15-inch  screen  and  is  about 
the  size  of  an  average  suitcase  when  closed.  No 
operator  is  required  once  the  machine  is  put  in 
action.  A continuous  loop  film  makes  possible  re- 
peated showings  of  16  mm.  color  or  black  and  white 
film  without  rewinding  or  rethreading.  A 300- 
watt  projection  lamp  makes  viewing  easy  even  in 
a lighted  room. 


The  tuberculosis  mortality  rate  now  reaches  its 
height  among  those  of  60  years  and  older.  This  is 
exceedingly  encouraging  as  it  indicates  that  the  ef- 
foit  directed  against  the  tubercle  bacillus  has  borne 
choice  fruit.  It  now  appears  that  as  the  older  per- 
sons with  a relatively  high  incidence  of  tuberculous 
infection  are  replaced  by  the  young  with  a low  inci- 
dence, the  mortality  from  tuberculosis  will  be  much 
lower  when  they  become  old  than  obtains  among 
those  who  are  now  in  the  old-age  period  . (J.  Ar- 
thur Myers,  M.D.,  Ed.  Journal-Lancet,  April,  1950). 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 


Organization  Section 

.JOURNAL  ADVERTISERS 

One  of  the  important  functions  of  your 
headquarters  office  is  to  administer  the  bus- 
iness aspects  of  The  Nebraska  State  Medical 
Journal.  This  work  is  largely  related  to  the 
advertisers  and  the  various  provisions  of 
their  accepting  space  in  our  journal. 

As  has  been  said  many  times — and  cannot 
be  said  too  often  — it  is  the  advertisers  who 
make  the  journal  possible.  Put  another  way, 
if  it  were  not  for  their  support,  the  journal 
would  either  cease  to  be  published  or  serious 
changes  would  need  to  be  made  in  the  method 
of  financing  it. 

Nebraska  physicians  can  do  much  to  in- 
sure that  we  maintain  an  adequate  group 
of  advertisers.  One  of  the  finest  things  you 
can  do  is  write  the  advertisers  periodically, 
thanking  them  for  their  support  of  your 
journal.  They  will  certainly  appreciate  know- 
ing, too,  that  you  have  read  their  ads.  You 
can  also  tell  the  detail  men  that  you  enjoy 
his  firm’s  ads.  This  information,  you  can  be 
sure  will  soon  reach  those  who  are  responsi- 
ble for  placing  advertising  in  medical  jour- 
nals. 

Your  cooperation  will  mean  a lot  to  the 
continued  success  of  your  journal. 


KEOGH-REED  BILLS 

Most  of  you  are  no  doubt  familiar  with  the 
Keogh-Reed  bills  which  would  permit  certain 
employed  and  self-employed  persons  to  de- 
duct from  taxable  income  the  amount  spent 
each  year  to  finance  a reasonable  pension 
plan.  These  two  non-partisan,  bills  (sponsored 
by  a Democrat  and  a Republican)  will  be're- 
introduced  when  Congress  convenes  in  Jan- 
uary. Their  provisions  are  identical,  carry- 
ing the  numbers  H.  R.  8390  and  8391. 

The  bills  have  the  support  of  many  nation- 
al organizations,  including  the  A.  M.  A., 
American  Dental  Association,  American  In- 
stitute of  Accountants,  American  Farai 
Bureau  Federation,  American  Bar  Associa- 
tion, and  several  others.  Representatives  of 
these  groups  met  May  12  with  the  House 
Committee  on  Ways  and  Means,  at  which 
time  some  amendments  to  the  original  bills 
were  adopted. 

Being  a pension  plan  bill,  one  of  its  most 
important  provisions  is  the  amount  which 
can  be  excluded  from  income  tax  each  year. 
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The  original  bill  set  a limit  of  $7,500  or  10 
per  cent  of  earned  income,  whichever  is  the 
lesser.  During  the  May  12  meeting,  it  was 
pointed  out  that  this  was  perhaps  too  gen- 
erous for  the  young  and  too  severe  for  older 
persons.  The  new  bills  place  an  overall  life- 
time limitation  of  $150,000  on  the  excludable 
amounts,  or  20  times  $7,500. 

It  was  felt  that  this  provision  allows  a 
greater  flexibility.  For  example,  the  person 
fortunate  enough  to  eaim  $75,000  in  each  of 
the  40  working  years  could  deduct  a full  10 
per  cent  every  other  year,  or  $3,750  each 
year.  Whereas  a man  earning  $37,500  an- 
nually, could  exclude  10  per  cent,  $3,750,  for 
40  years.  Thus,  it  would  permit  him  to  fi- 
nance a pension  plan  almost  as  large  as  the 
man  earning  $75,000  annually. 

Space  does  not  permit  a summary  of  the 
entire  bill.  For  this  information,  which  every 
physician  should  have,  your  attention  is  di- 
rected to  an  article  in  the  July  26  issue  of 
the  JAMA,  page  1244.  This  article  gives  an 
excellent  account  of  what  the  bill  attempts 
to  accomplish. 


REGIONAL  POSTGRADUATE  COURSES 

Your  Speakers  Bureau  Committee  has  an- 
nounced that  it  will  again  sponsor  the  Re- 
gional Postgraduate  Courses  which  were 
begun  last  year.  The  courses  this  year  will 
be  held  November  17  to  22.  They  are  sched- 
uled for  the  following  towns  in  the  order 
shown:  Scottsbluff,  North  Platte,  McCook, 
Grand  Island,  Norfolk  and  Beatrice. 

Arrangements  for  the  1952  courses  have 
been  completed  for  the  four  guest  faculty 
members  who  are  outstanding  men  in  their 
respective  fields.  Subjects  to  be  presented 
are  heart,  cancer,  pediatrics,  chest  diseases 
and  hematology.  Each  of  the  six,  one-day 
meetings  will  begin  at  1:30  p.m.  A formal 
announcement  and  program  will  be  sent  to 
you  in  October. 


The  1952  Diabetes  Detection  Drive  in  Ne- 
braska will  again  be  held  in  conjunction  with 
National  Diabetes  Week,  November  16-22. 
This  year’s  drive  will  be  conducted  the  same 
Diabetes  Detection  Drive  way  as  in  the 
past  two  years,  with  physicians  being 
asked  to  give  free  urine  tests  during 
the  special  week.  Your  Diabetes  Committee, 
which  is  responsible  for  Nebraska’s  part  in 
the  national  effort,  will  send  you  complete 
information  on  the  program  at  a latter  date. 


CRIPPLED  CHILDREN’S  CLINIC 

September  13  — Hastings,  Mary  Lanning 
Hospital ; W.  W.  Bartels,  M.D.,  or  C.  Fred 
Ferciot,  M.D.,  and  J.  A.  Henske,  M.D. 

September  27 — Broken  Bow,  High  School; 
W.  W.  Bartels,  M.D.,  or  C.  Fred  Ferciot,  M. 
D.,  and  Herman  Jahr,  M.D. 

Announcements 


The  Medical  Advisory  Committee  to  the  Ne- 
braska Chapter  of  the  National  Foundation  for 
Infantile  Paralysis  at  a recent  meeting  dis- 
cussed the  use  of  gamma  globulin  for  the  pre- 
vention or  modification  of  poliomyelitis.  The 
following  facts  were  brought  out; 

1.  ITie  use  of  gamma  globulin  in  the  human  is 
still  in  the  experimental  stage  and  the  results 
will  not  be  known  for  sometime. 

2.  The  effective  dosage  and  the  optimum  time 
of  administration  are  still  unknown. 

3.  The  material  is  still  very  scarce  and  expen- 
sive and  the  available  supply  would  soon  be  ex- 
hausted if  it  were  used  generally. 

4.  The  indiscriminate  use  of  gamma  globulin 
particularly  in  areas  where  experimental  projects 
are  in  progress  or  contemplated  would  interfere 
with  the  experiment  and  render  the  results 
meaningless. 

In  view  of  the  above  facts,  the  Medical  Ad- 
visory Committee  advises  against  the  use  of 
gamma  globulin  until  such  time  as  further  infor- 
mation is  available  and  a larger  supply  developed. 

E.  W.  H. 

Note:  Doctor  George  Lull  of  the  American  Medi- 
cal Association  recently  sent  out  a similar  state- 
ment about  gamma  globulin  asking  that  it  be 
given  publicity.  One  point  in  his  statement  not 
including  above  was  that  the  present  supply  is 
needed  for  the  prevention  or  modification  of  the 
course  of  measles  and  infectious  hepatitis. 

Editor 


The  following  announcement  and  prelimi- 
nary program  of  the  coming  assembly  of 
the  Omaha  Mid- West  Clinical  Society  will  be 
of  interest  to  many  readers  of  the  Journal. 
The  complete  and  detailed  program  will  ap- 
pear in  next  month’s  issue. 

THE  OMAHA  MID-WEST  CLINICAL 
SOCIETY  TWENTIETH  ANNUAL 
ASSEMBLY  OCTOBER  27,  28, 

29,  30,  31,  19.52 

Hotel  Paxton,  Omaha,  Nebraska 

NINETEEN  HUNDRED  FIFTY-TWO  is 
a landmark  for  the  Omaha  IMid-West  Clinical 
Society  inasmuch  as  this  year  we  will  ob- 
serve the  twentieth  anniversary  of  our  first 
assembly.  To  those  who  have  attended  our 
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assemblies  down  through  the  years  and  have 
been  so  complimentary  when  assuring  us 
that  the  scientific  sessions  presented  as  a 
formal  postgraduate  course  have  no  peer, 
our  heartfelt  thanks,  for  if  it  were  not  for 
their  loyal  support  our  annual  assembly 
would  have  fallen  by  the  wayside  years  ago. 

The  officers  and  members  of  the  Society 
invite  all  ethical  physicians  to  register  for 
this  year’s  assembly,  anticipating  that  our 
twentieth  anniversary  will  be  crowned  with  a 
record  attendance. 

An  outstanding  program  including  guest 
and  member  speakers,  question  and  answer 
periods,  open  discussions,  medical  motion 
pictures,  scientific  and  technical  exhibits — 
traditional  with  the  Mid-West  — is  now 
practically  complete. 

Following  is  a list  of  some  of  the  distin- 
guished guests  who  will  participate  in  the 
program. 

FRANK  N.  ALLAN,  M.D.,  Boston,  Massachusetts: 
Executive  Director,  Medical  Department,  Lahey 
Clinic,  Editor  of  DIABETES,  The  Journal  of  the 
American  Diabetes  Association  President,  American 
Diabetes  Association. 

LEO  H.  BARTEMEIER,  M.D.,  Detroit,  Michigan: 
Associate  Professor  of  Psychiatry,  Wayne  Univer- 
sity College  of  Medicine. 

RENE  CAILLIET,  M.D.,  Santa  Monica,  Califor- 
nia: Instmctor  in  Physical  Medicine,  University  of 
Southern  California. 

LOUIS  H.  CLERF,  M.D.,  Philadelphia,  Pennsyl- 
vania: Professor  and  Head  of  Department  of 

Laryngology  and  Broncho-Esphagology,  Jefferson 
Medical  College,  Chairman  and  Secretary,  Section 
of  Laiyngology,  Otology  and  Rhinology,  American 
Medical  Association  Secretary,  American  Laiyngo- 
logical  Association. 

L.  HENRY  GARLAND,  M.D.,  San  Francisco, 
California:  Clinical  Professor  of  Radiology,  Stanford 
University  School  of  Medicine. 

BURGESS  L.  GORDON,  M.D.,  Philadelphia,  Penn- 
sylvania: President  and  Mullen  Professor  of  Medi- 
cine, Woman’s  Medical  College  of  Pennsylvania. 

FRANCIS  W.  LYNCH,  M.D.,  St.  Paul,  Minnesota: 
Clinical  Professor,  Division  of  Dermatology,  Uni- 
versity of  Minnesota  Medical  School,  Professor  of 
Dermatology  and  Syphilology,  University  of  Min- 
nesota Graduate  School,  Chairman  of  Section  of 
Dermatology  and  Syphilology,  American  Medical 
Association. 

SAMUEL  F.  MARSHALL,  M.D.,  Boston  Mass.: 
Surgeon,  Lahey  Clinic. 

STANLEY  R.  MAUCK,  M.D.,  Columbus,  Ohio: 
Executive  Secretaiy,  Columbus  Academy  of  Medi- 
cine and  Executive  Director,  Columbus  Bureau  of 
Medical  Economics. 

H.-RELTON  McCARROLL,  M.D.,  St.  Louis,  Mis- 
souri: Assistant  Professor  of  Clinical  Orthopedic 
Surgery,  Washington  University  School  of  Medicine. 
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DONOVAN  J.  McCUNE,  M.D.,  Vallejo,  Califor- 
nia: Member  of  Pediatric  Staff,  the  Permanente 
Hospital  Vice  President  and  representative  of  Amer- 
ican Pediatric  Society,  American  Board  of  Pediatrics. 
Member  Committee  on  Pan-American  scholarships, 
American  Academy  of  Pediatrics. 

RALPH  A.  REIS,  M.D.,  Chicago  Illinois:  Profes- 
sor of  Obstetrics  and  Gynecology,  Northwestern 
University  Medical  School  Fellow  and  Secretary, 
American  Academy  of  Obstetrics  and  Gynecology 
EdItor-in-Chief,  OBSTETRICS  AND  GYNECOL- 
OGY. 

GEORGE  A.  SCHUMACHER,  M.D.,  Burlington, 
Vermont:  Professor  and  Chairman  of  Division  of 
Neurology,  University  of  Vermont  College  of  Medi- 
cine, Member  of  Medical  Advisory  Board  and  Ex- 
ecutive Committee,  National  Multiple  Sclerosis  So- 
ciety. 

WALTER  M.  SIMPSON,  M.D.,  Laguna  Beach, 
California:  Special  Consultant,  United  States  Public 
Health  Service;  Non-Resident  Consultant  to  several 
cancer  research  institutes. 

HENRY  J.  TUMEN,  M.  D.,  Philadelphia,  Pennsyl- 
vania: Associate  Professor  of  Gastro-Enterology, 
Graduate  School  of  Medicine,  University  of  Pennsyl- 
vania. 

JOHN  M.  WAUGH,  M.D.,  Rochester,  Minnesota: 
Professor  of  Surgeiy,  Mayo  Foundation  Graduate 
School  of  Medicine,  University  of  Minnesota. 

On  Friday  morning  five  of  these  guest  speakers 
will  present  a panel  discussion  on  Chronic  Disease. 
The  topics  to  be  discussed  will  give  to  the  audience 
an  up-to-now  picture  of  some  diseases  which  are  be- 
coming more  prominent  in  the  practice  of  all  physi- 
cians. 

In  addition  to  the  lectures  presented  by  our  own 
members,  there  will  be  panel  discussions  on  the  fol- 
lowing topics:  Childbirth,  Headache,  What’s  New 
in  Pulmonary  Tuberculosis,  Rheumatic  Disease, 
Obesity,  Disease  of  the  Thyroid  Gland  and  Their 
Management. 

A reminder  to  the  members  of  The  American 
Academy  of  General  Practice  — this  assembly  has 
been  approved  by  the  Academy  for  formal  post- 
graduate study  and  the  members  will  be  credited 
with  the  actual  number  of  hours  of  attendance  at 
the  sessions. 

May  we  suggest  that  you  set  up  your  schedule 
now  so  that  you  can  attend  the  full  five  days  of 
the  Twentieth  Annual  Assembly  of  the  Omaha  Mid- 
West  Clinical  Society,  which  will  be  held  at  Hotel 
Paxton,  Omaha  Nebraska,  OCTOBER  27,  28,  29,  30, 
31,  1952. 

Should  you  not  receive  a program  by  October  10th, 
write  to  the  Omaha  Mid-West  Clinical  Society,  1031 
Medical  Arts  Building,  Omaha,  Nebraska. 


The  Nebraska  Chapter  of  the  American 
Academy  of  General  Practice  announces  a 
one  day  scientific  meeting,  September  27, 
1952,  at  the  Hotel  Pawnee,  North  Platte. 

Members  of  the  Nebraska  State  Medical 
Association  and  their  wives  are  cordially 
invited.  There  will  be  a noon  luncheon  for 
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the  ladies  with  entertainment,  and  a joint 
banquet. 

Following  is  the  program: 

Treatment  of  Hyperthyroidism 

Wm.  M.  McConahey,  M.D.,  Mayo  Clinic 
Endocrinology  in  Pediatrics 

A.  B.  Hayles,  M.D.,  Mayo  Clinic 
Surgical  Aspects  of  Hyperthyroidism 
John  Wiedman,  M.D.,  Lincoln,  Nebr. 
Problems  in  Allergy 

George  Misko,  M.D.,  Lincoln,  Nebr. 
Proctology  in  Office  Practice 

Louis  E.  Moon,  M.D.,  Omaha,  Nebr. 
Management  of  Diabetes 

John  Kleyla,  M.D.,  Omaha,  Nebr. 
Banquet  Speaker 

James  Perry  Tollman,  M.D.,  Dean, 
College  of  Medicine,  Uni.  of  Nebr. 

California  now  offers  a five-year  psychi- 
atric residency,  consisting  of  three  years  of 
training  and  two  years  of  service  as  a staff 
psychiatrist.  The  program  normally  will  ful- 
fil requirements  for  the  Board  certificate. 
Salary  starts  at  $436  a month  and  rises  in 
annual  steps  to  $530.  Interested  physicians 
or  senior  medical  students  may  write  to  Cal- 
ifornia State  Personnel  Board,  1015  L Street, 
Sacramento,  for  details. 


The  Rhode  Island  Medical  Society  an- 
nounces, through  the  Trustees  of  the  Caleb 
Fiske  Fund,  that  a prize  of  $200  will  be 
awarded  for  the  best  dissertation  on  “The 
Present  Status  of  Anti-coagulant  Therapy”. 
P’or  further  information  write  the  Rhode 
Island  Medical  Socety,  106  Francis  St., 
Providence  3,  R.I. 

The  thirty-eighth  Clinical  Congress  of  the 
American  College  of  Surgeons  will  be  held  in 
New  York  September  22  through  26.  The 
preliminary  program  indicates  a wide  range 
of  subjects  of  current  interest.  Headquarters 
hotel,  the  Waldorf-Astoria.  For  details  and  a 
final  program,  write  the  American  College 
of  Surgeons,  40  Flast  Erie  St.,  Chicago  11,  111. 

The  American  Goitre  Association  again  of- 
fers the  Van  Meter  Prize  Award  of  Three 
Hundred  Dollars  and  two  honorable  mentions 
for  the  best  essays  concerning  original  work 
on  problems  related  to  the  thyroid  gland. 
The  prizes  will  be  awarded  in  May,  1953.  For 


details  write  to  Doctor  George  C.  Shivers, 
100  East  Saint  Vrain  Street,  Colorado 
Springs,  Colorado. 

The  average  income  of  physicians  showed 
an  increase  of  4.7  per  cent  from  1949  to  1950, 
and  of  8.7  per  cent  from  1950  to  1951.  This 
is  approximately  the  same  rate  of  increase 
as  that  of  the  general  public’s  income. 

The  National  Advisory  Committee  to  Se- 
lective Service  has  recently  recommended  a 
six-month  limit,  subject  to  extension,  on  de- 
ferments granted  doctors  and  dentists  under 
the  doctor  draft.  Deferment  is  not  to  be  ex- 
tended at  the  end  of  six  months  unless  evi- 
dence is  presented  in  writing  that  responsible 
members  and  organizations  of  the  commun- 
ity have  made  every  possible  effort  to  re- 
place the  doctor  who  is  being  drafted. 

I 


Major  General  Merritte  Weber  Ireland, 
Army  Surgeon  General  from  1918  to  1931, 
died  recently  in  Washington,  D.  C.,  at  the 
age  of  85.  The  Walter  Reed  Army  Medical 
Center  was  built  while  he  was  Surgeon  Gen- 
eral. 


The  following  which  speaks  for  itself,  is 
quoted  from  the  “Secretary’s  Letter”  of  July 
7,  1952,  by  Doctor  George  Lull : 

“L.  D.  McGuire  is  an  Omaha  physician  who  does 
things  in  whirlwind  fashion.  Ever  since  he  was  ap- 
pointed chairman  of  the  American  Medical  Educa- 
tion Foundation’s  fund-raising  committee  for  the 
Nebraska  State  Medical  Association,  things  have 
been  happening  with  lightning  rapidity. 

First,  Dr.  McGuire  systematically  organized  work- 
ing groups  to  cover  the  entire  state. 

Then,  after  contributing  $1,000  personally  to  the 
foundation,  which  was  set  up  to  help  the  hard- 
pressed  medical  schools  throughout  the  country,  he 
decided  to  call  on  his  working  committees  and  make 
personal  calls  on  physicians  throughout  the  state, 
enlisting  their  financial  help  in  the  annual  drive 
for  the  foundation. 

Dr.  McGuire,  a graduate  of  Ci’eighton  University 
in  Omaha,  personally  contacted  all  of  the  Creigh- 
ton men. 

Then  he  took  what  is  most  easily  termed  a 
month’s  “vacation”  from  his  office,  rented  an  air- 
plane at  his  own  expense  and  contacted  doctors  and 
the  working  groups  in  his  state.  The  result:  ninety- 
four  contributions,  totaling  $17,775,  or  an  average 
donation  of  $157,  in  one  month’s  time.  That  is  the 
amount  which  Dr.  McGuire  raised.  His  biggest 
check  was  for  $1,600;  his  smallest  for  $10.  One 
doctor  he  contacted  pledged  $25  a month  for  the 
next  three  years. 

Cei'tainly  a job  well  done!” 
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The  American  Cancer  Society  has  written 
to  express  gratitude  to  the  State  Society  for 
its  “Splendid  cooperation  with  our  1952  Can- 
cer Crusade”.  The  contribution  of  the  Ne- 
braska State  Medical  Association  consisted 
of  donation  of  advertising  space. 


A Health  Officers  Section  Meeting,  the 
second  of  a series,  was  held  at  the  Stratton 
Hotel  in  Grand  Island,  the  afternoon  and 
evening  of  July  9th.  A panel  discussion  on 
Public  Health  Problems  and  Public  Health 
Meetings  was  held  in  the  evening.  The  fol- 
lowing doctors  participated:  E.  A.  Rogers, 
J.  B.  Woodin,  Edwin  D.  Lyman,  J.  B.  Red- 
field,  T.  D.  Fitzgerald  and  Herman  Jahr. 


The  following  editorial  is  quoted  from  the 
Sidney,  Nebraska,  Telegi’aph,  July  15,  1952. 
It  speaks  for  itself. 


IN  THE  RIGHT  DIRECTION 

According  to  an  American  Medical  Association  re- 
port, American  hospital  service  last  year  reached 
an  all  time  high.  In  6,637  registered  hospitals,  18,- 
237,118  patients  were  admitted — one  evei’y  1.7 
seconds. 

There  was  also  a very  marked  gain  in  extending 
accident  and  health  protection  among  the  people, 
as  measured  by  the  accurate  yardstick  of  premium 
income.  This  income  for  accident  and  health  in- 
surance increased  almost  28  per  cent  over  1950. 
Blue  Cross,  Blue  Shield  and  similar  plans  reported 
an  increase  of  14  per  cent.  Group  accident  and 
health  insurance  jumped  nearly  41  per  cent. 

What  is  the  significance  of  such  facts  as  these? 
They  show  that  we  are  making  substantial  and 
steady  progress  toward  solving  the  financial  prob- 
lems that  come  with  sickness  and  accident.  And  we 
are  doing  it  voluntarily,  as  individuals  and  mem- 
bers of  organizations.  We  aren’t  doing  it  because 
the  government  tells  us  we  must  and  taxes  us  to 
pay  for  it — as  would  be  the  case  under  Federal 
compulsory  health  insurance. 

That  we  still  have  a long  way  to  go  is  evident. 
So  is  the  fact  that  we  are  going  in  the  right  direc- 
tion. In  those  nations,  such  as  England,  which  have 
attempted  to  solve  all  the  problems  at  one  fell 
swoop  by  saying,  “let  the  government  do  it,” 
medical  standards  have  dropped  alar-mingly  and  the 
public  health  has  suffered.  In  the  United  States 
by  contrast,  more  people  have  more  and  better  care 
than  in  any  other  major  nation.  The  record  speaks 
for  itself. 

We  do  not  know  how  much  “Party  Plat- 
forms” mean  after  election.  We  have  been 
mislead  in  the  past  but  a comparison  of  the 
platforms  of  the  republican  and  democratic 
parties  at  this  time  yields  the  following  facts 
in  relation  to  socialized  medicine: 


The  Republican  statement  was:  “We  are 
opposed  to  Federal  Compulsory  Health  In- 
surance with  its  crushing  cost,  wasteful  inef- 
ficiency, beaurocratic  dead  weight  and  de- 
based standards  of  medical  care”. 

The  Democratic  platform  makes  no  forth- 
right statement.  It  is  open  to  more  than  one 
interpretation.  It  apparently  seeks  to  avoid 
a clear  statement  on  the  subject,  as  had  been 
prophysied,  by  hiding  under  the  protective 
wing  of  Mr.  Truman’s  Non-partisan  Commis- 
sion of  the  Health  Needs  of  the  Nation.  Ex- 
perience should  have  taught  us  what  we  may 
expect  if  the  Truman-Ewing  ideas  are  per- 
petuated. 

At  any  rate,  a suggestion  by  Doctor  John 
V.  Sullivan  of  Akron,  Ohio,  which  was  pub- 
lished in  the  Secretary’s  Letter  of  July  7, 
1952,  seems  like  a good  idea.  It  is  as  fol- 
lows: “I  would  like  to  suggest  that  presi- 
dential election  day  this  year  be  a legal  holi- 
day for  every  hospital  in  the  nation.  This 
would  involve  suspension  of  clinics  and  op- 
erating schedules.  What  more  important  holi- 
day is  there  during  the  year?” 


Chloromycetin:  The  Food  and  Drug  Ad- 
ministration has  announced  its  decision  to 
permit  the  continued  distribution  of  Chloro- 
mycetin under  revised  labeling  that  will  cau- 
tion physicians  against  its  indiscriminate 
use. 

The  decision  of  the  Administration  was 
based  on  a nationwide  study  by  a committee 
of  experts  on  hematology  and  infectious  dis- 
eases. This  committee  found  that  this  anti- 
biotic had  been  administered  to  about  eight 
million  patients.  They  were  able  to  find  177 
cases  of  serious  blood  disorders,  apparently 
due  to  drugs.  Of  these  there  were  only  sixty- 
one  in  which  Cloromycetin  was  the  only  drug 
employed.  The  mortality  was  fifty  per  cent, 
due  to  aplastic  anemia.  The  use  of  Cloromy- 
cetin carries  a slight  danger  which  must 
be  weighed  against  the  character  and 
seriousness  of  the  disease  in  which  its  use 
is  contemplated.  In  this  respect  it  does  not 
differ  from  many  other  usefull  drugs. 


The  AMA’s  House  of  Delegates  endorsed  the 
stand  taken  previously  by  its  officers  in  criticising 
the  political  motives  of  the  Pi’esident’s  Commission 
on  the  Health  Needs  of  the  Nation  at  its  June  meet- 
ing in  Chicago.  The  Association  believes  that  the 
commission  was  appointed  in  an  adroit  move  to  pull 
the  question  of  socialized  medicine  out  of  the  elec- 
tions this  fall. 
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The  Woman's  Auxiliary 

PRESIDENT’S  LETTER 

The  honor  of  being  your  president  in  this 
so-called  year  of  decision  carries  with  it  a 
two-fold  responsibility.  It  is  more  than  ever 
to  be  hoped  that  the  Woman’s  Auxiliary  to 
to  the  Nebraska  State  Medical  Association 
will  advance  further  in  its  efforts  to  become 
a potent  force  in  the  life  of  our  state.  As 
your  president  I shall  need  the  help  of  every 
Auxiliary  member  and  every  doctor’s  wife 
in  the  state. 

As  outlined  at  our  annual  convention  in 
Lincoln  in  May,  we  have  five  major  projects 
to  which,  as  organized  auxiliaries,  we  will 
direct  our  efforts  during  the  coming  year. 
Still  high  on  our  list  is  the  interest  of  all 
doctors’  wives  in  Nurse  recruitment.  Under 
the  leadership  of  your  past  president,  Mrs. 
B.  R.  Bancroft,  and  her  able  nurse  recruit- 
ment chairman,  Mrs.  C.  Fred  Ferciot,  gi-eat 
progress  was  made  in  awakening  the  interest 
of  high  school  girls  in  nursing  as  a career. 
The  Nebraska  Nurses  Association  has  been 
most  helpful  in  aiding  us  in  our  program. 
It  shall  be  our  goal  to  continue  our  efforts  to 
secure  more  student  nurses  for  the  train- 
ing schools  of  the  state  and  to  further  co- 
operation between  the  medical  profession 
and  the  nursing  profession  in  Nebraska. 

The  Springdale  Camp  for  Diabetic  Chil- 
dren is  a most  worthy  project  for  our  in- 
terest. We  shall  do  every  thing  possible  to 
inform  the  communities  in  our  areas  of  this 
fine  camp  and,  whenever  possible,  to  con- 
tribute to  its  support. 

The  Cerebral  Palsy  Unit  at  the  Nebraska 
Orthopedic  Hospital  in  Lincoln  is  a new 
project,  sponsored  by  the  Nebraska  State 
Medical  Association  under  the  supervision 
of  the  State  Board  of  Control.  Once  more, 
auxiliary  members  can  do  a great  deal  in 
their  own  communities  to  bring  information 
of  this  fine  unit  to  those  who  may  be  bene- 
fited by  its  services.  Also,  gifts  in  any 
amount  can  be  used  by  the  staff  to  help  in 
the  purchase  of  books,  records,  and  thera- 
peutic devices  needed  in  the  treatment  of 
patients. 

The  Nebraska  Medical  Foundation  would 
be  greatly  benefited  if  every  doctor’s  wife 
would  acquaint  herself  with  the  goals  of  this 
non-profit  organization.  Let  us  use  our  in- 
fluence to  persuade  our  friends  to  remember 


the  Foundation  with  sizeable  bequests  in 
wills  and  estates.  Another  important  source 
of  income  for  the  Foundation  in  through 
small  memorial  gifts  in  lieu  of  floral  tributes 
to  the  deceased. 

The  final  project  for  auxiliaries  is  the 
promotion  and  sale  of  subscriptions  to  “To- 
day’s Health”  Magazine.  No  longer  do 
we  need  to  apologize  for  our  interest  in  this 
magazine.  The  new  appearance  and  subject 
matter  approach  in  “Today’s  Health”  make 
it  a most  interesting  and  informative  maga- 
zine in  any  home.  Schools,  libraries,  doctor’s 
offices,  dentist’s  offices  and  beauty  shops 
are  all  ideal  spots  in  which  to  place  the  maga- 
zine, the  only  popular  publication  in  which 
all  articles  have  the  authentic  approval  of 
the  American  Medical  Association  and  the 
American  Dental  Association. 

Over  and  above  all  this,  it  is  my  hope  that 
each  doctor’s  wife  will  make  an  individual 
effort  to  become  an  outstanding  leader  in 
her  community  during  the  coming  year.  In 
these  years  of  prosperity,  there  is  no  ques- 
tion that  our  communities  have  provided  for 
us  an  income  above  the  average.  In  return 
we  owe  to  those  communities  an  extra  con- 
tribution of  our  time  and  interest  in  their 
welfare.  No  matter  how  busy  and  irregular 
our  personal  lives  may  be,  we  must  find  time 
to  repay  our  obligations  with  volunteer  ef- 
forts in  community  projects,  especially  those 
pertaining  to  health.  Cancer  drives,  T.  B.  seal 
campaigns.  Red  Cross  blood  banks,  school 
and  rural  health  projects,  P.T.A.  health 
committees,  etc.,  are  all  fields  in  which  doc- 
tors’ wives  can  contribute  to  the  welfare  of 
the  community.  If  each  of  us  would  enter  at 
least  one  of  these  fields  during  the  coming 
year,  it  would  do  much  to  quiet  the  criticism 
of  the  doctors  which  has  been  brought  about 
by  the  recent  efforts  to  socialize  our  hus- 
bands’ profession. 

With  your  interest  and  co-operation,  I 
know  the  coming  year  will  be  one  of  advance 
the  Auxiliary  in  its  purpose  “To  assist  the 
American  Medical  Association  in  its  program 
for  the  advancement  of  medicine  and  public 
health”.  If  we  contribute  unselfishly  to  our 
communities,  at  the  conclusion  of  this  year 
we  will  find  we  are  better  individuals  and 
stronger  auxiliaries. 

Miriam  Garlinfrhouse.  President 

Woman's  Auxiliary  to  the  Nebraska 

State  Medical  Association 
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BLUE  SHIELD  PLAN  — STATE  HEALTH  DEPARTMEXT 


Nebr.  S.  M.  Jour. 
September,  1952 


Know  Your 
Blue  Shield  Plan 

This  year,  for  the  first  time,  Nebraska  Blue 
Ci’oss-Blue  Shield  Plans  are  represented  at  the  Ne- 
braska State  Fair  in  Lincoln,  August  31  through 
September  5.  An  enrollment  booth  has  been  set  up 
for  the  distribution  of  promotional  literature,  and 
visitors  may  make  application  for  Individual  Enroll- 
ment. 

The  seventy-eight  Blue  Shield  Plans  add  18,000 
new  members  to  their  rolls  each  working  day. 
Across  the  nation,  more  than  23  million  persons  now 
have  Blue  Shield  protection.  This  is  almost  16  per 
cent  of  the  national  population,  or  one  of  every  six 
persons. 


THE  RECORD  FOR  NEBRASKA 
First  Six  Months  — 1952 

Blue  Cross  Blue  Shield 

Membership,  July  1,  1952  238,005  203,814 

Cases,  January  1- 

July  1,  1952 19,096  29,560 

Payments,  January  1- 

July  1,  1952 $1,145,352.40  $880,020.63 

Percent  of  Income  Paid  for  Cases  91.32  85.05 


The  majority  of  the  Participating  Physicians  in 
Nebraska  have  signified  their  approvel  of  the 
Amendment  to  the  Participating  Physician’s  Agree- 
ment, which  raises  the  income  limits  for  Blue  Shield 
service  benefits.  As  of  August  15,  more  than  70  per 
cent  of  the  physicians  had  signed  and  returned  a 
copy  of  the  Amendment,  indicating  that  they  will 
accept  the  Blue  Shield  benefit  as  full  payment  when 
the  Blue  Shield  patient’s  annual  income  is  less  than 
$2,400  (single)  or  $3,200  (family).  Of  the  Participat- 
ing Physicians  in  Omaha,  almost  90  per  cent  have 
signified  their  support  of  the  Amendment. 

While  most  of  the  medical  reports  received  by 
Blue  Shield  can  be  processed  without  delay,  about 
250  reports  per  month  must  be  returned  to  doctors 
for  additional  information.  The  ten  most  common 
reasons  for  the  return  of  reports  are: 

1.  Date  of  service  is  not  showm. 

2.  Adequate  details  are  not  given.  (For  bums, 
area,  degree,  number  of  office  calls  and  dress- 
ings should  be  reported.  For  lacerations,  size  of 
wound  and  number  of  sutures  necessary  should 
be  stated.  Size  of  lipomas  and  cysts  should  be 
specified.) 

3.  Age  of  patient  is  not  given. 

4.  Only  x-ray  is  reported,  w^hen  orthopedic  care 
was  rendered. 

5.  Place  of  performance  is  not  indicated. 

6.  Diagnosis  is  showm,  but  not  seiwice  rendered. 

7.  Group  and  Agreement  numbers  are  not  given. 

8.  History  of  case  is  not  reported. 

9.  Question  on  Workmen’s  Compensation  is  not 
checked. 

10.  Doctor  has  not  signed  report. 


NEBRASKA  STATE  HEALTH 
DEPARTMENT 

LABORATORY  EVIDENCE  OF 
COMMUNICABLE  DISEASE 

From  the  point  of  view  of  the  practicing 
physician  and  of  the  patient,  a clinical  diag- 
nosis concerned  with  the  location,  nature  and 
extent  of  pathology  and  with  the  type  and 
degree  of  functional  impaiiTnent  is  of  first 
importance.  With  infectious  and  communi- 
cable disease,  knowledge  of  the  etiological 
agent  may  or  may  not  be  of  comparable  con- 
cern. With  public  health  agencies,  however, 
information  as  to  the  causative  agent  is  of 
more  value  than  is  the  type  or  degree  of  in- 
jury it  may  have  caused  the  patient.  Need 
for  information  as  to  the  causative  agent 
may  extend  far  beyond  its  identity  and  may 
include  such  items  as  distribution,  biological 
peculiarities  and  immunological  types. 

Because  of  this  distinction  of  interests, 
public  health  agencies  recognize  two  types  of 
disease  reports.  A “clinical  diagnosis”  is  the 
diagnosis  arrived  at  from  the  practicing 
physician’s  point  of  view.  Such  diagnoses  are 
reportable  under  health  department  rules  and 
regulations.  The  other  class  covers  infectious 
diseases  in  which  adequate  laboratory  exami- 
nation has  supplied  evidence  of  the  specific 
etiological  agent.  The  question  of  competance 
of  the  laboratory  is  a matter  covered  by  De- 
partmental rules  and  regulations.  An  attempt 
is  made  in  paragraphs  which  follow  to  define 
‘adequate  laboratory  evidence’  with  respect 
to  a number  of  the  more  commonly  occurring 
communicable  diseases. 

This  is  the  item  requested  by  the  USPHS 
for  the  annual  summary  of  communicable 
disease  under  the  terms  of  ‘laboratory  con- 
firmation’ or  ‘confirmed  diagnosis’. 

ACTINOMYCOSIS: 

1.  Identification  of  Actinomyces  bovis  by  micro- 
scopic examination  of  discharge  from  lesions  plus 
clinical  diagnosis. 

2.  Microscopic  and  cultural  identification  of  the 
organism  in  such  material. 

AMEBIASIS: 

1.  Identification  of  either  vegetative  or  encysted 
E.  HISTOLYTICA  in  feces  or  other  specimens.  (1) 

ANTHRAX: 

1.  Identification  of  B.  ANTHRACIS  by  bacterio- 
logical studies. 

BOTULISM: 

1.  Identification  of  the  botulinus  toxin  or  of  CL 
BOTULINUM  in  food  by  toxicologic  or  bacterio- 
logic  studies. 
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BRUCELLOSIS: 

1.  Identification  of  brucella  organisms  from  blood 
cultures  or  other  specimens.  (1) 

2.  Fourfold  increase  in  antibody  titres  in  absence 
of  injections  of  brucellar  material  and  accompanied 
by  clinical  symptoms. 

CHANCROID: 

1.  Isolation  and  identification  of  H.  DUCREYI  by 
laboratory  examinations. 

CHOLERA:  (Asiatic) 

1.  Isolation  and  identification  of  VIBRIO  COMMA 
from  feces. 

DIPHTHERIA: 

1.  Isolation  and  identification  of  C.  DIPHTHE- 
RIAE  and  proof  of  virulence  by  animal  inocula- 
tion. (1) 

ENCEPHALITIDES:  (Viral) 

1.  Four-fold  rise  in  titre  of  antibodies  of  conva- 
lescent serum  over  acute  serum.  (1) 

2.  Isolation  and  identification  of  specific  virus  in 
pathological  material.  (2) 

GLANDERS: 

1.  Identification  of  M.  MALLEI  by  bacteriological 
examination. 

GONORRHEA: 

1.  Microscopic  identification  of  diplococci  charac- 
teristic of  N.  GONORRHOEAE  on  smear  when  ac- 
companied by  clinical  symptoms.  (1) 

2.  Cultural  isolation  and  identification  of  N.  GON- 
ORRHOEAE. (1) 

GRANULOMA  INGUINALE: 

1.  Identification  of  Donovan  bodies  in  scrapings 
from  ulcers. 

HEPATITIS:  (Infectious) 

1.  No  satisfactory  laboratory  procedure  presently 
available. 

INFLUENZA: 

1.  Four-fold  or  greater  increase  in  titre  of  anti- 
bodies in  sera  from  convalescent  as  compared  with 
acute  stage  from  representative  cases.  (1) 

2.  Isolation,  identification  and  typing  of  virus  from 
throat  washings.  (2) 

KERATO-CONJUCTIVITIS:  (Infectious) 

1.  Isolation  and  identification  of  the  virus  in 
specimens  of  exudate  from  infected  eyes.  (2) 

LEPROSY: 

1.  Identification  of  M.  LEPRAE  by  bacteriological 
methods. 

LEPTOSPIROSIS: 

1.  Identification  and  typing  of  leptospira  from 
urine  or  blood. 

2.  Increase  in  antibody  titre  in  convalescent  serum. 

(2) 

LYMPHOGRANULOMA  VENEREUM: 

1.  Four-fold  or  greater  rise  in  titre  of  antibodies 
occurring  in  clinical  course  of  disease. 

MALARIA: 

1.  Identification  of  malarial  parasites  in  blood 
smears.  (1) 


MEASLES: 

1.  No  practical  laboratoiy  method  presently  avail- 
able. 

MENINGOCOCCAL  INFECTION: 

I.  Identification  of  N.  INTRACELLULARIS  from 
cultures  of  spinal  fluid  or  blood.  (1) 

MONONUCLEOSIS:  (Infectious) 

1.  Presence  in  the  blood  of  heterophile  antibody 
in  high  titre.  (1) 

2.  Characteristic  cellular  changes  in  blood  accom- 
panying clinical  disease. 

MUMPS: 

1.  Significant  rise  in  titre  of  anti-bodies  in  blood 
during  course  of  disease.  Laboratory  evidence  neces- 
sary only  in  sporadic  cases  and  in  encephalitis. 

PERTUSSIS: 

1.  Identification  of  H.  PERTUSSIS  on  culture 
plates  by  cough  or  nasopharyngeal  swabbing  (3) 

POLIOMYELITIS: 

1.  No  practical  laboratory  method  at  present  avail- 
able. 

PSITTACOSIS: 

1.  Four-fold  rise  in  titre  of  antibodies  in  blood  oc- 
curring during  course  of  disease. 

2.  Isolation  and  identification  of  the  virus  from 
blood  or  sputum.  (2) 

Q FEVER: 

1.  Four-fold  rise  in  titre  of  antibodies  in  blood  dur- 
ing clinical  course  of  disease. 

2.  Isolation  of  COXIELLA  BRUNETTII.  (2) 

RABIES: 

1.  Identification  of  Negri  bodies  in  brain. 

2.  Identification  of  Negri  bodies  in  brain  of  labor- 
tory  animal  inoculated  with  brain  material. 

RICKETTSIAL  INFECTION: 

1.  Significant  rise  in  titre  of  blood  antibodies  oc- 
curring during  clinical  course  of  disease. 

2.  Identification  of  specific  rickettsa. 

SALMONELLOSIS: 

1.  Isolation  and  identification  of  specific  organism 
from  feces  or  other  specimen.  (1) 

SCARLET  FEVER: 

1.  Specific  laboratory  evidence  not  practical. 
SHIGELLOSIS: 

1.  Isolation  and  identification  of  specific  organism. 

(1) 

SMALL  POX: 

1.  Laboratory  identification  of  smallpox  vinis  in 
material  from  skin  lesions. 

2.  Rise  in  titre  of  blood  antibody  content  occurring 
during  clinical  disease. 

SYPHILIS: 

1.  Identification  of  TREPONEMA  PALLIDUM  by 
darkfield  technic.  (1) 

2.  Serological  evidence  and  supporting  informa- 
tion. (1) 
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TENIASIS: 

1.  The  finding  of  ova  or  proglottids  in  feces. 
TETANUS: 

1.  Isolation  and  identification  of  C.  TETANI. 
TRACHOMA: 

1.  Finding  of  characteristic  cytoplasmic  inclusion 
bodies  in  material  from  conjunctiva. 

TRICHINOSIS: 

1.  Identification  of  trichinella  lai’vae. 

2.  Serological  evidence  accompanied  by  clinical 
evidence.  (2) 

TUBERCULOSIS: 

1.  Presence  of  characteristic  acid  fast  bacilli  in 
sputum  or  positive  culture  of  typical  M.  TUBER- 
CULOSIS in  sputum  or  other  material  and  proof  of 
vimlence  by  animal  inoculation.  (1) 

TULAREMIA: 

1.  Positive  serological  test  accompanying  clinical 
disease.  (1) 

2.  Isolation  and  identification  of  P.  TULARENSIS. 
TYPHOID  FEVER: 

1.  Isolation  and  identification  of  S.  TYPHOSA 
accompanying  clinical  disease.  (1) 

2.  Significant  serological  titre  in  children  not  vac- 
cinated with  t>T)hoid  vaccine  and  with  accompany- 
ing clinical  evidence.  (1) 

TYPHOID  CARRIER: 

1.  Isolation  and  identification  of  S.  TYPHOSA 
from  individual,  not  clinical  typhoid.  (1) 

(1)  Special  instructions  available  from  Division  of  Labora- 
tories. 

(2)  Examination  not  currently  made  by  laboratory  of  the 
Department,  but  arrangrements  for  submission  of  speci- 
men to  other  laboratoi*y  in  apparently  merited  instances. 

(3)  Laborator>'  service  not  available  by  or  through  Depart- 
ment laboratory. 

STATE  OF  NEBRASKA 
Department  of  Health 
Division  of  Laboratories 


Human  Interest  Tales 

Communications  bearing  human  appeal  are  solicited. 

They  should  be  addressed  to  The  Editor.  Nebraska  State 

Medical  Journal,  1315  Sharp  Bldg.,  Lincoln. 

Dr.  D.  D.  Haase,  Stratton,  was  called  into  the 
Army  on  August  4. 

Another  Nebraska  graduate.  Dr.  A.  B.  Albee,  has 
begun  practice  at  Oshkosh. 

Dr.  C.  .J.  Miller,  Ord,  attended  the  Rocky  Mountain 
Cancer  Conference  in  July. 

Dr.  F.  M.  Tushla,  Auburn,  is  the  new  Commander 
of  American  Legion  Post  23. 

Dr.  K.  J.  Kenney,  formerly  of  Kimball,  began  a 
new  practice  in  Fairbury  in  July. 

Dr.  and  Mrs.  Charles  Sheets,  Cozad,  have  re- 
turned from  a vacation  trip  in  Colorado. 

Dr.  0.  A.  Kostal,  Hastings,  has  been  named  a 
Fellow  of  the  American  College  of  Cardiology. 

Dr.  Warren  Bosley,  Grand  Island,  has  been  elected 
a Fellow  of  the  American  Academy  of  Pediatrics. 

Drs.  Eugene  Pischke  and  Charles  Muffly  have 
founded  a joint  practice  in  Hay  Springs,  Nebraska. 


Dr.  Harry  Henderson,  St.  Edward,  was  recently 
the  topic  of  a feature  story  in  the  local  newspaper. 

Dr.  L.  G.  Agee,  a graduate  of  the  University  of 
Kansas  School  of  Medicine,  has  begun  practice  in 
Alma. 

Dr.  Max  Fleishman,  Omaha,  is  a member  of  the 
Board  of  Governors  of  the  American  College  of 
Chest  Physicians. 

Dr.  Stanley  Nabity,  on  August  4,  became  associ- 
ated with  Grand  Island  Clinic  after  serving  two 
years  in  the  Navy. 

Dr.  William  Dean,  Lincoln,  has  been  selected 
county  physician  by  the  Lancaster  County  Board 
of  Commissioners.  , 

Dr.  Robert  R.  Koefoot,  son  of  Dr.  and  Mrs.  Theo 
Koefoot  of  Broken  Bow,  has  been  assigned  to  Ai-my 
duty  at  Camp  Rucker,  La. 

Drs.  Otis  Miller  and  Paul  Martin,  both  graduates 
of  the  University  of  Nebraska  College  of  Medicine, 
have  established  their  practices  in  Oi’d. 

Dr.  Cecil  L.  Wittson,  Omaha,  spoke  at  a public 
meeting  in  Scottsbluff,  July  9,  relative  to  establish- 
ing mental  hygiene  clinic  in  the  Panhandle. 

Dr.  James  Thayler,  a University  of  Nebraska  Col- 
lege of  Medicine  graduate,  is  now  associated  with 
Dr.  Hull  Cook  and  Dr.  Chris  Bitner  in  Sidney. 

Dr.  Gilbert  Sandritter,  Superintendent  of  the 
Hastings  State  Hospital,  and  Mrs.  Blondale  Mc- 
Munn  Benham  were  married  in  Lincoln  July  25. 

Dr.  William  Angle,  son  of  Dr.  and  Mrs.  E.  E. 
Angle  of  Lincoln,  was  married  July  19  at  Sayville, 
L.  L,  to  Dr.  Carol  A.  Remmer,  of  Oakdale,  N.  Y. 

Dr.  Mary  Bitner,  State  Department  of  Health, 
Lincoln,  addressed  a health  work  shop  on  the  Mid- 
land College  campus  in  Fremont  during  mid-July. 

The  new  associate  of  Drs.  Mason  Lathi’op  and  Ivan 
French  in  Wahoo  is  Dr.  Stephen  E.  Wallace,  a grad- 
uate of  the  Creighton  University  School  of  Medicine. 

Dr.  Richard  Delfs,  Shelby  was  inducted  into  the 
Army  in  July  and  is  now  stationed  at  San  Antonio, 
Texas.  Dr.  Harold  Daum  has  replaced  Dr.  Delfs  at 
Shelby. 

Dr.  Austin  E.  Mutz,  formerly  of  Spalding,  re- 
cently visited  his  parents  there.  Dr.  Mutz  has  just 
compelted  a residency  in  inteimal  medicine  at  Hart- 
ford, Conn 

Drs.  John  Anderson  and  Robert  House,  Grand  Is- 
land, were  two  of  the  chief  speakers  at  the  Pol- 
iomyelitis Institute  which  was  held  in  Grand  Island, 
July  8 and  9. 

Dr.  Paul  Bancroft,  Lincoln,  spoke  to  the  residents 
of  Husker\'ille  (a  Lincoln  housing  settlement)  on 
July  18  after  several  polio  cases  had  been  found  at 
the  housing  unit. 

Dr.  J.  P.  Tollman,  new  Dean  of  the  University  of 
Nebraska  College  of  Medicine,  spoke  to  the  Ne- 
braska City  Rotary  Club,  July  16,  on  the  educational 
aspects  of  the  college. 

Nebraska  physicians  attending  the  18th  annual 
meeting  of  the  American  College  of  Chest  Physi- 
cians, June  5-8,  in  Chicago  w'ere  Drs.  William  Nutz- 
man  and  Dan  Nye,  Kearney;  B.  R.  Walske,  Lincoln; 
and  Max  Fleishman  and  Oliver  Nickum,  Omaha. 
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Tuberculosis  Abstracts 

LYMPH  NODE  TUBERCULOSIS  AND  ITS 
TREATMENT  IN  ACCESSIBLE  NODES 

Lymph  node  tuberculosis  appeared  in  the 
literature  in  the  fifth  century  when  Clovis, 
King  of  the  Franks,  applied  the  “king’s 
touch’’  for  the  treatment  of  scrofula  (tuber- 
culous cervical  lymphadenitis).  This  form  of 
therapy  continued  in  vogue  for  more  than  1,- 
200  years  until  it  was  abandoned  early  in  the 
eighteenth  century  after  Queen  Anne  had 
used  it  unsuccessfully  on  Samuel  Johnson. 
Thereafter,  various  forms  of  medical  and 
surgical  treatment  proved  equally  ineffective 
until  early  in  the  present  century,  when  the 
surgical  technique  was  revised  to  produce  ex- 
cellent results  from  the  cosmetic  as  well  as 
the  clinical  aspects.  In  the  early  nineteen 
twenties  the  incidence  of  tuberculous  infec- 
tion of  accessible  lymph  nodes  (neck,  axilla, 
and  groin)  declined  markedly.  Now,  it  seems 
to  have  been  forgotten  that  lymph  node 
tuberculosis  presents  it  own  special  prob- 
lems. 

Lymph  nodes  are  involved  early  in  the 
course  of  tuberculosis,  as  in  the  primary 
complex  of  the  pulmonary  disease  of  child- 
hood; and  it  is  logical  to  assume  that  the 
origin  of  infection  in  the  peripheral  nodes 
also  lies  in  the  area  drained  by  them.  The 
focus  cannot  always  be  found  and  may  have 
healed.  All  cases  cannot  be  explained  on  this 
basis,  however,  and  undoubtedly  hematogen- 
ous infection  plays  an  important  role.  The 
predilection  for  the  neck  in  hematogenous  in- 
fection is  probably  due  to  lowered  tissue  re- 
sistance due  to  previous  infections  of  a dif- 
ferent nature. 

The  human  type  of  tubercle  bacillus, 
rather  than  the  bovine,  is  responsible  for 
most  cases  of  lymph  node  disease  in  spite  of 
a widespread  impression  to  the  contrary.  In 
1908  more  than  70  per  cent  of  a considerable 
number  of  tuberculous  nodes  removed  from 
the  necks  of  children  in  New  York  City 
showed  the  human  type  of  tubercle  bacillus. 
Since  that  time  the  bovin  infection  in  hu- 
mans has  practically  disappeared. 

Tuberculosis  usually  commences  as  a gen- 
eralized infection  with  a systemic  reaction. 
The  local  manifestations  are  characterized  by 
an  acute  inflammatory  process,  the  exuda- 
tive phase  and,  when  lymph  nodes  are  in- 
volved, this  is  followed  by  tubercle  forma- 
tion, caseation  necrosis,  and  cold  abscess. 
The  process  may  be  halted  by  fibrosis  or 


calcification  but  there  is  always  a perilym- 
phadenitis  present  which  binds  the  involved 
nodes  and  the  surrounding  tissue  together. 
Liquefaction  starting  within  the  node  usually 
perforates  slowly  into  the  surrounding  tis- 
sue, and  the  resulting  cold  abscess  has  a wall 
of  fibrous  and  tuberculous  granulation  tis- 
sue. When  the  pathologic  process  is  halted  by 
fibrosis,  the  encapsulated  caseous  material 
and  tuberculous  pus  harbor  organisms  capa- 
ble of  reactivating  the  infection  for  an  in- 
definite time.  Tuberculous  lymphadenitis 
may  be  only  the  local  manifestation  of  a gen- 
eral infection  with  active  foci  elsewhere, 
which  must  always  be  sought. 

The  ideal  treatment  for  tuberculosis,  re- 
gardless of  its  site,  is  surgical  eradication  if 
possible,  although  this  course,  when  applied 
to  tuberculous  cervical  lymph  nodes,  seems 
to  be  the  subject  of  controversy.  This  is  hard 
to  understand.  Excisional  therapy  for  pul- 
monary tuberculosis  is  a widely  accepted  and 
efficacious  form  of  treatment  and  the  same 
principle  applied  to  lymph  node  tuberculosis 
should  be  even  more  effective  and  certainly 
less  hazardous. 

The  same  principles  applies  to  the  selection 
of  all  cases  of  tuberculosis  for  surgery.  The 
patient  should  be  a “good  chronic.”  Operation 
should  not  be  undertaken  during  an  acute 
exudative  infection  nor  attempted  with  ac- 
tive foci  elsewhere  in  most  cases.  The  con- 
dition of  the  patient  should  be  good  enough 
to  permit  a long  operation. 

Incisions  are  made  in,  or  parallel  to, 
natural  creases  for  cosmetic  reasons.  All  the 
process  is  always  more  extensive  than  it  ap- 
pears to  be,  this  requires  careful,  sharp  dis- 
section. Cold  abscesses  with  the  underlying 
nodes  are  dissected  out,  not  simply  curetted 
and  drained.  Contamination  of  the  wound 
with  tuberculous  pus  will  not  make  drainage 
necessary.  All  of  the  important  structures 
are  preserved  except,  rarely,  the  mandibular 
branch  of  the  facial  nerve  which  may  be 
damaged,  although  often  only  temporarily. 

In  this  respect  the  operation  differs  ma- 
terially from  the  radical  neck  dissection  for 
malignancy  where  important  structures  are 
sacrificed  to  ensure  complete  removal  of 
malignant  cells.  With  tuberculous  nodes  it  is 
better  to  preserve  the  structures  and  per- 
form another  operation  if  necessary.  In  the 
end  result  the  scar  is  inconspicuous,  deform- 
ity is  absent,  and  the  disease  is  controlled. 
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In  some  cases  surgery  is  inadvisable,  in 
others  it  is  unnecessary,  in  still  others  it  re- 
quires the  help  of  other  forms  of  therapy. 
Rest,  adequate  diet,  and  hygienic  surround- 
ings should  be  used  in  the  acute  form  of  the 
disease,  and  in  the  mild  forms  no  other  treat- 
ment may  be  needed. 

In  treating  tuberculous  nodes  roentgen  ir- 
radiation produces  fibrosis  and  helps  to  en- 
capsulate the  disease.  It  cannot  destroy 
Mycobacterium  tuberculosis ; it  cannot  re- 
move caseation;  it  cannot  cause  the  absorp- 
tion of  tuberculous  pus  and  may  hasten  its  ap- 
pearance. Futhermore,  the  incidence  of  acti- 
vation of  tuberculosis  in  other  parts  of  the 
body  after  irradiation  of  lymph  nodes  has 
often  been  obsei*ved.  It  can  be  a valuable  ad- 
junct in  the  treatment  of  sinuses  after  the 
caseation  has  largely  disppeared  and  in  that 
stage  of  the  infection  between  the  exudative 
phase  and  the  establishment  of  caseation. 

Chemotherapy,  notably  with  streptomycin 
and  para-aminosalicylic  acid  (PAS)  is  a re- 
cent and  valuable  addition  to  the  therapy  of 
tuberculous  lymphadenitis.  Antimicrobial 
drugs  are  most  effective  on  the  early,  exuda- 
tive form  of  the  disease  and  have  little  value 
in  the  treatment  of  caseous  foci  or  cold  ab- 
scesses. However,  chronic  tuberculous  si- 
nuses respond  well  if  the  microorganisms  are 
sensitive  to  the  drug.  Prolonged  use  of  the 
drug  will  result  in  drug-resistant  microor- 
ganisms. The  concomitant  use  of  PAS  will 
retard  this  resistance.  Antimicrobial  drugs 
should  be  employed  with  discrimination  lest 
an  occasion  arise  later  when  the  drug  is 
urgently  needed  and  proves  to  be  ineffectual. 
The  most  recent  adjunct  to  therapy  is  the 
streptokinase-streptodornase  combination  of 
proteolytic  enzymes.  Peripheral  lymph  nodes 
may  become  involved  in  the  course  of  pul- 
monary tuberculosis  and  they  are  prone  to 
break  down  into  cold  abscesses.  Because  of 
the  pulmonary  focus,  excision  of  the  nodes  is 
inadvisable  and  simple  drainage  results  in 
chronic  draining  sinuses.  However,  the  use 
of  these  enzymes  in  the  cold  abscess  cavity 
after  wide  drainage  has  been  established  pro- 
duces a biologic  debridement  of  the  caseous 
material,  permitting  the  growth  of  healthy 
granulations  and  closure  of  the  sinus. 

Tuberculosis  in  peripheral  lymph  nodes, 
particularly  the  neck,  is  still  frequently  en- 
countered by  the  physician.  These  infected 
nodes  lend  themselves  to  surgical  excision. 
When  operation  is  inadvisable  or  unneces- 


sary, other  forms  of  treatment  are  available 
which  can  also  be  used  as  an  adjunct  to  sur- 
gery. Good  results  can  be  expected  if  the 
limitations  as  well  as  the  potentialities  of  the 
various  forms  of  therapy  are  heeded. 

Hy  Charles  W.  Lester,  M.D.,  The  American  Review  of  Tuber- 
culosis. December  1951. 


SEVEN  NEW  PERMANENT  ARMY  HOSPITALS 
TO  PROVIDE  CAPACITY  FOR 
3,200  PATIENTS 

Construction  of  the  first  of  seven  new  permanent 
type  hospitals  planned  for  Army  posts  in  this  coun- 
try will  begin  early  next  year,  the  Department  of 
the  Army  announced  (July  30,  1952).  The  new 
buildings  will  provide  capacity  for  a minimum  of 
3,200  patients. 

The  hospitals  represent  the  first  step  in  the 
Army’s  program  to  transfer  patients  from  wooden, 
cantonment  type  structures  built  during  World  War 
II  to  modern  multi-story  structures,  according  to 
Major  General  E.  Armstrong,  MC,  the  Army  Sur- 
geon General. 

Hospitals  to  be  constructed  at  Fort  Benning,  Ga.; 
Fort  Bragg,  N.  C.;  Fort  Knox,  Ky.;  and  Foi't  Riley, 
Kansas,  are  for  500  beds  on  a 1,000-bed  chassis.  A 
new  installation  at  Fort  Belvoir,  Va.,  will  pro- 
vide 250  beds  initially  expansible  to  500,  while  Fort 
Monmouth,  N.  J.,  will  receive  a 200-bed  facility  con- 
sti-ucted  on  a 300-bed  chassis.  The  largest  structure 
will  be  erected  at  Fort  Dix,  N.  J.,  and  will  furnish 
750  beds,  expansible  to  1,000  beds. 

The  new  hospitals  are  the  first  to  be  built  by  the 
Army  in  which  increased  bed  capacity  may  be  quick- 
ly obtained  during  emergencies  without  additional 
constmction  of  clinical  and  administration  facilities. 
This  readily  accessible  emergency  expansion  repre- 
sents a reserve  for  the  care  of  increased  numbers  of 
patients  in  a possible  future  mobilization. 

Modern  in  design,  the  new  installations  will  have 
a reinforced  concrete  frame  and  will  embody  the 
latest  advances  in  medical  and  surgical  diagnostic 
and  treatment  facilities.  Hospitals  providing  500 
beds  or  more  initially  will  be  nine  stories  high. 

Emphasis  throughout  the  new  facilities  will  be 
on  improved  patient  care.  General  Armstrong  said. 
Plans  prepared  by  leading  civilian  and  military 
authorities  in  the  hospital  design  field  have  reduced 
to  a minimum  the  number  of  luxuries  and  “extras” 
while  conseiwing  steel  and  other  scarce  building  ma- 
terials. 

The  Surgeon  General  declared  that  the  new  facili- 
ties incorporated  the  findings  of  extensive  research 
in  hospital  management  conducted  by  the  Army 
Medical  Seiwice  for  the  past  three  years  at  Valley 
Forge  Army  Hospital,  Phoenixville,  Pa.,  and  at 
other  major  hospitals.  These  new  features  are  ex- 
pected to  economize  in  the  use  of  nurses,  ward  tech- 
nicians and  other  scarce  personnel.  General  Ann- 
strong  asserted. 

Wards  for  the  critically  ill,  operating  rooms,  and 
clinic  facilities  will  be  air  conditioned.  The  operat- 
ing room  will  also  be  equipped  to  eliminate  the 
danger  of  anesthetic  explosions. 

(Contimied  on  page  XXVIII) 
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YOU  BENEFIT  12  WAYS  in  a CONTOUR  CHAIR  LOUNGE 


Relieves  nervous  tension. 
Relaxes  muscles. 
Lessens  fatigue. 
Reduces  gravitational  pull. 
Only  chair  which  truly  elevates 
the  feet  and  legs  above 
center  of  gravity. 
Aids  circulation 


Rests  the  heart. 

Promotes  good  posture  through 
6 ZONE  Control. 

Improves  breathing. 

Revives  energy. 

Stimulates  mental  activity. 
Improves  skin  tones  and  aids  com- 
plexion through  better  circulation. 


YEARS  TREATING  ALCOHOL 

AND  DRUG  ADDICTION 


In  1897  Doctor  B.  B.  Ralph  developed  methods  of  treating  alcohol  and  narcotic 
addiction  that,  by  the  standards  of  the  time,  were  conspicuous  for  success. 

Twenty-five  years  ago  experience  had  bettered  the  methods.  Today  with  the 
advantages  of  collateral  medicine,  treatment  is  markedly  further  improved. 

The  Ralph  Sanitarimn  provides  personalized  care  in  a quiet,  homelike  at- 
mosphere. Dietetics,  hydrotherapy  and  massage  speed  physical  and  emotional 
re-education.  Co-operation  with  referring  physicians.  Write  or  phone. 


R A L P H 

SANITARIUM 

Established  1897 

59*  HIGHLAND  AVE.,  KANSAS  CITY  6,  MO.,  VICTOR  3694 

Ralph  Emerson  Duncan,  M.D.,  Director 
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E.  G.  Brillhart Columbus 

C.  F.  Ashby Geneva 

R.  S.  Wycoff Lexington 

R.  E.  Penry Hebron 

Scientific  Assembly 

T.  T.  Smith.  Chm Omaha 

J.  D.  Bisgard Omaha 

W.  W.  Waddell Beatrice 

H.  V.  Munger Lincoln 

Ijee  Stover Lincoln 

R.  B.  Adams Lincoln 

Speakers  Bureau 

H.  J.  I^ehnhoff,  Chm Omaha 

John  Brown  Lincoln 

G.  E.  Stafford Lincoln 

O.  V.  Calhoun Lincoln 

R.  O.  Garlinghouse Lincoln 

J.  J.  O’Neil Omaha 

Uniform  Fee  Schedule  and 
Advisory  to  Govt.  Agencies 
R.  E.  Garlinghouse Lincoln 

A.  J.  Schwedhelm Norfolk 

W.  W.  Waddell Beatrice 

RESEARCH 

Arthritis 

F,  L.  Dunn.  Chm Omaha 

M.  C.  Howard Omaha 

C.  R.  Carlson Wauneta 

Cancer 

J.  F.  Kelly,  Chm Omaha 

B.  R.  Bancroft Kearney 

J.  T.  McGreer Lincoln 


Cardiovascular 

O.  A.  Kostal,  Chm. Hastings 

C.  Q.  Thompson Omaha 

F.  W.  Niehaus Omaha 

Cerebral  Palsy 

L.  S.  Campbell,  Chm Omaha 

L.  J.  Gogela Lincoln 

C.  F.  Ferciot Lincoln 

Diabetes 

M.  Margolin.  Chm Omaha 

L.  Rogers Lincoln 

S.  M.  Rathbun Beatrice 

Fracture 

S.  M.  Bach,  Chm Omaha 

F.  S.  Webster Lincoln 

John  Heinke Scottsbluff 

Industrial  Health 

G.  P.  McArdle,  Chm Omaha 

E.  J.  Kirk Omaha 

Robert  Hillyer Lincoln 

M.C.H. 

L.  S.  McGoogan.  Chm. -Omaha 

R.  W.  Homan Crete 

S.  L.  Wolters Lincoln 

Menial  Hygiene 

R.  S.  Wigton,  Chm Omaha 

G.  L.  Sandritter Ingleside 

Robert  Stein  Lincoln 

Public  Health 

Val  Verges,  Chm Norfolk 

S.  I.  Fuenning Lincoln 

H.  C.  Stewart Pawnee  City 

Tuberculosis 

J.  H.  Murphy,  Chm Omaha 

A.  W.  Ander  on Lexington 

Wm.  Nutzman  Kearney 

Venereal  Disease 

L.  W.  Lee,  Chm Omaha 

J.  H.  Barthell Lincoln 

O.  J.  Cameron Omaha 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Paul 

R€*ad.  Omaha.  Counties : Doug- 

las. Sarpy. 

Second  District:  Councilor:  W.  C. 

Kenner,  Nebraska  City  ; Coun- 
ties : Lancaster,  Otoe.  Cass. 

Third  District:  Councilor:  J.  C. 

Waddell,  Beatrice.  Counties : 
Gage,  Johnson,  Nemaha,  Paw- 
nee, Richardson. 

Fourth  District:  Councilor:  W.  E. 
Wright,  Creighton.  Counties: 

Knox,  Cedar,  Dixon,  Dakota.  An- 
telope. Pierce,  Thurston,  Mad- 
ison, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  R.  T. 

VanMetre,  Fremont.  Counties: 

Burt,  Washington,  Dodge,  Platte. 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District;  Councilor:  Robert 
Harry,  York.  Counties : Saun- 

ders, Butler,  Seward,  Polk,  York, 
Hamilton. 

Seventh  District:  Councilor:  F.  A. 
Mountford,  Davenport.  Counties: 
Saline.  Clay,  Fillmore,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District : Councilor : R.  R. 
Brady,  Ainsworth.  Counties : 

Cherry,  Keyapaha.  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  Wm.  M. 
McGrath,  Grand  Island.  Coun- 
ties : Hall,  Custer,  Valley,  Greely, 
Sherman.  Howard.  Dawson,  Buf- 
falo, Grant,  Hooker,  Thomas, 
Blaine.  Wheeler,  Loup.  Garfield. 

Tenth  District:  Councilor:  Earl 

Leininger,  McCook.  Counties : 
Gosper,  Phelps,  Adams,  Furnas, 
Harlan.  Franklin,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  F.  M. 
Bell,  Grant.  Counties : Lincoln, 
Perkins.  Keith,  McPherson.  Gar- 
den, Arthur,  Logan,  Deuel. 

Twelfth  District:  Councilor:  Frank 
Herhahn,  Scottsbluff.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill.  Kimball,  Cheyenne, 
Sioux.  Dawes. 


COUNTY 


COMPONENT  COUNTY  SOCIETIES 

PRESIDENT  SECRETARY 


Adams  (10) 

Boone  (5) 

Box  Butte  (12) 

Buffalo  (9) 

Burt  (5) 

Butler  (6) 

Cass  (2) 

Ced.-Dix. -Dak. -Th. -Wayne  (4) 
Cheyenne-Kimball-Deuel  (12). 

Clay  (17) 

Colfax  (5) 

Custer  (9) 

Dawson  (9) 

Dodge  (5) 

Filmore  (7) 

Franklin  (10) 

Four  County  (9) 

Gage  (3) 

Garden-Keith-Perkins  (11) 

Hall  (9) 

Hamilton  (6) 

Harlan  (10) 

Holt  and  Northwest  (8) 

Howard  (9) 

Jefferson  (7) 

Johnson  (3) 

Lancaster  (2) 

Lincoln  (11) 

Madison  Six  (4) 

Merrick  (5) 

Nance  (5) 

Nemaha  (3) 

Northwest  Nebraska  (8) 

Nuckolls  (7) 

Omaha-Douglas  (1) 

Otoe  (2) 

Pawnee  (3) 

Phelps  (10) 

Platte  (5) 

Polk  (6) 

Richardson  (3) 

Saline  (7) 

Saunders  (6) 

Scotts  Bluff  (12) 

Seward  (6) 

Southwest  Nebraska  (10)__ 

Thayer  (7)- 

Washington  (5) 

Webster  (10) 

York  (6) 


D.  W.  Kingsley,  Hastings H.  J.  O’Donnell,  Ingleside 

W.  J.  Reeder,  Cedar  Rapids Henry  Sydow,  Albion 

Robert  Morgan.  Alliance A.  G.  Burnham.  Alliance 

Dan  Nye,  Kearney R.  F.  Johnston,  Kearney 

C.  B.  Hayes,  Lyons J.  G.  Allen.  Tekamah 

D.  E,  Burdick,  David  City L.  J.  Ekeler,  David  City 

L.  Kunkel,  Weeping  Water Howard  Liston,  Elmwood 

Robert  Benthack.  Wayne D.  D.  Craig,  Winside 

H.  R.  Baker,  Chappel K.  J.  Kenney,  Kimball 

H.  V.  Nuss,  Sutton 

L.  C.  Kavan,  Schuyler W.  J.  Kavan,  Clarkson 

John  Meier,  Broken  Bow Geo.  Erickson,  Broken  Bow 

Dean  McGee,  Lexington P.  B.  Olsson,  Lexington 

Robert  Reeder.  Fremont R.  T.  Van  Metre,  Fremont 

V.  V.  Smrha,  Milligan 

Lloyd  S.  McNeill,  Campbell W.  A.  Doering,  Franklin 

Roy  S.  Cram,  Burwell Frank  A.  Barta,  Ord 

A.  R.  Bryant,  Beatrice E.  L.  Penner,  Beatrice 

S.  M.  Weyer,  Ogallala S.  K.  Imes,  Ogallala 

J.  H.  Easley.  Grand  Island Loren  Imes,  Grand  Island 

D.  B,  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

R.  H.  Kerr.  Alma W.  C.  Bartlett,  Alma 

James  P.  Brown,  O’Neill Harold  J.  Panzer,  Bassett 

A.  H.  Holm.  Wblbach E.  C.  Hanisch.  St.  Paul 

W.  P.  Yoachim,  Fairbury R.  P.  Luce,  Fairbury 

L.  J.  Chadek,  Tecumseh J.  A.  Lanspa,  Tecumseh 

H.  S.  Morgan,  Lincoln J.  A .Brown,  Lincoln 

C.  F.  Heider,  North  Platte N.  Chick.  North  Platte 

J.  D.  Pollack.  Norfolk Val  Verges,  Norfolk 

R.  R.  Douglas,  Clarks E.  T.  Zikmond,  Central  City 

Kenneth  R.  Dalton,  Genoa James  C.  Maly,  Fullerton 

F.  M.  Tushla,  Auburn F.  L.  Krampert,  Auburn 

A.  J.  Courshon,  Chadron Eric  De  Flon.  Chadron 

A.  L Webman,  Superior C.  T.  Mason,  Superior 

L.  D.  McGuire,  Omaha J.  D.  Bradley,  Omaha 

A.  H.  Bonebrake,  Nebr.  City C.  J.  Formanack,  Syracuse 

A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Chas.  Streeter,  Bertrand W.  S.  Bivens,  Holdrege 

P.  H.  McGowan,  Columbus E.  G.  Brillhart,  Columbus 

R.  Delfs.  Shelby R.  E.  Klaas,  Osceola 

H.  S.  Heim,  Humboldt W,  D.  Ketter,  Falls  City 

C.  Zimmer,  Friend R.  W.  Homan,  Crete 

W.  W.  Noyes,  Ceresco C.  W.  Way,  Wahoo 

I. /.  J.  Gridley,  Scottsbluff S.  P.  Wiley,  Gering 

J.  T.  Standard,  Seward R.  Herpolsheimer,  Staplehurst 

J.  L.  Batty,  McCook L.  E.  Dickinson,  Jr.,  McCook 

Louis  G.  Bunting,  Hebron Rudolph  F.  Decker,  Byron 

Rudolph  Seivers,  Blair Morris  Nielsen,  Blair 

S.  H.  O’Neill,  Blue  Hill 

J.  S.  Bell,  York B.  N.  Greenberg,  York 
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in  OMAHA,  NEBRASKA 

stay  at  Hotel 

‘Paxton 

In  the  heart  of  downtown 
Omaha,  Hotel  Paxton 
typihes  the  spirit  of  this 
progressive  city  . . . 
continually  improving 
service  for  discriminating 
guests,  accentuating 
charm,  individuality 

and  livability  in  all  guests  rooms,  extending  traditionally 
famous  courtesy  to  travelers  since  1882,  Hotel  Paxton 
at  14th  and  Farnam  is  your  choice  for  good  living. 


Visit  the  ® PAX  ROOM  ® TAVERN  GRILL 
® MURAL  LOUNGE  * COFFEE  SHOP 


Affiliated 

NATIONAL  HOTELS 

ALABAMA 

HOTEL  ADMIRAL  SEMMES Mobile 

HOTEL  THOMAS  JEFFERSON 

Itirmingham 

DISTRICT  OF  COLUMBIA 
HOTEL  WASHINGTON Washington 

INDIANA 

HOTEL  CLAYPOOL  Indianapolis 

LOUISIANA 

.UTN(J  HOTEIi  New  Orleans 

HOTEL  DESOTO  New  Orleans 

NEBRASKA 

HOTEL  PAXTON  Omaha 

NEW  MEXICO 

HOTEL  CLOVIS  Clovis 

SOUTH  CAROLINA 

HOTEL  WADE  HAMPTON Columbia 

TEXAS 

HOTEL  STEPHEN  F.  AUSTIN Austin 

HOTEL  EDSON  Beaumont 

HOTEL  BROWNWOOD  Brownwood 

HOTEL  BAKER  Dallas 

HOTEL  TRAVIS  Dallas 

HOTEL  CORTEZ  El  Paso 

HOTEL  BUCCANEER  Galveston 

HOTEL  GALVEZ  Galveston 

HOTEL  JEAN  LAFITTE Galveston 

CORONADO  (’OURTS  Galveston 

MIRAMAR  (’OURT  Galveston 

HOTEL  CAVALIER  Galveston 

HOTEL  PLAZA  Loredo 

HOTEL  LUBBOCK  Lubbock 

HOTEI.I  FALLS  Marlin 

HOTEL  CACTUS  San  Angelo 

HOTEL  MENGER  San  Antonio 

ANGELES  COURTS San  Antonio 

. VIRGINIA 

HOTEL^.pUNTAIN  LAKE  . Mountain  Lake 
HOTEL  MONTICELLO Norfolk 


Statement  — 

If  it  weren't  for  the  support  of  the  advertisers,  one  of 
three  things  would  happen  concerning  the  Journal: 

L It  would  cease  publication. 

> 

2.  Its  editorial  and  scientific  content 
would  be  greatly  reduced. 

3.  It  would  probably  be  necessary  to 

charge  a subscription  fee  for  it. 

S/jow  fhe  Advertisers  You  Appreciate  This  Support 

> 

by  Regular  Patronage  of  Them! 

Inform  Them  by  Letter  That  You  Read  Their  Ads  in 
The  Nebraska  State  Medical  Journal. 
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ACCIDENT  - HOSPITAL  . SICKNESS 

INSURANCE^ 

For  Physicians,  Surgeons,  Dentists  Exclusively 


CLAIMS  < 


COME  FROM 


Adult  

Child  to  age  19 

Child  over  age  19- 


s / 

GO  TO 

i (Quarterly) 

2.50 

5.00 

7.50 

10.00 

1.50 

.S.OO 

4.50 

6.00 

2.50 

5.00 

7.50 

10.00 

$5,000  accidental  death  Quarterly  $8.00 

$25  weekly  indemnity,  accident  and  sickness 


$15,000  accidental  death 


$75  weekly  indemnity,  accident  and  sickness 


Quarterly  $24.00 


$10,000  accidental  death 
$50  weekly  indemnity,  accident  and  sickness 


Quarterly  $16.00 


$20,000  accidental  death  Quarterly  $32.00 

$100  weekly  indemnity,  accident  and  sickness 


COST  HAS  NEVER  EXCEEDED  AMOUNTS  SHOWN 

HOSPITAL  BENEFITS 


Single 

Double 

Triple 

Quadruple 

60  days  in  Hospital  _ 

5.00  per  day 

10.00  per  day 

15.00  per  day 

20.00  per  day 

30  days  of  Nurse  at  Home  _ 

- - 5.00  per  day 

10.00  per  day 

15.00  per  day 

20.00  per  day 

laboratory  Fees  in  Hospital 

5.00 

10.00 

15.00 

20.00 

Operatinj?  Room  in  Hospital 

10.00 

20.00 

30.00 

40.00 

Anesthetic  in  Hospital 

10.00 

20.00 

30.00 

40.00 

X-Ray  in  Hospital 

10.00 

20.00 

30.00 

40.00 

Medicines  in  Hospital  _ 

10.00 

20.00 

30.00 

40.00 

Ambulance  to  or  from  Hospital 

10.00 

, 20.00 

30.00 

40.00 

$4,000,000.00  PHYSICIANS  CASUALTY  ASSOCIATION  $18,900,000.00 

INVESTED  ASSETS  ^ PHYSICIANS  HEALTH  ASSOCIATION  PAID  FOR  CLAIMS 

400  First  Natl.  Bank  B\dg.  management  2,  Nebraska 

$200,000.00  deposited  with  State  of  Nebraska  for  protection  of  our  members 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate 
of  six  cents  per  word  with  a minimum  of  $2.00 
per  insertion.  Copy  must  be  received  by  the 
fifth  of  the  month  preceding  date  of  publica- 
tion and  should  not  exceed  40  words.  Adver- 
tisements from  members  of  the  Nebraska  State 
Medical  Association  will  be  accepted  without 
charge  for  two  issues.  Each  advertisement  will 
be  taken  out  following  its  second  appearance 
unless  otherwise  instructed.  Where  numbers  fol- 
low advertisements,  replies  should  be  addressed 
in  care  of  The  Nebraska  State  Medical  Journal, 
131.5  Sharp  Building,  Lincoln  8. 

FOR  SALE — Practically  new  Wappler  cold  cau- 
tery scalpel  with  attachments.  Used  only  few  times. 
Will  sacrifice  for  quick  sale.  Write  c/o  Box  1,  Ne- 
braska State  Medical  Journal,  1315  Sharp  Building, 
Lincoln  8. 

FOR  S.4.LE — Leica  3-C  camera  with  summar  F-2 
lense;  nooky  close  focusing  attachment.  $225.  Write 
c/o  Box  2,  Nebraska  State  Medical  Journal,  1315 
Sharp  Building,  Lincoln  8. 

FREE — Folding  operating  table  will  be  given  to 
first  physician  to  inquire  about  it.  Write  c/o  Box 
3,  Nebraska  State  Medical  Journal,  1315  Sharp 
Building,  Lincoln  8. 

ELECTROCARDIOGRAPHER — Certified,  desires 
to  interpret  electrocardiograms.  Replies  by  return 
mail  same  day.  Four  leads:  $1.00;  multiple  leads; 
$1.25.  Write  c/o  Box  104,  Nebraska  State  Medical 
Journal,  1315  Sharp  Balding,  Lincoln  8. 


FOR  SALE — Cine-Kodak  Special  16  mm  Movie 
Camera,  with  1-inch  f 1.9  lens;  3-inch  f.4.5  telephoto 
lens;  ^^-inch  wide  angle  lens;  spare  100-foot  maga- 
zine, Kodachrome  filters,  type  A to  daylight  and 
daylight  to  tungsten  light;  effects  masks,  etc.  all 
in  compartmented  carrying  case.  As  good  as  new^ 
condition.  List  price  new^  approximately  $1,600. 
Will  sell  for  $1,000.  John  E.  Hartsaw,  M.D.,  Box 
425,  Fullerton,  Nebr.  Phone  63. 

WANTED — Physician  interested  in  obstetrics  and 
surgery.  Salary  open  and  permanent  association  if 
desired  after  one  or  bvo  years  trial.  Northern  Min- 
nesota. Write  c/o  Box  103,  Nebraska  State  Medical 
Journal,  1315  Shai-p  Building,  Lincoln  8. 

WANTED  — An  associate  interested  in  internal 
medicine.  Nebraska  town  of  8,000  population.  Write 
c/o  Box  4,  Nebraska  State  Medical  Journal,  Lin- 
coln 8. 


NEW  PERMANENT  ARMY  HOSPITALS 
(Continued  from  page  308) 

All  clinics  in  the  new  hospitals,  including  diag- 
nostic and  laboratoiy  facilities  and  outpatient  serv- 
ices, will  be  centralized  on  the  ground  floor  to  curb 
unnecessary  traffic  through  other  parts  of  the 
building.  Besides  pi'oving  complete  inpatient  and 
outpatient  care,  the  new  facilities  will  offer  a wide 
range  of  consultation  and  preventive  medicine  seiw- 
ices. 

Const laiction  of  each  new  hospital  will  be  begun 
under  a priority  system  set  up  by  the  Department  of 
the  Army.  All  units  are  expected  to  be  completed  in 
from  two  to  three  years. 
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Refresn . . . add  zest 
to  tKe  hour 


AMA  COMMITTEE  TO  MEET  WITH 
OSTEOPATHS 

At  its  June  meeting  in  Chicago,  the  AMA’s  House 
of  Delegates  refused  to  modify  its  intei'pretation 
of  the  status  of  osteopaths.  A resolution  which 
would  have  permitted  physicians  to  teach  in  osteo- 
pathic schools  was  turned  down  by  the  House.  It 
did  recommend,  however,  that  the  Board  of  Tiaistees 
appoint  a committee  to  meet  with  osteopathic  lead- 
ers to  discuss  osteopathic  education. 

The  main  responsibility  and  opportunity  of  diag- 
nosing pulmonary  tuberculosis  in  the  elderly  lies 
with  the  general  practitioner;  for  most  of  them  seek 
his  advice  and  account  of  symptoms,  and  an  aware- 
ness of  the  prevalence  of  the  disease  in  these  age 
groups  should  lead  the  practitioner  to  have  chest 
radiography  and  sputum  examination  performed  in 
all  cases  before  diagnosing  chronic  bronchitis  and 
emphysema.  (M.  B.  Paul,  M.D.,  The  Lancet,  Lon- 
don), August  11,  1951. 

Rounding  out  its  fourth  year  of  financial  support 
for  research  into  heart  and  blood  vessel  diseases, 
the  American  Heart  Association  has  approved  72 
grants-in-aid  totaling  $361,522.50,  it  was  announced 
today  by  Dr.  Indng  S.  Wright,  President.  The  in- 
vestigations are  being  conducted  at  institutions  in 
20  states,  the  District  of  Columbia,  Montreal,  and 
Beii-ut,  Lebanon.  Dr.  Wright  said  the  latest  awards 
raise  to  over  four  million  dollars  the  combined  total 
spent  for  cardiovascular  research  ijrojects  by  the 
national  office  and  its  state  and  local  affiliates  since 
the  Association  was  reorganized  as  a voluntary 
health  agency  in  1948. 

You  can  enhance  the  value  of  your  own  .louinal  hy  patronizing-  it.s  advertisers 
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wliicL  aren  Y cadt! 

Be  SURE  You've 
REGISTERED 
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new  convenience  in  broad-spectrum  therapy 


Introducing  new  flexibility  in  broad-spectrum 
antibiotic  therapy  with  the  most  familiar  and 

acceptable  form  of  medication  for  your  patients— 

well-tolerated,  rapidly-effective  Crystalline  Terramycin 

(» 

Amphoteric  Tablets  (sugar  coated)  are  prepared  from 
the  pure,matural  antibiotic  substance,  assuring 
availability  ^oughout  the  pH  range  of  the 
gastrointestinal  tract.  ^il  not  contribute  to  gastric  acidity. 


world’s  largest  producer  of  antibiotics 


Pfizer) 


Supplied:  250  mg.  tablets,  bottles  of  16  and 
100;  100  mg.  and  50  mg.  tablets, 
bottles  of  25  and  100. 


ANTIBIOTIC  DIVISION,  CHAS.  PFIZER  & CO..  INC..  BROOKLYN  6.  N Y. 
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EDITORIAL 

POSTGRADUATE  STUDY  AT  HOME; 

The  Omaha  Mid-West  Clinical  Society 
■ The  Omaha  Mid-West  Clinical  Society 
brings  to  the  physicians  of  Nebraska  an  An- 
nual Assembly,  the  twentieth  of  which  will 
be  held  a few  days  from  now.  The  complete 
program  of  this  great  clinical  meeting  may 
be  found  in  this  issue  of  the  Journal. 

Undergraduate  education  in  medicine  can 
only  seek  to  build  a foundation  upon  which 
the  major  portion  of  the  super-structure  of 
an  individual’s  real  medical  learning  remains 
to  be  erected.  It  is  true  that  a dim  outline 
of  a more  finished  product  is  there  upon  the 
foundation  at  graduation,  but  only  a little  be- 
yond the  blue  print  stage.  Even  the  founda- 
tion which  seems  so  soundly  built  upon  the 
basic  sciences,  is  in  a constant  state  of  flux. 
Conceptions  of  physiology,  chemistry  and 
pathology,  truths  which  seem  wholly  perma- 
nent and  immutable,  need  constant  reorgan- 
ization in  the  light  of  newer  researches. 

It  has  not  been  very  many  years  since  the 
word  graduation  meant  a termination  rather 
than  a true  commencement  of  education ; 
since  the  guidance  of  the  preceptor  was  laid 
aside  with  the  text  book  at  graduation  and 
the  “practice”  of  medicine  had  a more  literal 
meaning  than  now.  Then,  it  was  but  a fa- 
vored few  who  could  have  real  postgraduate 
education.  They  were  the  few  whose  circum- 
stances permitted  them  to  go  abroad  to  learn 
more.  In  those  days,  too,  it  was  easier  to 
encompass  the  total  of  medical  knowledge — 
to  know  almost  all  there  was  to  be  known 
about  medicine. 

During  the  last  half  century,  or  there- 
about, the  growth  of  medical  knowledge  has 
been  enormous.  The  field  can  not  be  com- 
pletely mastered  by  any  one  individual.  This 


period  has  also  been  marked  by  an  upsurge 
of  research  in  America  and  by  an  increasing 
perfection  and  popularity  of  our  own  medi- 
cal institutions.  It  has  become  obvious  to 
every  student  and  practitioner  of  medicine 
that  he  is  faced  with  a constant  need  for 
postgraduate  training,  and  that  if  he  neglects 
this  necessity  he  may  fall  by  the  wayside  in 
comparison  with  his  brother  doctors. 

Our  medical  centers  have  recognized  this 
need  and  have  presented  ever  increasing  op- 
portunities to  come  to  them  for  help.  To 
leave  one’s  work  and  patients  for  any  ex- 
tended period,  however,  constitutes  a hard- 
ship that,  in  many  instances,  thwarts  the 
good  intentions  of  the  practitioner.  Conse- 
quently, long  periods  of  time  spent  at  dis- 
tant places  in  search  of  information  about 
the  advances  in  medicine  will  not  suffice  to 
keep  the  great  mass  of  doctors  abreast  of 
their  profession.  It  has  followed,  logically, 
that  opportunities  for  postgraduate  study 
have  been  moved  nearer  and  nearer  to  the 
consumer;  that  shorter  periods  of  concen- 
trated study,  nearer  to  home  and  at  more  fre- 
quent intervals  have  replaced,  to  a consider- 
able extent,  the  longer  ones  at  greater  dis- 
tances and  at  infrequent  intervals. 

A fifth  of  a century  ago,  a group  of  far- 
seeing  men  brought  to  Nebraska  the  embryo 
of  what  has  become  a forceful  adult  in  the 
field  of  postgraduate  medical  education.  The 
Omaha  Mid-West  Clinical  Society  now  offers 
to  the  doctors  of  Nebraska  a concentrated 
dose  of  new  medicine  yearly,  at  its  Annual 
Assembly.  Even  a cursory  study  of  the  pro- 
gram for  the  next  Asembly  reveals  that  out- 
standing authorities  in  many  branches  of 
medicine  are  coming  from  several  widely  sep- 
arated centers  of  medical  learning  to  infonu 
us  about  a great  number  of  subjects  in  di- 
verse fields.  All  this  will  be  concentrated 
into  five  days  and,  right  at  our  door.  One 
can  not  afford  to  miss  such  an  opportunity. 

IIBRARY  OF  THE 
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SCIENCE  WRITING 

A Lincoln  newspaper  recently  published  a 
contribution  by  Arthur  J.  Snider,  “Lincoln 
JouiTial-Chicago  Daily  News  Science  Writer.” 
Mr.  Snider  reviewed  an  article,  “Medical 
Problems  Created  by  a National  Blood  Pro- 
gram” by  Carl  V.  Moore,  M.D.,  later  pub- 
lished in  the  Journal  of  the  American  Medi- 
cal Association  (J.A.M.A.,  149:1603,  Aug.  30, 
1952).  This  review  consisted  of  about  a 
half  a column,  but  under  a four-column  head- 
line, in  large,  bold-faced  type,  which  stated 
that  “Blood  Transfusions  as  ‘Tonic’  Causing 
Deaths.”  Mr.  Snider  selected  a very  small 
part  of  Doctor  Moore’s  dissertation  on  trans- 
fusions; just  that  portion  which,  if  head- 
lined correctly,  would  serve  more  to  frighten 
than  enlighten  the  readers.  Furthermore, 
neither  the  headline  nor  the  review  itself  re- 
flected the  true  sense  of  Doctor  Moore’s  pa- 
per. When  the  writer  quoted  directly,  the 
quotation  being  out  of  context  did  not  carry 
precisely  the  meaning  which  Doctor  Moore 
intended.  Like  some  other  science  writers’ 
columns  which  one  may  readily  find,  this  is 
not  news,  in  the  strict  sense  of  the  word. 
What,  one  asks  himself,  is  the  object  of  this 
type  of  writing  about  medical  science ! Is  it 
to  embarrass  the  doctor?  Is  it  purposely  to 
frighten  and  mislead  the  public?  Or,  is  it 
merely  to  meet  an  assignment  for  which  the 
writer  gets  paid  ? 

The  American  Medical  Association  has 
been  making  a consistent  effort  to  improve 
the  relations  between  physician  and  the 
press.  The  Nebraska  State  Medical  Associa- 
tion has  made  similar  efforts  for  a number  of 
years.  In  the  Journal,  of  the  A.M.A.  for  July 
19,  1952,  Mr.  John  L.  Bach,  Director,  Press 
Relations,  American  IMedical  Association,  has 
an  article  under  the  title,  “Doctor  Meet  the 
Press.”  In  this  he  is  somewhat  critical  of 
the  physician  for  not  showing  enthusiastic 
cooperation  with  the  news  reporter,  and  sug- 
gests that  medical  news  is  usually  faithfully 
and  correctly  reported,  even  if  the  doctor 
may  not  think  so.  He  urges  the  physician  to 
give  the  news  gatherer  every  ethical  assist- 
ance he  can.  He  intimates  that  the  public  de- 
mand for  medical  information  will  lead  to 
“science  writing”  whether  the  doctor  likes 
it  or  not. 

Mr.  Bach,  and  his  present  job  as  our  Di- 
rector of  Press  Relations,  symbolizes  the  ef- 
forts of  the  medical  profession  to  be  cooper- 
ative with  the  press.  It  is  undoubtedly  cor- 


rect that  information  about  medical  science 
should  be  printed  for  the  purpose  of  inform- 
ing the  public  about  their  most  precious  in- 
heritance and  possession,  their  health.  It  is 
possible  that  the  enthusiasm  of  the  science 
writer,  whose  work  can  be,  and  often  is,  of 
great  value,  will  eventually  become  tempered 
with  greater  wisdom  and  better  judgment 
than  is  now  the  case.  Until  wisdom  and  bet- 
ter judgment  become  more  obvious  to  the 
average  physician,  he  is  certain  to  “Meet  the 
Press”  with  a good  deal  of  misgiving.  A 
hasty  glance  through  newspapers  and  popul- 
lar  magazines  from  time  to  time  will  lend 
ample  support  to  this  feeling. 


8,055  MASH  TREATS  50,000TH  PATIENT 

The  8,055  Mobile  Army  Surgical  Hospital 
(MASH),  the  first  of  its  kind  in  Korea,  has  just 
treated  and  evacuated  its  50,000th  battle  casualty. 

The  200-bed  MASH,  organized  two  weeks  after  the 
outbreak  of  the  Korean  war,  has  been  at  its  present 
location,  just  behind  the  front  lines  since  last  Octo- 
er. 

Helicopters  and  ambulances  have  brought  in 
wounded  troops  from  American,  Korean,  British, 
Canadian,  Australian,  New  Zealand,  Filipino,  Tur- 
kish, Colombian,  Ethiopian,  Thai,  French,  Nether- 
land,  Belgian,  Luxembourg  and  Greek  units.  Hos- 
pital personnel  take  pride  in  the  amazing  patient 
recovery  rate  of  99.8  percent. 


RABIES  IN  NEBRASKA 

During  the  interval  1930-1951  the  incidence  of 
rabies  in  Nebraska  was  low  with  the  exception  of 
the  outbreak  of  animal  rabies  in  Omaha  in  1947. 

Most  positive  heads  sent  to  the  laboratory  have 
been  those  of  skunks,  dogs  or  cats.  Apparently,  the 
main  reservoir  of  the  infective  agent  is  in  biting 
types  of  wild  life.  In  some  areas  it  is  the  fox  or 
raccoon.  In  Eastern  and  Central  Nebraska  it  is 
probably  the  skunk. 

A dog  or  cat  may  become  infected  through  con- 
tact with  an  infected  wild  animal  and  carry  the 
virus  through  bites  to  humans  and  livestock. 

The  1953  Health  Almanic  tells  you  ways  to  pre- 
vent rabies. 


There  are  certain  diseases  which  notoriously  in- 
crease the  incidence  of  tuberculosis,  diabetes  mel- 
litus  and  stenosis  of  the  pulmonary  valve  of  the 
heart  for  instance.  Whether  diabetes  acts  by  re- 
ducing the  general  resistance  or  whether  the  added 
sugar  in  the  blood  favors  the  growth  of  tubercle 
bacilli  is  a moot  question.  Stenosis  of  the  pulmonary 
valve  presumably  acts  by  reducing  the  blood  supply 
to  the  lungs  and  reducing  local  resistance.  (George 
Blumer,  M.D.,  Conn.  State  Med.  J.,  May,  1952). 


Cancer — A Panel  Discussion* 


Moderator;  JOHN  R.  SCHENKEN,  M.D.,  Omaha,  Nebr. 

Participants— 

FRANK  H.  TANNER,  M.D.,  Lincoln,  Nebr.;  GEORGE  W.  COVEY,  M.D.,  Lincoln,  Nebr.; 
J.  MARSHALL  NEELY,  M.D.,  Lincoln,  Nebr.;  ROY  H.  WHITHAM,  M.D.,  Lincoln,  Nebr.; 
T.  T.  SMITH,  M.D.,  Omaha,  Nebr.;  MAURICE  GRIER,  M.D.,  Omaha,  Nebr.; 
HOWARD  HUNT,  M.D.,  Omaha,  Nebr. 


The  information  presented  in  the  following  panel  dis- 
cussion of  cancer  stresses  the  early  diagnosis  and  prompt 
treatment  of  malignant  disease.  It  urges  the  use  of  the 
most  modern  methods  of  diagnosis,  their  repetition  in 
cases  where  the  suspicion  of  cancer  persists  but  the  proof 
has  not  been  obtained,  and  even  exploration  where  wasted 
time  becomes  a hazard.  Certain  concepts  such  as  car- 
cinoma in-situ  and  malignant  melanoma  in  the  prepubertal 
age  are  elucidated. 

-EDITOR 

MODERATOR  SCHENKEN:  Members 

and  Guests  of  the  Nebraska  State  Medical 
Association:  This  morning  we  will  have  an 
hour-and-a-half  panel  discussion  on  cancer. 
There  is  a group  of  individuals  here  who 
represent  various  specialty  fields.  One  over- 
lapping field  is  that  of  Doctors  Neely  and 
Hunt,  both  of  whom  are  radiologists,  but 
they  are  going  to  take  up  two  different  as- 
pects of  the  subject  of  cancer.  Relatively 
simple  procedures,  new  concepts  in  cancer 
and  commonly  missed  cancerous  lesions 
which  can  be  detected  by  our  present  meth- 
ods will  be  stressed  in  this  panel  discussion. 
We  invite  you,  after  the  panel  members  pres- 
ent their  material,  which  will  be  done  in  an 
informal  manner,  to  participate  in  this  dis- 
cussion or  ask  questions,  and  the  panel  mem- 
bers say  they  will  try  their  best  to  answer 
them. 

“Pathology”  will  be  the  first  presentation, 
by  Dr.  Frank  H.  Tanner  of  Lincoln.  Dr.  Tan- 
ner. 

PATHOLOGY  OF  CANCER 

FRANK  H.  TANNER,  M.D.  (Lincoln) : Mr. 
Chairman  and  Members  of  the  Association: 
This  was  scheduled  to  be  a rather  conversa- 
tional type  of  presentation  of  some  of  the 
things  that  we  consider  to  be  important  in 
our  respective  fields.  I have  chosen  to  discuss 
one  or  two  terms  that  I think  have  been 
made  familiar  to  you  in  the  literature  and  in 
your  common  everyday  usage  in  handling 
cancer  patients  in  the  last  several  years. 
These  terms  raise  controversial  issues  and 
therefore  I hope  that  perhaps  they  will  stim- 
ulate some  discussion  after  we  have  finished. 
It  is  impossible  to  include  all  of  the  items 
that  I might  consider  important  in  pathology 
or  to  discuss  any  one  of  them  in  detail  in 

♦Presented  before  the  Annual  Session,  Nebraska  State  Medical 
Association,  May  14,  1952. 


seven  minutes  but  I would  like  to  touch  on 
the  high  points  of  one  or  two  subjects  and 
hope  thereby  to  stimulate  general  discussion. 

CARCINOMA  IN-SITU 

The  first  terai  that  I chose  to  make  a few 
remarks  about  is  the  term  “carcinoma  in- 
stu”  or  preinvasive  cancer.  Usually  it  is  a 
term  restricted  to  a squamous  cell  epithelial 
neoplasm  but  not  necessarily  so.  It  consists 
of  a miscroscopic  finding  of  cellular  an- 
aplasia, dyskeratosis,  hyperchromatism  and 
all  of  the  usual  histologic  features  of  cancer 
as  seen  under  the  miscroscope,  but  without 
evidence  of  invasion  or  spread  beyond  that 
site.  It  is  not  related  to  histologic  grade  of 
lesion  or  any  other  feature  but  simply  is  a 
histologic  cancer  that  appears  to  be  confined 
to  the  area  in  which  it  arose.  It  has  been  re- 
cognized in  the  last  several  years  and  is  par- 
ticularly applicable  to  lesions  of  the  cervix 
of  the  uterus  or  of  the  skin.  It  is  important, 

I believe,  because  it  may  mean  the  early 
stage  of  clinical  cancer,  but  it  is  also  just  as 
important  because  we  don’t  know  for  certain 
that  it  always  or  that  it  ever  does  become 
clinical  cancer. 

If  we  knew  it  was  simply  early  cancer,  the 
problem  of  handling  those  cases  would  not 
be  too  difficult,  but  since  we  don’t  know  for 
certain  that  it  will  cause  trouble,  a problem 
of  management  of  such  cases  does  arise. 
Maybe  we  are  looking  at  the  anatomic  evi- 
dence of  the  vague  something  that  we  have 
always  referred  to  as  a constitutional  sus- 
ceptibility to  cancer  which,  if  the  patient 
lives  long  enough,  or  if  other  circumstances 
are  right,  may  progress  to  clinical  cancer. 
But  perhaps  it  will  regress.  Some  recent 
studies  reported  by  Reagan  have  suggested 
that  carcinoma  in-situ  may  regress  spontan- 
eously. In  any  event,  I think  that  we  need 
controlled  follow-up  studies  for  many  years 
to  know  the  answer  to  the  problem  of  car- 
cinoma in-situ.  At  the  present  time  I would 
certainly  favor  conservatism  and  open-mind- 
edness. 

CYTOLOGIC  DIAGNOSIS  OF  CANCER 

The  second  item  I would  like  to  mention* 
that  perhaps  is  important  in  the  field  of 


311 


312 


CAXCER—A  PANEL  DISCUSSION:  SCHENKEN,  ET  AL 


Nebr.  S.  M.  Jour. 
October,  1952 


pathology  is  the  problem  of  cytologic 
diagnosis  of  cancer  or  Papanicalaou  stains. 
I hate  to  bring  up  this  matter  because  it  is 
controversial  but  it  is  one  of  the  important 
items  in  the  pathology  of  cancer.  It  is  an  old 
procedure  revised  and  made  clinically  import- 
ant by  Dr.  Papanicalaou.  His  method  consists 
of  making  smears  of  fluids  and  secretions 
from  various  body  orifices,  fixing  the  smears 
immediately  and  while  still  wet  in  a mixture 
consisting  of  equal  parts  of  alcohol  and  ether 
and  then  staining  with  a set  of  stains  includ- 
ing orange  G,  a multiple  polychrome  stain, 
and  EASO,  and  special  clearing  agents,  then 
examining  the  slide  under  the  microscope  to 
determine  the  presence  of  neoplastic  cells 
that  may  have  been  normally  shed  or  ar- 
tificially dislodged. 

From  the  standpoint  of  the  general  path- 
ologist the  technic  is  difficult  because  it  em- 
ploys a prolonged  staining  procedure  and 
uses  stains  not  commonly  used  in  ordinary 
tissue  diagnosis.  It  frequently  is  modified  by 
him  to  the  extent  that  hematoxylin  and 
eosin  stains  are  used  instead  of  the  original 
stains  noted  above.  Also,  he  is  handicapped 
by  the  time  element  necessary  for  such 
studies,  which  far  exceeds  that  needed  for 
tissue  examination.  In  addition  to  these  dif- 
ficulties, I believe  most  pathologists  feel  that 
the  chance  for  error  is  greater  than  in  tissue 
studies,  particularly  when  no  malignant  cells 
are  found.  Many  feel  that  a negative  report 
should  be  followed  by  biopsy  if  at  all  possible, 
and  many  feel  that  a positive  report  should 
be  checked  by  biopsy  before  radical  treat- 
ment is  instituted. 

The  difficulties  of  cytologic  interpretation 
as  compared  to  tissue  diagnosis  cannot  be 
discussed  in  detail  but  they  are  many  and 
varied.  Nevertheless,  smear  studies,  or  cyto- 
logic diagnosis  of  cancer  is  an  added 
diagnosis  in  certain  areas  where  biopsy  is  dif- 
ficult. It  has  definite  limitations.  The  use  of 
fluorescent  stains  offers  some  promise  of 
added  accuracy  and  ease  of  study. 

JUVENILE  MELANOMA 

The  third  item  that  I wish  to  mention  is 
juvenile  melanoma,  based  on  the  work  of 
Sophie  Spitz  whose  investigations  revealed 
the  fact  that  while  histologic  diagnosis  of 
malignant  melanoma  was  occassionally  made 
before  puberty,  the  finding  of  a child  dying 
of  malignant  melanoma  was  a pathologic 
• rarity.  She  deduced  that  such  tumors  did  not 
act  as  malignant  melanoma  usually  does  in 


adults  but  rather  forms  a separate  clinical 
entity  before  puberty.  Some  can  be  separated 
from  malignant  melanoma  on  an  histology 
basis  but  many  can  not.  Time  prevents  de- 
tailed discussion  of  this  subject,  but  later 
questions  may  allow  more  expansion. 

I have  time  now  only  to  mention,  without 
discussion,  the  subject  of  chemical  tests  for 
cancer  and  the  widespread  use  of  visual  aids 
in  undergraduate  and  postgraduate  teaching 
as  additional  factors  of  importance  in  the 
field  of  cancer  from  the  pathologist’s  point 
of  view. 

CARCINOMA  OF  THE  LUNG 

GEORGE  W.  COVEY,  M.D.  (Lincoln) : I 
shall  use  my  few  minutes  to  urge  the  early 
diagnosis  and  immediate  radical  treatment 
of  carcinoma  of  the  lung.  I mean  primarily 
bronchogenic  carcinoma  but  would  not  ex- 
clude metastatic  lesions  in  some  instances. 

The  diagnosis  and  differential  diagnosis  of 
lung  tumors  is  often  difficult  and  time  con- 
suming. It  is  difficult,  that  is,  unless  one 
waits  so  long  to  see  what  is  going  to  happen 
that  the  chance  of  cure  is  lost. 

Primary  bronchogenic  carcinoma  may 
reach  an  advanced  and  inoperable  stage  be- 
fore there  are  any  symptoms.  A recent  case 
illustrates  this  point.  A 57-year-old  male 
came  for  a routine  health  examination.  He 
had  absolutely  no  symptoms.  The  routine 
chest  film  revealed  a mass  well  out  toward 
the  periphrey  of  the  right  upper  lung.  Ex- 
ploratory thorocotomy  showed  this  to  be  in- 
operable because  of  extensive  involvement  of 
the  mediastinal  glands. 

Carcinoma  of  the  lung  may  simulate  tuber- 
culosis, coccidioidomycosis,  histoplasmosis, 
unresolved  pneumonia,  or  indeed,  any  other 
infiltrate  in  the  pulmonary  field.  As  rapidly 
as  possible,  all  means  at  our  disposal  should 
be  used  to  establish  a differential  diagnosis 
when  we  encounter  such  an  infiltrate:  Sput- 
um and  gastric  washing  examinations,  skin 
tests,  tracheobronchial  aspirations,  broncho- 
scopy, bronchography,  and,  occasionally, 
needle  biopsy  where  the  lesion  reaches  the 
pleura. 

The  diagnostic  studies  should  be  carried 
out  with  the  greatest  speed  and  the  least 
loss  of  time  possible,  because  loss  of  time 
may  spell  the  difference  between  success  and 
failure  in  treatment. 
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When  all  reasonable  studies  fail  to  estab- 
lish a definite  diagnosis,  exploratory  thorac- 
otomy should  be  done  at  once.  Surgery  of  the 
thoracic  viscera  is  no  more  to  be  feared  than 
that  of  the  abdominal.  If  we  hope  to  cure  car- 
cinoma of  the  lung,  then  early  surgical  re- 
moval is  the  answer.  In  a few  instances,  pal- 
liation is  possible  even  when  cure  is  not. 

A recent  case  which  I saw  at  the  Lincoln 
Veterans  Hospital  convinced  me  that  on(; 
should  explore  the  chest  sometimes  when 
thorough  study  by  experts  seems  to  indicate 
that  the  tumor  is  inoperable.  This  was  a man 
who  had  a tumor  in  the  right  upper  lobe.  At 
two  chest  centers  it  was  adjudged  inoperable. 
He  died  a respiratory  death.  Autopsy  re- 
vealed a benign  tumor  which  had  grown 
along  the  lumen  of  the  right  main-stem 
bronchus,  across  the  trachea  into  the  left 
main-stem  and  entirely  occluded  his  airway. 
He  could  have  been  alive  and  well  had  he 
been  explored. 

I would  like  to  make  a strong  appeal  for. 
more  frequent  and  earlier  surgical  explora- 
tions of  the  thoracic  organs  with  the  view 
to  increasing  the  number  of  successful  cures 
' of  primary  cancer  of  the  lungs. 

Accounts  of  excision  of  solitary  lung 
metastasis  from  distant  organs,  such  as  hy- 
pernephroma, show  that  life  has  been  pro- 
longed for  years  in  a few  instances,  so  where 
there  seems  to  be  the  least  chance  of  success 
the  risk  should  be  assumed.  Anything  in  the 
way  of  extension  of  life  or  of  increased  com- 
fort should  be  reason  enough  for  surgical  at- 
tack on  lung  tumors. 

CARCINOMA  OF  THE  LIP 

J.  MARSHALL  NEELY  M.D.  (Lincoln) : 
Dr.  Schenken,  members  of  the  Society  and 
Guests : 

One  of  the  most  common  malignant  lesions 
with  which  we  are  confronted  today  is  prima- 
ry carcinoma  of  the  lip.  The  diagnosis  should 
be  made  readily  by  inspection  but  should  al- 
ways be  confirmed  by  biopsy.  It  is  still  not 
unusual  for  us  to  see  a patient  with  carci- 
noma of  the  lip  who  has  been  treated  for 
months  with  topical  applications. 

In  our  office  we  do  a biopsy  the  first  time 
we  see  a patient  and,  without  waiting  for  the 
, results  of  the  tissue  examination,  institute 
irradiation  therapy.  Since  the  pathologists 
report  is  available  in  24  hours  we  can  decide 
the  exact  dosage  at  that  time. 


There  are  wide  differences  of  opinion  re- 
garding the  best  method  of  handling  prima- 
ry carcinoma  of  the  lip.  In  some  tumor  cen- 
ters this  lesion  is  treated  by  surgery  alone. 
In  others  it  is  treated  by  radium  only  and  in 
others,  by  x-radiation  only.  In  still  others  a 
combination  of  some  form  of  irradiation 
therapy  and  surgery  is  used. 

Once  the  diagnosis  of  carcinoma  of  the  lip 
has  been  confinned  by  a competant  patholo- 
gist it  is  our  feeling  that  the  best  method  of 
treatment  is  irradiation  therapy  unless  the 
lesion  is  0.5  cm.  or  less  in  diameter  in  which 
case  simple  surgical  excision  is  adequate. 

There  is  also  a marked  difference  o f 
opinion  regarding  the  handling  of  cervical 
lymph  node  metastasis.  Some  use  fractionated 
irradiation  therapy  but  it  is  our  practice  to 
refer  these  patients  to  a surgeon  for  radical 
resection.  We  do  not  feel  that  prophylactic 
lymph  node  resection  has  any  place  in  the 
management  of  primary  carcinoma  of  the 
lip.  Since  infection  is  common  in  the  primary 
lesion,  inflamatory  lymph  nodes  in  the  cervi- 
cal area  are  not  uncommon. 

The  management  of  the  patient  following 
therapy  is  important.  It  is  essential  that  he 
be  advised  that  there  will  be  a sharp  reac- 
tion and  the  discomfort  which  is  always  pres- 
ent may  be  lessened  by  the  daily  application 
of  small  vaseline  gauze  strips. 

So  far  as  the  technique  of  therapy  is  con- 
cerned, we  try  to  deliver  about  GOOOr  (in  aii’) 
to  the  lesion  given  at  the  rate  of  lOOOr  (in 
air)  per  day.  The  quality  of  the  beam  used  is 
100  kvp ; no  filter ; 26  cm.  distance.  Of  course 
if  the  lesion  is  large  and  bulky  a harder  beam 
is  used  in  order  to  increase  the  depth  dose. 

CANCER  IN  THE  FIELD  OF 
GENERAL  SURGERY 

ROY  S.  WHITHAM,  M.D.  Lincoln)  : The 
field  of  General  Surgery  is  such  an  indefinite 
one  that  for  the  purpose  of  this  discussion  it 
is  well  to  define  its  limits.  Let  us  first  ex- 
clude most  of  the  surgical  specialities;  neu- 
rosurgery, orthoi>edics,  urology  and  gyne- 
cology. Further,  let  us  exclude  cancer  of  the 
lip,  mouth  and  tongue  because  their  treat- 
ment so  often  falls  to  the  oral  surgeon,  the 
oncologist,  or  the  radiologist.  There  remain 
then  the  thyroid,  breast,  lung,  intestinal 
tract  and  other  abdominal  organs  as  the  sites 
of  cancer  falling  almost  exclusively  within 
the  field  of  general  surgery. 

IJBRARY  of  the 
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Within  this  field  are  four  of  the  most  com- 
mon sites  of  cancer,  viz.,  the  lung,  the  breast, 
the  stomach,  and  the  colon,  including  the 
rectum.  Of  these  sites  two  are  very  discour- 
aging, the  lung  and  the  stomach,  even  though 
fairly  wide  extirpation  of  the  organ  is 
readily  carried  out.  In  spite  of  gi'eater  in- 
terest in  lesions  here  and  of  improved 
methods  of  diagnosis,  radical  removal  results 
in  a cure  rate  of  less  than  ten  per  cent.  It  is 
possible,  of  course,  to  improve  on  this  rate 
but,  so  far,  the  efforts  have  failed  to  do  so. 
The  other  two  sites,  the  breast  and  the  colon, 
fortunately  are  more  common  because  here 
the  cure  rate  can  be  very  high  indeed  and  is 
in  fact,  encouragingly  high.  Although  the 
treatment  of  cancer  at  these  sites  has  not 
changed  in  broad  principle  in  the  last  twenty- 
five  years,  the  necessary  radical  operations 
can  be  performed  by  many  more  surgeons  as 
the  years  go  by  and  therefore  good  treat- 
ment is  now  available  to  almost  everyone  in 
this  country. 

In  the  breast  and  colon  the  importance  of 
the  principle  of  early  diagnosis  of  cancer 
with  radical  extiiiDation  is  well  illustrated.  It 
is  possible  here  to  make  early  diagnosis  in  a 
high  percentage  of  cases  because  symptoms 
and  signs  appear  early.  Early  diagnosis  in 
turn  results  in  a high  cure  rate.  Failures  to 
make  the  diagnosis  early  are,  for  the  most 
part,  due  to  lack  of  alertness  and  of  keenness 
on  the  part  of  the  patient  or  of  the  physician, 
not  to  the  silent  nature  of  the  tumor.  I find 
that  I am  astounded  when  a patient  comes  to 
me  with  advanced  disease  in  the  breast  or  the 
colon  and  I try  to  ascertain  the  reason  for  his 
failure  to  seek  treatment  earlier,  because 
cancer  education  of  the  lay  public  and  of  the 
profession  has  reached  such  a point  that  al- 
most everyone  has  come  under  its  influence. 

It  might  be  interesting  to  look  at  this 
question  through  the  experience  of  a private 
general  practice.  In  the  last  two  years  in  our 
office  we  have  performed  sixty-six  opera- 
tions for  breast  tumors ; twenty  of  these 
proved  to  be  carcinoma  and  were  treated  by 
radical  mastectomy.  Of  these  twenty  cases  of 
carcinoma,  the  axillary  nodes  were  involved 
in  six  cases.  That  sounds  pretty  good,  but 
why  did  these  six  women  delay  operation? 
One  was  in  the  State  Hospital  and  was  not 
mentally  competent;  the  tumor  was  dis- 
covered on  routine  examination.  All  the  other 
women  noticed  the  tumors  months  before 
consulting  a physician  and  most,  if  not  all. 


suspected  their  significance  but  put  off  con- 
sulting their  doctors  because  of  one  excuse  or 
another.  Fear  of  an  operation,  fear  of  cancer, 
more  important  things  to  do,  all  entered  into 
their  decisions.  In  no  instance  was  there  de- 
lay by  a physician.  Out  of  this  experience  one 
sees  that  education  of  the  public  in  self-ex- 
amination of  the  breast  is  bearing  fruit,  but 
it  seems  important  that  there  be  no  relaxa- 
tion in  this  educational  program. 

In  the  last  two  years  we  have  performed 
fourteen  operations  for  cancer  of  the  rectum 
or  colon,  all  but  two  of  which  were  in  the 
rectum.  We  were  less  fortunate  in  getting 
these  cases  at  an  early  stage.  Three  cases 
can  be  classified  as  in  Stage  I.  Four  cases 
can  be  classified  as  in  Stage  II.  Five  cases 
can  be  classified  as  in  Stage  III  and  two  cases, 
in  Stage  IV.  Thus  half  the  cases  had  spread 
beyond  the  wall  of  the  bowel  itself.  Three  of 
these  patients  had  consulted  physicians 
months  before  the  diagnosis  was  established 
and  usual  diagnostic  procedures  had  failed  to 
determine  the  true  nature  of  the  lesion.  In 
the  other  four,  the  patients  themselves  had 
failed  to  report  significant  symptoms  early. 

Of  the  whole  group,  five  cases  had  been 
proctoscoped  before  we  examined  them,  with 
negative  results,  causing  months  of  delay.  Of 
these,  three  had  carcinomas  within  reach  of 
the  finger.  Two  cases  had  been  operated  on 
for  hemorrhoids  after  the  onset  of  their  can- 
cer symptoms. 

Thus,  while  our  colon-cancer  patients  did 
not  all  consult  their  physicians  as  early  as 
possible,  the  diagnosis  was  more  commonly 
delayed  by  failure  of  the  phyician  to  make 
the  diagnosis.  It  is  rather  striking  that,  al- 
though the  proper  diagnostic  tests  were  ap- 
plied in  many  instances,  they  did  not  estab- 
lish the  diagnosis;  there  must,  therefore,  be 
a lack  of  skill  or  good  techique  in  applying 
the  well-established  procedures  of  x-ray. 
proctoscopy  and  simple  digital  examination. 
Persistent  cancer  education  of  the  public  and 
of  the  profession  is  certainly  in  order,  and, 
if  the  experience  in  breast  cancer  is  an  in- 
dication, it  should  bear  fruit. 

In  conclusion  then  I feel  that  the  import- 
ant sites  of  cancer  within  the  specialty  of 
general  surgery  still  are  the  breast  and  colon. 
There  is  still  important  advance  to  be  made 
in  the  early  diagnosis  and  treatment  of  these 
lesions. 
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OTOLARYNGOLOGIC  ASPECTS 
OF  CANCER 

THOMAS  SMITH,  M.D.  (Omaha) : In  the 
specialty  of  otolaryngology  endoscopy  tends 
to  overlap  other  fields.  Hence,  there  will  be 
some  repetition  in  my  portion  of  the  panel 
discussion.  Indeed,  the  excellent  presenta- 
tions on  primary  cancer  of  the  lung  by  Doc- 
tor Covey  and  Doctor  Witham  are  well  worth 
repeating.  In  my  discussion,  I will  endeavor 
to  stress  pai’ticularly  the  absolute  necessity 
for  early  diagnosis  and  early  definitive  treat- 
ment. 

All  authorities  are  in  agreement  that  there 
is  an  absolute  as  well  as  relative  increase  in 
cancer  of  the  upper  respiratory  tract.  While 
this  increase  is  particularly  marked  in 
bronchogenic  carcinoma,  there  is  also  an  in- 
creased incidence  of  carcinoma  of  the  larynx 
and  pharynx.  In  the  near  future  this  will  re- 
sult in  an  increased  cancer  problem  that 
physicians  must  diagnose  and  treat.  As  the 
successful  treatment  of  cancer  depends  upon 
the  obliteration  of  every  cancer  cell,  it  means 
that  if  additional  numbers  of  these  patients 
are  to  be  salvaged,  our  diagnostic  acumen 
must  be  sharpened.  Then  only  will  added 
patients  come  to  definitive  treatment  while 
the  disease  process  is  still  localized. 

To  increase  the  earlier  diagnosis  of  cancer, 
it  is  necessary  that  there  be  increased  aware- 
ness of  neoplastic  possibility  by  the  first  ex- 
amining physician.  This,  together  with  an  in- 
creased and  earlier  use  of  the  diagnostic 
methods  and  facilities  now  available,  will  re- 
sult in  more  patients  salvaged  from  the  re- 
sults of  this  dire  process. 

Several  recent  authorities,  in  studying  the 
delay  in  arriving  at  definitive  treatment  of 
tumors  in  this  area,  have  noted  two  periods 
of  delay.  One  lies  between  the  onset  of  the 
first  symptom  and  medical  consultation.  The 
other  period  is  between  the  first  medical  con- 
sultation and  the  time  of  institution  of  de- 
finitive treatment.  The  first  period  is  being 
rather  successfully  decreased  by  a campaign 
to  mo^’o  natients  more  aware  of  the  possibil- 
ity o”^  c'^ncer.  We,  at  times,  feel  that  this  is 
being  <"verdone,  yet  we  realize  that  if  our 
canc''>’  ’'^'^rtality  is  to  be  decreased,  we  must 
see  n'^tients  earlier. 

The  second  period,  that  between  the  first 
medical  consultation  and  the  beginning  of 
definitive  treatment,  involves  the  physician 
more  directly.  Here  the  too  frequent  attitude 


of  waiting  to  see  what  develops,  usually  sac- 
rifices the  patient’s  only  chance  for  a cure. 
The  physician’s  continued  awareness  of  the 
possibility  of  neoplasm  is  the  most  important 
single  factor  in  his  arriving  at  an  early  diag- 
nosis. This  is  well  exemplified  in  the  patient 
with  hoarseness.  The  patient  almost  invari- 
ably consults  his  physician  at  a relatively 
early  date.  Too  frequently,  the  physician  is 
not  impressed  with  the  necessity  of  determ- 
ining the  exact  cause  of  the  hoarseness  with 
the  result  that  carcinoma  of  the  larynx  is 
left  untreated  for  several  months.  Intrinsic 
carcinoma  of  the  larynx,  limited  to  one  vocal 
cord,  offers  a high  percentage  of  curability 
without  sacrifice  of  the  larynx.  However, 
this  same  carcinoma  if  allowed  to  spread  ex- 
trinisically,  will  offer  a low  rate  of  curability 
even  with  the  most  radical  surgicial  pro- 
cedures. It  is  obvious  then,  that  in  carcinoma 
of  the  larynx,  our  principle  means  of  improv- 
ing our  curability  ratio  lies  in  the  establish- 
ment of  an  earlier  diagnosis. 

In  pulmonary  disease  a commonly  over- 
looked symptom  is  the  occasional  blood 
speckled  sputum  in  an  otherwise  asympto- 
matic patient.  In  this  group  of  patients,  there 
is  a tendency  to  defer  complete  studies  until 
something  more  definite  develops.  Frequent- 
ly the  patient  feels  reassured  and  does  not 
again  consult  his  physician  until  symptoms 
of  carcinomatous  extension  appear.  This  in- 
terval of  time  will  almost  invariably  allow 
the  originally  small  removable  lesion  to  be- 
come an  extensive  incurable  one. 

A slight  persistent  unexplained  cough  is 
also  frequently  overlooked,  although  it  too  is 
frequently  one  of  the  early  symptoms  of 
pulmonary  cancer.  Patients  are  inclined  to 
treat  this  in  an  off-hand  way,  referring  to  it 
as  a “cigarette  cough”.  If  physicians  are  not 
alert  to  the  possible  significance  of  this  mild 
symptom,  many  chances  for  an  early  diag- 
nosis will  be  missed.  Care  must  be  taken  by 
the  physician  that  these  minor  symptoms  are 
not  minimized,  lest  the  patient  feel  reassured 
and  not  present  himself  again  for  diagnosis 
until  the  process  in  extensive  and  incurable. 

Once  the  physician’s  suspicion  is  aroused, 
he  can  often  establish  a tentative  diagnosis 
by  relatively  simple  methods.  In  lesions  of 
the  mouth,  nasopharynx,  oropharynx,  and 
larynx,  visual  examination  is  usually  ade- 
quate. The  only  equipment  necessary  is  a 
good  light — either  a head  mirror  or  a good 
head-light  — tongue  depressor,  naso- 
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pharyngeal  and  laryngeal  mirrors.  Gentle 
palpation  will  reveal  the  presence  of  regional 
adenopathy.  An  anesthetic  spray  to  the  oro- 
pharynx is  of  considerable  value  in  examin- 
ing tlie  nervous,  “gaggy”  patient. 

In  all  cases  presenting  slight  pulmonary 
symptoms,  good  ohest  roentgen  studies  are 
mandatory.  Poor  films  are  dangerous  in  that 
smaller  lesions  will  be  obscurred  by  poor 
technic.  Satisfactory  x-ray  studies  will  usual- 
ly give  a lead  as  to  the  true  nature  of  the  pro- 
cess. However,  it  must  be  remembered  that 
as  we  see  earlier  cases,  the  roentgen  shadows 
will  be  less  definite.  At  times,  repeated  x-ray 
studies  may  be  necessary  to  arrive  at  a def- 
inite diagnosis.  However,  these  must  not 
be  deferred  for  long  periods,  thus  allowing 
the  disease  to  develop.  In  all  cases  under  sus- 
picion, bronchoscopic  examination  is  indi- 
cated. This  pennits  direct  inspection  of  the 
endobronchial  tree  down  to  and  including  the 
secondary  bronchi.  Recent  improvement  of 
retrograde  and  angled  telescopes  have  in- 
increased  visualization  of  the  upper  lobe 
bronchi.  In  two  recent  cases  diagnostic  posi- 
tive biopsies  were  secured  by  bronchoscopic 
examination  even  through  roentgen  studies 
of  the  chest  were  considered  to  be  within 
noiTnal  limits. 

The  addition  of  cytologic  studies  of 
bronchoscopically  aspii-ated  secretions  has 
increased  the  value  of  the  procedure.  In  all 
early,  peripherally  situated  carcinoma,  as- 
pirated secretion  from  the  proper  bronchial 
subdivision  will  materially  increase  the 
early  morphological  diagnosis.  However,  full 
dependence  upon  the  study  of  secretions 
alone  is  hazardous.  The  accuracy  of  the 
technic  is  dependent  upon  many  factors.  Un- 
diluted secretions  must  be  obtained  from  the 
proper  bronchial  subdivision.  The  slides  must 
be  prepared  properly  and  fixed  before 
cytolysis  takes  place.  The  pathologist  must 
be  familiar  with  cytological  problems  and  be 
experienced  in  intei’preting  the  varied  cells. 
It  is  apparent  that  results  are  becoming 
much  more  accurate  in  proportion  to  ex- 
perience with  the  procedure.  It  should  be  em- 
phasized that  a negative  report  on  aspi- 
rated secretion  should  mean  little  if  other 
suggestive  findings  are  present.  On  the  other 
hand,  a definite,  positive  report  by  an  ex- 
perienced pathologist  has  nearly  the  same 
significance  as  a positive  biopsy. 

However,  it  must  be  re-emphasized  that  in 
suspicious  cases  in  which  carcinoma  cannot 


be  definitely  ruled  out  but  in  which  a mor- 
phological diagnosis  is  lacking,  exploratory 
thoracotomy  should  not  be  delayed.  To  wait 
for  time  to  detemiine  the  continued  exten- 
sion of  the  lesion  sacrifices  the  patient’s  only 
chance  for  cure. 

I agree  with  Doctor  Covey  that  early  ex- 
ploratory thoroctomy  should  be  promptly 
resorted  to  in  suspicious  cases  even  though 
moiphological  diagnosis  is  lacking.  However, 
all  diagnostic  measures  should  be  exhausted 
before  subjecting  the  patient  to  this  pro- 
cedure. It  will  be  only  in  a smaller  group  in 
which  a definite  tissue  or  cellular  diagnosis 
cannot  be  made  that  opening  the  oliest  should 
be  necessary  to  establish  a diagnosis.  Today 
with  added  experience  with  exfoliated 
bronchial  cells  and  the  use  of  better  retro- 
grade telescopes  this  figure  is  being  gradual- 
ly lowered. 

As  time  permits,  I will  discuss  a few 
specific  cases  selected  to  emphasize  certain 
diagnostic  points. 

Case  1.  This  52  year  old  male  offered  only  the 
comolaint  of  hoarseness.  Upon  close  questioning,  he 
stated  that  he  had  not  felt  up  to  par  for  the  past 
two  months.  Mirror  examination  showed  a paralysis 
of  the  left  vocal  cord.  Roentgen  studies  showed  a 
left  upper  lobe  lesion  that  proved  to  be  a broncho- 
genic carcinoma.  The  diagnosis  was  established  by 
cytological  study  of  bronchoscopically  aspirated  se- 
cretion. Although  this  type  of  case  does  not  offer  a 
good  prognosis,  pneumonectomy  with  dissection  of 
mediastinal  glands  does  offer  the  patient  a chance 
of  cure.  In  this  case  simple  mirror  examination  of 
the  larynx  indicated  the  probable  pathological  pro- 
cess. 

Case  2.  A 57  year  old  male  gave  a history  of 
chronic  bronchial  asthma  for  over  twenty  years. 
There  had  been  increased  respiratoiy  difficulty  dur- 
ing the  last  month  with  a little  bloody  sputum  on 
one  occassion.  Chest  studies  revealed  a suggestive 
lesion  in  right  hilar  area.  Definite  diagnosis  of  carci- 
noma was  established  by  the  cytological  study  of 
bronchoscopically  aspirated  secretion.  This  case  is 
showTi  to  emphasize  the  need  for  careful  investiga- 
tion of  patients  with  chronic  pulmonary  disease  who 
present  new,  slightly  suspicious  symptoms. 

Case  3.  This  43  year  old  male  had  a perisistent 
unexplained  cough  for  several  months  but  this  was 
not  sufficiently  distressing  for  him  to  seek  medical 
aide.  Chest  x-rays  taken  for  a possible  rib  fracture 
revealed  a shadow  in  the  right  hilar  area.  Broncho- 
scopic biopsy  was  positive  for  squamous  cell  carci- 
noma. In  this  case  symptoms  were  ignored  by  a tol- 
erant patient.  Routine  chest  films  and  further  public 
education  would  be  valuable  in  uncovering  this  type 
of  lesion. 

Case  4.  This  65  year  old  male  is  shown  to  em- 
phasize that  upper  lobe  lesions  are  not  necessarily 
tuberculosis.  This  patient  had  been  doing  poorly — 
ran  a low  grade  fever  and  had  a productive  cough.  A 
chest  x-ray  had  shown  infiltration  in  the  left  upper 
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lobe  area.  Acid  fast  bacilli  had  been  found  in  the 
sputum.  Additional  films  taken  two  months  later 
showed  increased  involvement.  This  proved  to  be  a 
squamous  cell  carcinoma  involving  the  left  upper 
lobe  bronchus. 

In  summarizing,  it  is  to  be  strongly  em- 
phasized that  earlier  diagnosis  is  essential  if 
treatment  of  cancer  of  upper  respiratory 
tract  is  to  be  improved.  The  slight  symptoms 
of  early  neoplasm  in  this  area  must  be  recog- 
nized and  the  proper  diagnostic  procedures 
utilized  without  delay.  The  percentage  of 
curability  can  be  materially  increased  if 
treatment  is  instituted  while  the  malignancy 
is  still  localized. 

PELVIC  CANCER- 

MAURICE  E.  GRIER,  M.D.  (Omaha): 
The  allotted  space  in  this  symposim  permits 
only  a discussion  of  the  need  for  early  diag- 
nosis in  genital  cancer,  which  will  be  limited 
to  lesions  involving  the  cervix  and  coii^us 
uteri. 

The  need  for  early  diagnosis  in  cervical 
cancer  is  emphasized  by  statistical  study 
showing  a five  year  salvage,  under  prompt 
therapy,  of  seventy  per  cent  of  cervical  le- 
sions falling  in  Stage  One,  International  Clas- 
sification : 

In  this  stage  about  ninty-five  per  cent  of 
those  falling  in  Stage  la  are  curable,  and  of 
those  falling  in  Stage  lb,  in  which  the  carci- 
noma is  no  larger  than  1 cm.  in  diameter, 
eighty-five  per  cent  will  show  a five  year  sal- 
vage. Dr.  Corscaden<^>  in  his  recent  book 
has  brought  this  out  very  clearly  with  the 
comment  that  earlier  diagnosis  will  raise  the 
total  suiwival  rate  with  the  use  of  our  present 
methods  of  treatment. 

Carcinoma  of  the  corpus  appears  in  its 
highest  incidence  after  the  menopause.  There 
will  be  a five  year  salvage  in  fifty  to  seventy 
per  cent  of  these  patients,  depending  upon 
the  type  of  treatment.  Radiation  alone  in 
early  carcinoma  of  the  corpus  will  result  in  a 
fifty  per  cent  five  year  salvage,  and  sixty  per 
cent  will  suiwive  that  long  if  treated  by  sur- 
gery alone ; a combination  of  the  two  consist- 
ing of  preoperative  radiation  followed  by  sur- 
gical removal  of  the  structure,  increased  the 
survival  rate  to  seventy  per  cent. 

Delay  in  early  diagnosis  occure.  in  a fairly 
large  percentage  of  cases.  Howson  and  Mont- 
gomery in  the  Philadelphia  area,  investi- 

*From  the  Department  of  Gynecology  and  Obstetrics.  John  A. 
Creighton  School  of  Medicine. 


gated  the  number  of  delays  that  occured  in 
individuals  reporting  for  cancer.  Their  find- 
ings indicated  that  in  sixty  per  cent  of  all  in- 
dividuals there  was  a delay  in  the  institution 
of  treatment.  Approximately  three-fourths 
of  this  total  lag  was  due  to  the  delay  on  the 
part  of  the  patient  in  reporting  for  examina- 
tion, and  one-fourth  to  the  physician’s  delay 
in  instituting  treatment. 

Carcinoma  of  the  corpus,  with  its  first 
symptom  of  slight  bleeding,  when  appearing 
after  the  menopause,  will  usually  impress  up- 
on the  patient  the  need  for  prompt  examina- 
tion. Lesions  occuring  in  the  cervix,  in  the 
active  menstrual  life  of  the  individual,  are 
less  apt  to  be  cause  for  alarm  since  scanty 
bleeding  is  more  easily  disregarded  at  this 
age.  The  friable  nature  of  the  endometrium, 
when  it  becomes  carcinomatous,  will  more 
readily  permit  spotting  during  the  earlier 
stages  of  the  disease.  This  is  in  contrast  to 
cancer  involving  the  ceiwix,  which  is  in  more 
firm  tissue,  and  in  which  bleeding  will  occur 
only  after  invasion  and  ulceration  is  present. 

In  view  of  this,  most  of  the  very  early 
lesions  of  the  cervix  can  be  discovered  only 
by  periodic  examination.  The  interval  be- 
tween these  examinations  may  vary  from  six 
to  ten  months,  the  closer  intervals  should  be 
in  effect  as  the  patient  approaches  her  meno- 
pause. The  routine  will  permit  dectection  of 
many  early  lesions  prior  to  the  onset  of 
symptoms.  Certainly  those  with  early  symp- 
toms will  be  readily  detected. 

There  are  certain  aids  to  supplement  the 
routine  pelvic  examination  and  visualization 
of  the  cervix.  The  later  should  always  be  done 
under  a good  light,  preferably  artificial,  since 
it  is  constant  in  intensity.  Among  these  aids 
can  be  mentioned  the  Schiller  test  with 
Lugol’s  solution.  Since  cervical  pathology, 
cai’cinomatous  or  otherwise,  will  decrease  the 
amount  of  glycogen  present  in  the  affected 
tissue,  it  will  fail  to  take  the  dark  mahogany 
stain  characteristic  of  normal  tissue  and  will 
designate  the  areas  which  should  be  sub- 
jected to  biopsy.  The  Colposcope  by  its  mag- 
nification will  detect  lesions  which  may  be 
overlooked  by  the  naked  eye. 

No  diagnostic  aid  will  make  a final  diag- 
nosis but  will  simply  outline  suspicious  tis- 
sue which  should  be  subjected  to  microscopic 
study. 

The  Papanicolaou  smear  has  been  a very 
valuable  addition  to  our  diagnostic  anna- 
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merit.  Securing  the  smear  is  a simple  pro- 
cedure, but  its  interpretation  requires  the 
services  of  a competent  cytologist. 

One  should  remember  that  a single  nega- 
tive smear  does  not  rule  out  the  possible 
presence  of  cancer.  A positive  smear  will  re- 
quire investigation  of  the  entire  genital  tract 
to  avoid  overlooking  carcinoma  which  may 
be  in  its  very  early  stage.  This  should  in- 
clude a thorough  curettage  of  the  endo- 
metrial cavity,  bearing  in  mind  that  a large 
curette  cannot  properly  investigate  the 
cornual  areas.  There  should  be  a separate 
curettage  of  the  cervical  canal  and  an  annular 
biopsy  of  the  cervix  itself,  the  material  in  the 
latter  case  to  be  taken  from  the  squamo- 
columnar  junction. 

Office  biopsy  is  possible  with  the  biopsy 
curette  of  Gusberg  or  the  cervical  curette  of 
Nolan  and  Budd.  These  two  are  preferable  to 
the  punch  biopsy,  since  the  latter  removes  a 
relatively  small  amount  of  tissue  with  a 
greater  possibility  of  overlooking  involved 
tissue  elsewhere  in  the  cervix. 

Treatment  of  the  carcinoma  of  the  cervix 
has,  for  some  time  past,  been  chiefly  by  radi- 
ation therapy.  Radical  surgery  in  the  hands 
of  some  has  shown  favorable  results  in  early 
cancer  of  the  cervix,  but  its  return  to  popul- 
larity  has  not  become  general.  In  all  proba- 
bility radiation  will  continue  to  give,  in  the 
immediate  future,  more  favorable  results  in 
the  hands  of  most  gynecologists. 

The  question  of  carcinoma  in-situ  presents 
a definite  problem.  Surgical  therapy  varies 
from  simple  amputation  of  the  cervix  to  pan- 
hysterectomy with  bilateral  salpingo-oopho- 
I’ectomy.  Radiation  therapy  also  has  its  ad- 
vocates. Conservative  therapy  must  carry  the 
risk  of  the  presence  of  invasive  cancer  in 
areas  other  than  that  under  immediate  sus- 
picion. 

Due  to  cytologic  changes  occuring  in  the 
cervix  during  pregnancy,  biopsied  tissue  may 
simulate  a malignancy,  with  a return  to  nor- 
mal after  delivery.  For  this  reason  extreme 
caution  is  imperative  and  radical  treatment 
is  indicated  only  after  a true  diagnosis  is 
established.  Prior  to  this,  continued  observa- 
tion is  the  wiser  course. 

Statistical  studies  have  shown  that  in 
carcinoma  of  the  corpus  the  combination  of 
preoperative  radiation  followed,  in  due  time, 
by  wide  excision  of  the  pelvic  structures  will 


give  better  results  than  either  surgery  or 
radiation  alone. 
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PRINCIPLES  OF  RADIOTHERAPY 
IN  CANCER- 

HOWARD  B.  HUNT,  M.D.,  F.A.C.R. 
(Omaha) : Therapeutic  radiation  can  be  ap- 
plied by  means  of  an  x-ray  generator  and  by 
natural  or  synthetic  radioactive  materials. 
Biological  effects  depend  upon  the  locus  and 
concentration  of  radiation  absorbed  and  on 
the  physiology  and  radiosensitivity  of  the 
tissues  irradiated.  The  depth  distribution  of 
roentgen  rays  is  governed  by  the  voltage  ap- 
plied, the  interposed  filter,  the  tube-surface 
distance  and  the  diameter,  number  and  con- 
vergence of  beams.  Radiation  generated  by 
voltage  above  two  million  is  at  present  under 
investigation  but  differs  from  conventional 
ray  only  in  that  above  four  million,  depth- 
dose  begins  to  exceed  surface  dose.  On  the 
other  hand,  radiation  effects  can  be  limited 
to  surface  lesions  such  as  carcinoma  of  con- 
junctiva while  sparing  the  underlying  radio- 
sensitive lens  by  use  of  the  feeble  x-rays  gen- 
erated by  15  kilovolts  or  the  soft  beta  rays 
from  radiostrontium.  Intracavitary  irradia- 
tion by  x-ray  provides  internal  concentration 
of  dosage  in  the  mouth,  bladder  and  cervix 
while  sparing  the  overlying  tissues. 

Tissue-dose  distribution  from  radium  and 
other  radioactive  materials  is  regulated  by 
choice  of  radioactive  material,  its  filtration 
and  distribution  in  application.  Radiostron- 
tium delivers  a superficial  beta  ray  fifty  per 
cent  of  which  is  absorbed  within  the  first  two 
millimeters  of  tissue.  Colloidal  radiogold  can 
be  introduced  into  cancerous  hydrothoracic  or 
ascitic  cavities  for  intense  irradiation  of 
their  interior  by  soft  beta  radiation.  Filtered 
radium,  radon,  and  radiocobalt  deliver  highly 
penetrating  gamma  radiation  equivalent  to 
rays  generated  by  two  million  volts. 
Radiation  is  concentrated  regionally  in 
uterus,  vagina,  bladder  or  nasal  airways  by 
intracavitary  application  of  radium  and  in 
metastatic  cervical  nodes  by  interstitial  im- 
plantation of  radium  needles.  Selective  ir- 
radiation of  a few  specific  tissues  is  achieved 

*From  Department  of  Radiolog>%  University  of  Nebraska.  Col- 
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through  the  metabolic  location  of  certain 
radioactive  materials  such  as  radioiodine  in 
functioning  thyroid  tissue,  and  radio- 
phosphorus in  bone  adjacent  to  marrow  and 
in  actively  mitosing  tissues.  These  various 
therapeutic  agents  are  complimentary  and 
are  frequently  used  in  combination.  Radium 
and  roentgen  therapy  are  used  jointly  in  af- 
fording the  most  effective  treatment  of  carci- 
noma of  the  cervix  and  body  of  the  uterus. 
Cancer  of  the  thyroid  benefits  from  com- 
bined irradiation  by  radioiodine,  roentgen 
rays  and  in  certain  cases  interstitial  radium 
also.  Radiophosphorus  may  be  combined  with 
x-ray  therapy  in  leukemia  for  prolongation 
of  remissions. 

Benefits  to  be  derived  from  radiotherapy 
may  be  complete  eradication  of  cancers  fa- 
vorable for  irradiation  and  palliation  of  un- 
controllable but  radioresponsive  disease 
through  shrinkage  and  restraint.  Acces- 
sibility. delimitation,  and  radiosensitivity 
promote  control  by  radiotherapy.  The  more 
sensitive  tumors  are  seminoma,  dysgermino- 
ma,  the  malignant  lymphomas,  lympho- 
epithelioma  of  nasopharynx,  sympathico- 
blastoma  of  adrenal,  Wilm’s  tumor  of  the 
kidney  and  Ewing’s  tumor  of  bone.  Such 
radiosensitive  tumors  may  be  eliminated  by 
doses  in  the  range  from  1500  to  4500  roent- 
gens. Cancers  of  lower  radiosensitivity  can 
be  eliminated  in  case  they  are  accessible  for 
direct  delivery  of  roentgen  doses  between 
4500  to  6000  with  preservation  of  adjacent 
tissues  as  in  the  case  of  carcinoma  of  the 
skin,  lip,  buccal  mucosa,  floor  of  the  mouth, 
tongue  and  in  carcinoma  of  the  cervix  and 
fundus  of  the  uterus.  Less  accessible  and  less 
radiosensitive  lesions  such  as  cancer  of  the 
larynx  and  bladder  may  be  controlled  in  case 
they  are  not  deeply  invasive  or  metastatic. 
Regional  metastases  of  moderately  resistant 
cancerous  lesions  may  be  amenable  to  long 
range  control  by  the  intensive  but  localized 
irradiation  delivered  into  the  cervical  nodes 
b y subcutaneously  implanted  radium 
needles. 

There  is  palliation  of  cancer  by  irradiation 
according  to  the  radiosensitivity  of  the  lesion 
and  attending  symptoms.  Patients  with  ad- 
vanced carcinoma  of  the  breast  or  cervix 
I benefit  by  reduction  of  slough,  infection  and 
bleeding.  Shrinkage  of  tumors  may  relieve 
pain  and  occassionally  benefit  paralysis  and 
other  neurologic  complaints.  Edema  and 
ascites  may  gradually  reduce  over  a period 


of  weeks  from  irradiation  of  obstructing 
radiosensitive  nodes,  and  pleural  and  peri- 
toneal implants  may  be  temporarily  con- 
trolled by  x-ray  and  intracavitary  radiogold. 
Vital  passageways  may  be  decompressed  as 
in  cancer  obstructing  the  esophagus  or  med- 
ullablastoma  obstructing  the  cerebrospinal 
fluid.  Cancer  of  the  breast  may  benefit  from 
repression  of  ovarian  hormones  by  induction 
of  artificial  menopause.  The  general  health 
and  morale  of  many  patients  are  improved 
and  their  lives  prolonged  and  made  more 
bearable. 

Surgery  is  preferable  to  radiotherapy  in 
cancer  whenever  the  survival  rate  is  higher 
and  the  therapeutic  course  less  disturbing 
than  with  irradiation.  Radioresistant  lesions 
such  as  malignant  melanomas,  fibrosar- 
comas, osteogenic  and  chondroblastic  tumors, 
meningiomas  and  gliomas  involving  the  brain 
are  surgical  lesions.  Cancerous  lesions  which 
can  be  adequately  resected  with  regional 
nodes  and  are  relatively  radioresistant  such 
as  carcinoma  of  the  lung,  gastro-intestinal 
tract,  kidney  and  breast  should  be  resected 
whenever  possible.  Carcinomas  of  soft  parts 
invading  bone  or  cartilage  should  be  resected 
in  order  to  avoid  post-irradiation  osteomyel- 
itis and  chondritis.  Carcinomas  occuring  in 
avascular  regions  such  as  those  previously  ir- 
radiated should  be  resected  because  of  the 
probability  of  subsequent  trophic  post-irradi- 
ation ulceration.  Chronically  infected  regions 
such  as  carcinoma  of  the  vulva  suffer  pro- 
longed soreness  and  delayed  healing  follow- 
ing irradiation. 

Preoperative  irradiation  definitely  in- 
creases the  survival  rate  in  certain  carci- 
nomas. Carcinoma  of  the  endometrium 
should  be  treated  by  intracavitary  radium 
and  high  voltage  roentgen  therapy  prior  to 
total  hysterectomy  since  radium  cannot  be 
effectively  applied  after  the  uterus  has  been 
removed.  The  survival  rate  following  preop- 
erative irradiation  and  surgery  definitely 
exceeds  that  of  either  surgery  or  irradiation 
alone.  Postoperative  irradiation  of  carcinoma 
of  the  uterus,  is  much  less  effective,  indica- 
tions being  limited  to  localized  recurrent 
lesions  in  the  vaginal  vault.  Preoperative  ir- 
radiation in  cancer  of  the  fundus  uteri  de- 
vitalizes the  cancer  cells  thereby  reducing 
the  incidence  of  opei’ative  implantation  and 
eliminating  some  adjacent  cancerous  exten- 
sions. Preoperative  irradiation  is  also  indi- 
cated in  certain  initially  fixed  or  highly 


320 


CAXCER—A  PANEL  DISCUSSION:  SC  HEN  KEN,  ET  AL 


Nebr.  S.  M.  Jour. 
October,  1952 


vascular  tumors  which  seem  nonremovable 
at  first.  Under  radiation  therapy  a fixed, 
vascular  carcinoma  of  the  kidney,  ovary  or 
extensive  carcinoma  of  the  breast  may  im- 
prove to  a degree  pennitting  operative  re- 
moval. 

Regional  irradiation  is  indicated  postopera- 
tively  following  surgical  resection  of  a lesion 
of  known  radiosensitivity  such  as  malignant 
lymphoma,  seminoma,  dysgerminoma,  sym- 
pathicoblastoma  of  the  adrenal,  medullo- 
blastoma of  brain  and  Wilm’s  tumor  of  the 
kidney.  Known  radiosensitive  metastases 
may  be  controlled  for  many  years  by  doses 
well  within  the  tolerance  of  normal  tissue. 
Postoperative  irradiation  is  indicated  for 
restraint  of  less  radioresponsive  lesions  such 
as  carcinoma  of  the  breast  which  are  known 
to  be  residual  following  adequate  surgery. 
Postoperative  recurrence  of  radioresponsive 
lesions  such  as  carcinoma  of  the  breast, 
carcinoma  of  cervical  lymph  nodes  and  even 
fibrosarcomas  may  benefit  from  radiation. 
Uncontrollable  disease  occurring  postopera- 
tively  is  amenable  to  palliation  within  the  in- 
dications discussed  above.  Radiation  therapy 
given  as  a placebo  without  anticipation  of 
organic  benefit  as  in  radioresistant  and  un- 
controllable disease  does  not  seem  justified 
since  medical  procedures  and  personalities 
are  better  adapted  to  this  difficult  ministra- 
tion. 

QUESTIONS,  ANSWERS 
AND  DISCUSSION 

MODERATOR  SCHENKEN:  Thank  you. 
Dr.  Hunt. 

The  Chair  will  now  invite  questions  or  dis- 
cussion from  the  floor.  If  you  have  any 
questions  will  you  please  direct  them  at  an 
individual  who  is  on  the  panel?  Are  there 
any  questions  from  the  floor 

DR.  CHRISTIANSEN  (Omaha):  My 

question  is  directed  to  Dr.  Whitham.  How 
can  we  improve  this  bad  record  that  we  have 
in  our  diagnosis  of  cancer  of  the  rectum? 
Several  of  these  cases  you  spoke  of  had  been 
proctoscoped.  Are  we  lacking  in  practice,  or 
do  you  think  that  more  of  us  should  be  us- 
ing proctoscopes  ? Should  we  do  more  of  it 
routinely?  What  is  the  answer. 

DR.  WHITHAM : I am  sure  there  is  an 
answer  to  making  definite  improvement.  I 
don’t  suppose  it  is  ever  possible  to  attain  per- 
fection. I am  encouraged  in  the  rather  brief 


study  I made  of  these  cases  by  the  fact  that 
people  are  doing  proctoscopies  even  though 
those  fail  to  bring  out  the  lesion.  I think 
maybe  after  a man  has  done  a proctoscopy 
once  and  failed  to  find  the  lesion  and  then 
later  discovered  that  there  was  one  there, 
his  technic  has  improved.  He  will  realize  that 
he  must  have  the  bowel  clean,  he  must  search 
it  very  carefully,  and  he  must  do  it  over  again 
if  suggestions  of  cancer  persist. 

That  leads  to  the  rather  sad  lesson  that  we 
have  in  relation  to  digital  examination. 
Twenty-five  or  thirty  years  ago  when  I was 
in  medical  school  and  under  the  preceptor- 
ship  of  one  of  the  earlier  cancer  surgeons, 
Dan  Jones,  Doctor  Jones  always  used  to  bear 
down  on  the  point  that  you  had  to  do  a 
digital  examination,  and  having  done  it,  in- 
terpret what  you  felt.  Really,  you  can  learn 
to  do  it  and  know  what  you  feel.  In  these 
cases  in  question  that  I reported  today  there 
were  two  in  which  the  carcinomas  were  with- 
in reach  of  the  finger  and  undoubtedly  they 
could  have  been  felt  and  should  have  been 
biopsied  at  a much  earlier  stage.  The  hope  in 
cancer  of  the  rectum  is  to  be  constantly  on 
the  alert  for  it  and  never  to  quit  if  you  get 
one  negative  examination.  If  you  keep  after 
them  you  will  find  them,  I am  sure. 

PHIL  REGURCK,  M.D.  (Omaha) : A 

question  to  Dr.  Neely:  There  has  been  some 
recent  work  at  Cornell  University  in  New 
York  on  proving  cancers  of  the  cervix  post- 
operatively;  in  other  words,  uteri  removed 
for  other  reason,  where  cancer  was  unsus- 
pected. In  two  years  they  found  that  twenty- 
one  per  cent  out  of  400  had  cancer,  nine  per 
cent  had  cancer  in-situ  and  about  ten  per 
cent  was  invasive  or  Stage  I carcinoma.  The 
other  two  per  cent  had  no  carcinoma.  I as- 
sume this  was  after  routine  hysterectomies 
for  other  reasons.  Should  radiation  therapy 
be  given? 

DR.  NEELY : I think  treatment  by  irradi- 
ation therapy  of  the  pelvis,  where  the  uterus 
has  been  removed,  would  depend  entirely  up- 
on the  nature  of  the  lesion  found.  My  own 
personal  feeling  would  be  that  if  carcinomas 
in-situ  of  the  cervix  were  found  no  irradia- 
tion therapy  should  be  given.  If  there  is  in- 
vasion of  lymph  nodes  or  other  evidence  of 
actual  invasive  carcinoma,  I believe  postop- 
erative therapy  should  be  used. 

Maybe  Dr.  Tanner  would  like  to  say  some- 
thing about  this  question. 
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DR.  TANNER : As  I indicated  in  the  orig- 
inal discussion  of  carcinoma  in-situ,  the 
problem  is  so  controversial  and  we  know  so 
little  about  the  actual  situation,  as  to 
whether  they  always  progress  to  clinical  can- 
cer, whether  they  never  progress  to  clinical 
cancer,  or  whether  some  of  the  time  they  do, 
that  we  are  really  working  in  the  dark.  By 
carrying  out  studies  such  as  Dr.  Neely  has 
mentioned,  that  is,  taking  earlier  cases  of 
more  than  10  years  ago,  picking  out  those 
that  showed  carcinoma  in-situ,  then  seeing 
what  happened  to  them  in  the  meantime, 
where  they  had  no  follow-up  therapy  of  any 
kind,  will  give  additional  information  to 
help  guide  us  in  handling  those  cases  in  the 
future. 

DR.  REGURCK : Half  of  these  cases  were 
carcinoma.  Stage  I,  not  carcinoma  in  situ.  Do 
you  follow  those  up  ? 

MODERATOR  SCHENKEN:  Would  you 
like  to  follow  that  up.  Dr.  Hunt  ? 

DR.  HUNT : I think  it  is  rather  arbitrary. 
All  of  these  classifications,  whether  it  be  in- 
situ  or  Stage  la  and  Stage  Ib,  are  efforts  to 
do  as  well  as  we  can,  but  it  does  not  neces- 
sarily mean  that  these  cases  don’t  have 
metastases. 

Let  us  approach  the  problem  a little  dif- 
ferently though.  You  asked  about  Stage  I 
carcinoma  of  the  cervix.  A hysterectomy  has 
been  done.  Should  radiation  therapy  be 
given?  If  this  carcinoma  of  the  cervix  is 
Stage  I,  no,  the  patient  is  cured.  We  don’t 
know  whether  there  is  metastasis  out  in  the 
pelvic  nodes.  If  they  do  have  metastasis  into 
the  pelvic  nodes  I don’t  think  there  is  much 
chance  of  curing  by  radiation  alone.  If  you 
do  find  a recurrence  in  the  vaginal  mucosa, 
you  can  cure  that  by  treating  with  trans- 
vaginal  x-ray  therapy.  I think  it  would  be 
just  as  well  to  watch  patients  very  carefully ; 
if  they  show  evidence  of  local  recurrence, 
then  you  can  treat  them  intensively.  Actual- 
ly, in  Stage  I carcinomas  of  the  cervix  there  is 
not  much  difference  in  5-year  survival 
whether  treated  with  radium  alone  or  treated 
with  x-radiation.  In  Stage  II  there  is  a great 
difference,  in  Stage  HI  a great  difference, 
and  still  greater  improvement  when  you  add 
x-ray  to  it. 

MORERATOR  SCHENKEN:  Are  there 
any  other  questions  from  the  floor? 

Dr.  Neely,  I don’t  believe  you  used  up 
quite  all  of  your  time.  Would  you  mind  mak- 


ing a few  comments  about  lesions  in  the 
mouth,  particularly  those  that  are  associated 
with  ill-fitting  dentures  or  tooth  snags,  etc., 
the  problem  not  only  of  diagnosis  but  of 
treatment  ? 

J.  MARSHALL  NEELY,  M.D. : I would 
like  to  make  a few  remarks  about  the  diag- 
nosis of  mucosal  carcinoma,  particularly  in 
people  who  wear  plates.  We  had  a good  ex- 
ample two  weeks  ago  of  a man  who  was 
treated  for  mucosal  carcinoma  on  his  cheek. 
This  gentleman  was  about  eighty-four  years 
old.  He  asked  me  if  I would  look  in  his  mouth. 
He  said  his  dentures  had  become  more  ill- 
fitting  and  more  painful  as  time  went  on.  In- 
spection of  the  mouth  disclosed  a definite 
carcinoma  at  the  angle  of  the  left  side  which 
biopsy  proved  to  be  a squamous  cell  carci- 
noma, grade  3,  so  this  patient  was  then 
treated  with  transoral  irradiation  therapy.  It 
could  have  been  handled  with  radium  but  we 
prefer  to  use  an  intraoral  cone  and  treat  di- 
rectly on  the  lesion  in  addition  to  carrying 
the  large  port  on  that  side  up  to  skin  toler- 
ance. Our  plan  in  this  particular  case  is  to 
carry  the  external  port  in  the  neighborhood 
of  from  24  to  2600r  in  air  and  the  intraoral 
port  to  about  3600r  in  air,  which  I am  quite 
positive  won’t  effect  a complete  cure,  par- 
ticularly since  the  man  is  84  years  old. 

It  seems  to  me  that  diagnosis  of  carcinoma 
of  the  mouth  is  missed  very  often  by  the 
simple  fact  that  the  doctor  does  not  look 
carefully.  We  had  a patient  with  carcinoma 
of  the  tongue  about  a month  ago  which  had 
been  examined  repeatedly  by  a good  doctor 
and  this  man  had  been  told  that  this  was  an 
infectious  lesion.  Yet,  at  the  time  we  saw 
him,  the  tumor  was  the  size  of  a walnut  and 
the  biopsy  proved  it  to  be  a squamous  cell 
carcinoma.  We  handled  this  with  transoral 
irradiation  therapy.  This  was  a young  man. 
I am  now  recommending  an  epiglottectomy 
to  the  patient.  There  are  no  palpable  nodes. 
The  management  depends  somewhat  on  palp- 
able nodes. 

The  prognosis  in  carcinoma  of  the  tongue, 
particularly,  is  also  dependent  upon  the  loca- 
tion. The  farther  forward  it  is  the  better  the 
prognosis  and  the  more  likely  that  one  can 
get  a cure.  Our  method  of  handling  that  is 
much  the  same  as  on  the  posterior  except  in 
small  lesions  I can  see  no  reason  for  not  re- 
moving them  surgically.  Carcinoma  on  the 
floor  of  the  mouth,  I think,  is  best  handled 
by  radiation  therapy.  We  also  treat  these 
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with  transoral  radiation.  We  do  not  use 
radium.  I have  no  objection  to  using  radium 
if  one  prefers  that  method  of  treatment. 

MODERATOR  SCHENKEN:  Are  there 
any  other  questions  from  the  floor? 

A few  years  ago  I sent  to  Dr.  Fred  Stew- 
art a letter  describing  a rapidly  growing 
pigmented  lesion  from  a child,  giving  the  age 
and  the  size  and  all  other  infomiation.  I was 
worried  about  it  being  a malignant  mela- 
noma. He  got  the  letter,  answered  im- 
mediately with  one  sentence:  “The  lesion  is 
benign.”  Then  he  added  a P.S.,  “I  haven’t  got 
the  slide  yet.” 

Dr.  Tanner  will  you  discuss  that  phase  of 
it  just  a little  bit  further? 

DR.  TANNER:  I think  Dr.  Schenken  has 
reiterated  a point  that  is  of  importance  to 
us  and  while  we  pathologists  would  like  to 
think  we  could  always  tell  by  looking  at  the 
histologic  appearance  of  a tumor  growth 
what  is  going  to  happen  to  that  tumor  and  to 
that  individual,  more  and  more  we  are  see- 
ing that  there  ’are  separate  categories.  The 
matter  of  age,  hormone  influence  and  sex 
have  a bearing  on  the  outcome. 

This  problem  of  juvenile  melanoma  is  one 
that  Dr.  Spitz  has  done  particularly  good 
work  in  and  has  pointed  out  to  us  that  while 
histologically,  malignant  melanoma  has  to  be 
diagnosed  by  the  pathologist  because  it  looks 
just  like  any  other  melanoma,  clinically  a 
child  dying  of  malignant  melanoma  is  rai*e. 
Therefore,  it  helps  set  up  another  group  of 
chnical  cases  that  are  perhaps  different.  Ac- 
tually, I think  when  one  reviews  these 
slides  and  reads  the  article  and  the  descrip- 
tion of  those  lesions  given  by  Dr.  Spitz,  one 
feels  that  she  infers  that  it  may  be  possible 
to  tell  histologically  the  rare  and  malignant 
clinical  melanoma  in  children  from  the  histo- 
logically malignant  melanoma  that  does  not 
act  malignant  clinically.  But  as  yet,  I know 
I would  not  be  able  to  do  so.  It  is  a problem 
but  it  gives  some  reassurance,  to  both  the 
pathologist  and  the  clinician,  that  if  he  has  a 
borderline  lesion  in  the  child  the  chances  are, 
as  in  Dr.  Stewart’s  response  to  Dr.  Schenken 
before  he  looked  at  the  slide,  that  it  would  be 
benign. 

MODERATOR  SCHENKEN:  Are  there 
any  other  comments  from  the  floor  ? Is  there 
anybody  on  the  panel  who  would  like  to  make 
any  closing  remarks  about  their  presenta- 
tions ? 


DR.  TANNER : I think  we  ought  to  hear  a 
word  from  Dr.  Schenken  about  this  carci- 
noma in-situ  in  pregnancy. 

MODERATOR  SCHENKEN:  I don’t  know 
why  I opened  my  big  mouth  about  that  be- 
cause I got  burned  pretty  badly  some  time 
ago  when  I made  a diagnosis  of  carcinoma  of 
the  cervix.  The  lady  was  rather  young  and 
pregnant.  “Dr.  Hunt,”  I said,  “I  don’t  care 
what  you  said  about  it.  I know  it  is  carcinoma 
of  the  cervix,”  Three  or  four  biopsies  were 
taken  and  so  far  as  I know  she  delivered  a 
normal  bnbv  and  her  cervix  carcinoma  disap- 
peared with  the  pregnancy. 

I think  this  only  emphasizes  how  carefully 
every  phase  of  the  diagnosis  of  cancer  must 
be  weighed  in  making  a final  diagnosis.  Any 
high  school  kid  can  make  a diagnosis  of  can- 
cer if  you  have  a lymph  node  as  big  as  a base- 
ball full  of  keratinized  pearls.  Where  we  are 
constantly  being  prodded  to  make  earlier 
diagnosis  in  order  to  make  more  progress  in 
therapy,  even  with  our  present  very  good 
weapons,  unless  we  know  the  whole  story  we 
can  make  mistakes  in  one  direction  just  as 
badly  as  in  the  other.  This  was  a very,  very 
good  lesson,  to  me. 


HOSPITALS  OPENED  RECENTLY 
The  following  hospitals  have  been  opened  since 
March  1,  1951.  They  were  constructed  with  the  aid 
of  Hill-Burton  funds.  The  date  after  each  hospital 
shows  when  it  accepted  its  first  patient. 

Psychiatric  Unit,  St.  Joseph’s  Hospital,  Omaha, 
3-20-51. 

St.  Francis  School  of  Nursing,  Grand  Island, 

6- 5-51. 

Saunders  County  Community  Hospital,  Wahoo, 
9-13-51. 

Perkins  County  Community  Hospital,  Grant, 
11-1-51. 

Community  Memorial  Hospital,  Syracuse,  1-3-52. 
Pawnee  County  Memorial  Hospital,  Pawnee  City, 
1-8-52. 

Cozad  Community  Hospital,  Cozad,  4-2-52. 
Callaway  Municipal  Hospital,  Callaway,  4-21-52. 
Franklin  County  Memorial  Hospital,  Franklin, 
G-9-52.  • 

Antelope  Memorial  Hospital,  Neligh,  6-17-52. 

St.  John’s  Sullivan  Memorial  Hospital,  Spalding, 

7- 7-52. 

The  Hospitals  at  Burwell,  O’Neill  and  Ogallala 
ai’e  expected  to  open  during  the  summer. 


DEFECTS 

There  are  20  million  American  children  with  poor 
teeth,  4 million  with  poor  sight,  1 million  with  poor 
hearing,  200,000  with  epilepsy,  and  170,000  with 
cerebral  palsy  according  to  Dr.  Leona  Baumgartner 
of  the  U.S.  Children’s  Bureau. 


Malignant  Peripheral  Nerve  Tumors 

J.  MARSHALL  NEELY,  M.D. 

Lincoln,  Nebraska 


This  article  presents  data  and  illustrations  which  prove,  in 
the  opinion  of  the  author,  that  malignant  peripheral  nerve 
tumors,  including  the  melanomas,  arise  from  the  Schwann 
cell,  and  have  similar  histologic  and  clinical  features. 

EDITOR 

Masson(24)  has  presented  convincing  evi- 
dence that  the  Schwann  cell  is  the  cell  of  ori- 
gin in  peripheral  nerve  tumors  and  that  the 
collagen  found  in  these  tumors  is  coincident- 
al. Foot<22)  and  others  have  corroborated  his 
observations. 

Malignant  transformation  occuring  in  per- 
ipheral nerve  tumors  has  been  termed  sarco- 
ma by  most  writers  though  Sewart^'^^  doubts 
if  the  tumor  cell  is  actually  of  mesenchymal 
origin.  Penfield^^^  <^7)  ^ot  accept  Mas- 

son’s conception  of  the  Schwannian  origin  of 
these  tumors.  He  believes  they  are  fibroblas- 
tomata  and  that  when  malignant  transfor- 
mation occurs  they  are  sarcomas.  Allen^^s) 
also  doubts  the  validity  of  the  Schwannian 
theory  of  origin  of  this  group  of  neoplasms. 

Hosar^s)  in  1931  collected  65  cases  of  ma- 
lignant peripheral  nerve  tumors.  Brandes^^i) 
reported  a case  of  malignant  tumor  arising 
in  the  left  thigh,  probably  from  the  sciatic 
nerve,  which  metastasized  to  the  lungs.  In 
this  case  the  tumor  cells  showed  a tendency 
to  gland  fonnation.  He  concluded  this  tumor 
was  a malignant  Schwannoma  and  not  a sar- 
coma. Stewart  and  Copeland also  believe 
that  malignant  peripheral  nerve  tumors  are 
Schwannomas. 

It  is  now  quite  generally  accepted  that 
melanomas  are  neurogenic  in  origin  and  are 
derived  from  the  cell  of  the  sheath  of 
Schwann.  Foot^22)  showed  that  these  tumors 
are  closely  related  to  neurofibromata.  There 
are  two  schools  of  thought  regarding  the  ori- 
gin of  neurofibromata.  Some  belieye  they  are 
of  connective  tissue  origin  and  others  think 
they  are  derived  from  the  Schwann  cell. 
Those  who  believe  the  tumor  is  mesenchymal 
in  nature  point  out  that  the  cells  are  morpho- 
logically like  connective  tissue  cells  and  that 
the  Mallory  phosphotungstic  acid  hematoxy- 
lin stain  shows  fibroglial  fibrils.  For  these 
reasons  they  believe  the  tumor  cannot  arise 
from  the  Schwann  sheath.  Others  believe 
that  neurofibromata  arise  from  the  Schwann 
cell  because  these  cells  have  been  seen  to 
proliferate  in  uninvolved  nerve  trunks  in 
cases  of  neurofibroma,  because  the  tumor 


first  contains  neurites  and  later  only  prolif- 
erating Schwann  cells  with  some  fibroblastic 
proliferation  and  because  the  tumor  cells  are 
arranged  in  palisades  and  bundles  such  as 
are  seen  in  amputation  neurinomas. 

If  neurofibromas  are  of  Schwannian  ori- 
gin those  which  become  malignant  should 
show  some  ectodermal  tendencies  histologi- 
cally. The  purpose  of  this  discussion  is  to 
point  out  certain  histological  characteristics 
found  in  malignant  peripheral  nerve  tumors 
which  support  the  Schwannian  theory  of  ori- 
gin. 

The  material  from  which  these  observa- 
tions are  made  was  derived  from  four  pa- 
tients. The  first  was  a white  male,  age  60, 
who  had  a small  tumor  removed  from  the 
nail  bed  of  the  great  toe.  This  was  report- 
ed as  a fibrosarcoma  by  a competent  path- 
ologist and  amputation  of  the  great  toe  fol- 
lowed. The  skin  was  not  involved.  The  tumor 
was  subcutaneous.  A little  more  than  a year 
later,  a mass  developed  in  the  left  inguinal 
region.  Microscopic  examination  of  this  tu- 
mor showed  a typical  malignant  melanoma. 
Shortly  after  this,  metastasis  developed  in 
the  lungs  and  liver  and  death  occurred. 

The  second  patient  was  a white  woman 
age  54,  who  developed  a tumor  in  the  right 
popliteal  region.  A few  months  later  pulmon- 
ary metastases  were  discovered  and  death 
occurred  about  six  months  after  the  onset  of 
symptoms. 

The  third  patient  was  a woman,  age  45, 
who,  since  childhood,  had  a typical  von  Reck- 
linghausen’s neurofibromatosis.  About  two 
years  before  the  first  tissue  examination  she 
had  about  200  pedunculated  cutaneous  tu- 
mors removed  surgically.  A few  months  lat- 
er metastasis  was  evident  in  the  right  supra- 
clavicular region.  Death  occurred  about  two 
years  later  at  which  time  thei’e  was  evidence 
of  generalized  metastasis. 

The  fourth  patient  was  a white  male  age 
62  with  a tumor  on  the  posterior  neck.  The 
tumor  was  about  4 cm.  in  diameter  and  was 
covered  by  normal  skin.  It  was  removed  by 
wide  excision.  He  received  no  x-ray  therapy 
at  that  time.  Generalized  metastasis  de- 
veloped about  six  months  later  with  ensuing 
death.  No  autopsy  was  performed. 


323 


324 


MAUGXAXr  PERIPHERAL  NERl’E  TUMORS:  XEELY 


Nebr.  S.  M.  Jour. 
October,  1952 


Fig.  1.  Hematoxylin  and  eosin  stained  section  of  primary  tu- 
mor located  beneath  the  nail  of  the  toe.  Note  the  tendency  to 
palisade  arrangement  of  the  nuclei  and  the  abundant  intercellu- 
lar substance. 

Three  of  these  patients  received  irradia- 
tion therapy  without  noticeable  effect.  Tis- 
sues from  these  cases  were  fixed  in  10%  for- 
malin and,  in  two  instances,  Zenker-formol 
solution.  They  were  stained  with  hematoxy- 
lin and  eosin,  Castro viejo’s  modification  of 
van  Gieson,  Foot  and  Foot  silver  stain,  Ro- 
ger’s silver  stain  and,  in  one  instance,  Mal- 
lory’s azo-carmine  followed  by  Foot  and  Foot 
silver  impregnation  and  Masson’s  trichrome 
stains. 

In  the  first  patient  sections  from  the  toe 
tumor  (Fig.  1)  showed  a histologic  picture 
which  is  suggestive  of  fibrosarcoma.  How- 
ever, in  reviewing  the  sections  in  the  light  of 
subsequent  events,  the  tumor  shows  many  of 
the  histological  characteristics  found  in  neu- 
rofibroma. The  cells  are  small,  most  of  them 
spindle  shaped  and  they  are  lawlessly  ar- 
ranged. No  mitotic  figures  are  seen  and 
there  is  no  pigmentation.  In  the  hematoxylin 
and  eosin  stained  sections  there  is  nothing  to 
suggest  melanoma.  There  is,  however,  a very 


Fig.  2.  High  power  view  of  the  same  tumor  as  fig.  1 stained 
with  Foot  and  Foot  silver  stain.  Here  the  bizarre  and  lawless 
arrangement  of  the  fibrils  is  evident.  The  “spider”  cells  are 
seen  near  the  center  of  the  field,  one  with  a long  process.  Un- 
der oil  the  fibrils  within  these  processes  are  found  to  extend  in- 
to the  cytoplasm  of  the  cells. 

definite  tendency  towards  palisade  forma- 
tion, a point  which  Masson  believes  is  abso- 
lute proof  of  the  Sohwannian  origin  of  the 
tumor.  In  these  H & E stained  sections  the  tu- 
mor cells  are  separated  by  what  appears  to 
be  collagen.  This  original  tumor  does  not  ap- 
pear highly  malignant  though  amputation  of 
the  toe  was  advised  at  the  time  of  the  origi- 
nal biopsy. 

This  same  section,  stained  with  Foot  and 
Foot  silver  stain  (Fig.  2)  reveals  the  true  na- 
ture of  the  tumor.  Each  of  the  tumor  cells  is 
characterized  by  multiple  fine,  hair-like 
projections  varying  considerably  in  size  and 
shape.  Some  of  these  may  be  followed  for 
some  distance  and  others  appear  to  termi- 
nate a short  distance  from  the  cell  body. 
Fine  fibrils  within  these  protoplasmic  ex- 
tensions may  be  followed  within  the  cyto- 
plasm of  the  cell.  Many  of  these  tumor  cells 
bear  a striking  resemblance  to  the  neuroglia 
of  the  central  nervous  sj^stem.  Between  the 


Fig.  3.  Low  power  view  of  the  metastatic  inguinal  lymph 
gland  in  Case  I.  Note  the  abundant  melanin  formation  trrough- 
out  the  tumor  and  the  closely  packed  arrangement  of  the  tumor 
cells.  Many  of  them  are  arranged  radially  about  blood  vessels. 


Fig.  4.  High  power  view  of  hematoxylin  and  eosin  stained 
section  of  the  popliteal  tumor  from  Case  No.  2 showing  melan- 
in deposit.  Note  the  similarity  of  arrangement  of  the  cells  in 
this  tumor  and  the  preceding  one. 
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Fig.  5.  Sections  of  the  areas  of  metastasij  in  the  lung  in  the 
case  of  the  popliteal  tumor  stained  with  the  Foot  and  Foot  stain 
and  showing  the  black  staining  fibrils  with  no  definite  ar- 
rangement, small  deposits  of  melanin  and  a tendency  to  pali- 
sade arrangement  of  the  nuclei. 

cells  and  running  in  all  directions  are  vary- 
ing sized,  irregular,  black-staining  fibers 
many  times  coiled  on  themselves  and  form- 
ing coils  and  kinks.  The  periphery  of  the  tu- 
mor shows  lavender-staining  collagen  fibers. 
An  occasional  palisading  tendency  in  the  ar- 
rangement of  the  cells  is  noted  with  this 
stain  as  previously  seen  in  the  hematoxylin 


Fig.  6.  Oil  immersion  of  area  of  metasta.is  oi  pop.. Leal  tu- 
mor showing  fine,  hair-like  process  in  the  center  of  the  field 
extending  into  the  cytoplasm  of  the  cell. 

small  blood  vessels,  a characteristic  often 
seen  in  melanomas.  Melanin  deposit  is  abun- 
dant in  all  sections  examined.  The  sections 
of  the  areas  of  metastasis  in  the  liver  and 
lung  taken  at  the  time  of  autopsy  show  es- 
sentially the  same  picture.  The  sections  tak- 
en from  the  areas  of  metastasis  and  stained 
with  Castro  Viejo’s  modification  of  van  Gie- 
son’s  stain  followed  by  Roger’s  silver  im- 


Fig.  7.  Hematoxylin  and  eosin  stained  section  of  the  tumor 
of  the  supraclavicular  region  showing  large  spindle-shaped 
cells  with  occasional  mitotic  figures  showing  no  tendency  to 
palisading  of  the  nuclei. 

and  eosin  stained  sections.  Thus,  in  the  orig- 
inal biopsy  there  is  strong  histological  evi- 
dence to  support  the  diagnosis  of  malignant 
Schwanoma  but  it  is  doubtful  if  one  could 
make  a definite  diagnosis  of  malignant  mel- 
anoma from  this  material. 


Fig  8.  Foot  and  Foot  stained  section  of  the  supra-ciavicular 
tumor  showing  the  black  staining  fibril  processes  of  the  tumor 
cells  which  are  lawlessly  arranged. 

pregnation  showed  the  same  intracellular 
and  intercellular  fibrils  that  were  noted  in 
the  primary  tumor.  In  all  areas  of  the  tumor 
there  is  evidence  of  a tendency  to  palisading 
of  the  nuclei  though  of  course  not  as  char- 
acteristically shown  as  in  the  benign  neuro- 
fibromata. 


Sections  of  the  metastatic  inguinal  lymph 
glands  in  this  same  patient  shows  a picture 
typical  of  pigmented  malignant  melanoma. 
The  tumor  cells  here  are  much  larger  than 
those  seen  in  the  primary  tumor  but  have  re- 
tained their  spindle  shape.  They  are  closely 
packed  together  and  in  many  instances  there 
is  a tendency  to  palisading  of  the  nuclei.  The 
cells  are  often  arranged  radially  around 


The  first  material  obtained  from  the  sec- 
ond patient  was  an  expectorated  bronchial 
plug.  Histologically  it  was  composed  of  small 
spindle  shaped  cells  loosely  and  lawlessly  ar- 
ranged. A diagnosis  of  metastatic  fibrosar- 
coma of  lung  was  made  from  this  small  bit 
of  material. 

At  the  time  of  autopsy  the  primary  tumor 
in  the  popliteal  space  first  gave  one  the  im- 
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pression  of  a fibrosarcoma ; however,  on  dis- 
section it  was  found  to  arise  from  a large 
nerve  ti’unk.  Histologically  there  was  simi- 
larity in  the  structure  of  this  tumor  and  that 
of  the  preceding  patient  with  malignant  mel- 
anoma. The  only  major  difference  between 
the  two  is  in  the  amount  of  melanin  deposit. 
Careful  study  reveals  that  this  difference  is 
a quantitative  one  since  in  many  areas  mel- 
anin deposit  is  demonstrated.  It  is  found 
both  between  and  within  the  cytoplasm  of 
the  cells.  The  cells  are  spindle  shaped,  ar- 
ranged in  whorls,  show  a tendency  to  pali- 
sading of  the  nuclei  and  there  are  many  mit- 
otic figures.  Sections  stained  with  Foot  and 
Foot  varient  2,  silver  method  show  a picture 
not  unlike  that  seen  in  malignant  melanoma. 
The  cells  are  possessed  of  hair-like  processes 
which  may  be  followed  into  the  protoplasm 
of  the  cells  and  which,  coursing  all  through 
the  tumor,  are  the  same  varying  sized  and 
shaped,  coiled,  black  fibrils  which  were  found 
in  the  previous  case.  At  autopsy  the  meta- 
static tumor  in  the  lung  showed  essentially 
the  same  picture  as  that  seen  in  the  primary 
tumor  except  that  the  metastases  show  more 
cellular  damage  due  to  iiTadiation  that  was 
seen  in  the  original  tumor.  Melanin  is  found 
in  some  of  the  cells.  Many  of  the  nuclei  have 

sappeared  and  many  of  the  cells  show  hy- 
ii'opic  degeneration  of  the  cytoplasm.  The 
Foot  and  Foot  silver  stain  shows  (Fig.  6)  the 
same  picture  as  that  seen  in  the  primary  tu- 
mor except  that  there  are  comparatively 
fewer  cells  present.  In  some  areas  of  sections 
stained  by  the  Foot  and  silver  stain  there  is 
a picture  described  by  Masson  as  myxoid 
metamorphosis  such  as  is  often  seen  in  neu- 
rofibroma. Here  again,  remnants  of  what  ap- 
pear to  be  fibrillary  palisades  are  encoun- 
tered. 

The  material  from  the  supraclavicular  tu- 
mor in  the  third  patient  (Fig.  7)  is  of  similar 
nature  in  some  respects  to  the  preceeding 
two  and  yet  there  are  some  important  dif- 
ferences. In  the  hematoxylin  and  eosin 
stained  sections  the  cell  type  is  the  same. 
They  are  of  spindle  shape  with  large,  oval, 
ill  defined  nuclei,  and  with  abundant  cyto- 
plasm and  very  little  intercellular  substance. 
In  this  tumor  there  is  no  tendency  to  whorls 
or  palisading  of  nuclei  as  was  seen  in  the 
previous  tumors.  There  is  no  melanin  de- 
posit. A frozen  section  stained  by  Laidlaw’s 
method  showed  nerve  fibers  running  through 
the  tissue.  These  do  not  resemble  the  spider- 
like, fine,  crinkly  processes  which  are  dem- 


onstrated with  the  Foot  and  Foot  silver  im- 
pi'egnation  but  ai*e  straight,  uniform  typical 
neurites. 

At  autopsy  there  was  tumor  metastasis  to 
the  lungs  and  liver.  Microscopically  (Fig.  8) 
the  structure  of  these  metastases  was  simi- 
lar to  the  original  tumor.  There  are,  how- 
ever, definite  gland-like  structures  found  in 
the  substance  of  the  metastases  such  as 
those  described  by  Brandes^^i).  No  melanin 
was  present  but  the  histologic  picture  was 
otherwise  identical  with  that  described  in 
the  preceding  patient. 

The  tumor  removed  from  the  neck  in  the 
fourth  patient  shows,  in  one  tumor,  all  the 
different  cell  types  which  are  derived  from 
the  Schwann  cell.  There  is  gradual  transition 
from  benign  nevus  to  neurofibroma  to  malig- 
nant melanoma.  At  the  edge  of  the  tumor 
(Fig.  9.)  there  is  normal  covering  stratified 
squamous  epithelium  beneath  which  there 
are  nests  of  nevus  cells.  Immediately  beneath 
these  nevus  cells  the  histology  is  that  of  typ- 
ical nerufibroma  with  palisading  of  the  nuc- 
lei (Fig.  10).  The  center  of  the  tumor  is 
made  up  of  highly  malignant  ribbon-like 
cells,  typical  of  malignant  melanoma  (Fig. 
11).  Both  intracellular  and  extracellular  mel- 
anin deposit  is  present.  In  the  siver  stained 
preparation  cell  nests  are  separated  by 
strands  of  collagen  but  no  intercellular  reti- 
culum is  found.  (Fig.  12). 

DISCUSSION 

There  is  no  longer  any  doubt  about  the 
ectodermal  origin  of  the  Schwann  cell.  Evi- 
dence^26)  been  presented  which  denies 
the  mesenchymal  origin  of  endoneurial  fi- 
bers. Masson^24)  has  shown  that  they  are 
probably  produced  by  the  Schwann  cell.  If 
this  is  the  case,  one  of  the  strongest  argu- 
ments used  by  the  partisans  of  the  mesen- 
chymal theory  of  peripheral  nerve  tumors  is 
destroyed. 

The  palisading  of  nuclei  seen  in  melano- 
mas and  in  peripheral  nerve  tumors  is  un- 
doubtedly an  attempt  on  the  part  of  the  pro- 
liferating Schwann  cells  to  form  Meisner- 
Wagner  tactile  corpuscles.  Theoretically,  if 
this  is  true  this  structural  change  should  be 
found  only  in  tumors  arising  from  peripheral 
nerves  containing  sensory  fibers.  In  the  four 
patients  presented,  definite  evidence  of  at- 
tempted palisading  of  nuclei  was  seen  in 
three.  In  two  patients,  the  malignant  mela- 
noma arising  in  the  great  toe  and  the  popli- 
teal tumor,  metastasis  occurred  quite  early 
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Fig.  9.  Section  of  margin  of  neck  tumor  showing  the  nor- 
mal covering  stratified  squamous  epthelium  beneath  which  are 
nests  of  nevus  cells  and  a small  portion  of  underlying  neuro- 
fibroma. 

and  was  wide  spread.  In  the  third  patient, 
the  tumor  in  the  supraclavicular  space,  no 
palisading  of  nuclei  was  seen,  the  tumor  was 
slow  growing  and  distant  metastasis  oc- 
curred late. 

Masson  described  two  peripheral  nerve  tu- 
mors occurring  in  the  same  subject  one  of 
which  showed  no  tactile  corpuscles  but  did 
show  young  striated  muscle  cells.  The  other 
tumor  showed  tactile  corpuscles  and  he  con- 


Fig.  10  Section  taken  slightly  deeper  in  the  same  tumor  show- 
ing typical  neurofibi'oma  with  palisading  of  nuclei. 

mor,  and  also  in  the  metastatic  areas  from 
the  toe  tumor  furnishes  further  evidence 
that  there  is  a direct  and  very  close  relation- 
ship between  the  melanomas  and  a certain 
number  of  peripheral  nerve  tumors  known 
as  neurofibromas.  It  also  supports  the  theory 
that  the  Schwann  cell  is  the  sole  source  of 
melanin  and  that  the  melanoblast  as  such 
probably  does  not  exist.  Why  some  Schwann 
cells  produce  melanin  and  others  do  not,  is 
a point  which  is  still  unsettled.  There  is  some 
evidence,  however,  that  only  the  Schwann 


Fig.  11.  Section  of  the  center  of  the  tumor  showing  large 
vesicular  spindle  shaped  cells  with  melanin  deposit  and  frequrnt 
mitosis.  The  cellular  structure  is  that  of  a malignant  mela- 
noma. 

eluded  that  the  tumor  producing  young 
muscle  cells  was  derived  from  a motor  nerve 
and  the  tumor  showing  tactile  corpuscles  was 
derived  from  a sensory  nerve.  In  the  patient 
with  the  slow  growing  supraclavicular  tu- 
mor, sections  of  the  lung  metastases  did 
show  smooth  muscle  cells  making  one  won- 
der if  this  tumor  arose  in  a motor  nerve 
trunk. 

The  occurrence  of  melanin  in  the  popliteal 
tumor  and  in  the  metastases  from  this  tu- 


Fig.  12  Section  taken  from  the  center  of  the  same  tumor 
stained  with  Foot  and  Foot  silver  stain  showing  separation  of 
groups  of  cells  and  suggestive  attempt  at  palisading  of  nuclei. 

cells  of  sensory  nerves  are  potentially  cap- 
able of  producing  this  pigment. 

While  at  first  glance  the  malignant 
Schwannoma  or  melanoma  arising  in  the 
great  toe  is  an  entirely  different  tumor  than 
the  one  arising  in  the  popliteal  space,  careful 
study  of  the  material  reveals  that  the  only 
essential  difference  lies  in  the  melanin  found 
in  the  areas  of  metastasis.  In  both  of  these 
tumors,  the  cell  type  is  exactly  the  same. 
They  are  spindle  shaped,  have  large  vesicu- 
lar nuclei,  one  or  two  nucleoli,  and  both  show 
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a tendency  to  palisading  of  nuclei.  Both  tu- 
mors show  a tendency  to  radial  arrangement 
of  tumor  cells  about  the  blood  vessels.  Both 
tumors  show  melanin  deposit  in  the  areas  of 
tumor  metastases.  The  rate  and  mode  of 
metastasis  is  very  similar  in  the  two  pa- 
tients. 

The  cell  type  in  the  supraclavicular  tumor, 
representing  malignant  change  in  a long 
standing  von  Rechlinghausen’s  disease,  is 
practically  the  same  as  the  other  two  cases 
except  that  there  is  no  tendency  to  palisading 
of  nuclei  and  there  is  no  melanin  present. 
This  tumor  was  also  much  slower  growing 
than  the  other  three  and  metastasis  occurred 
late.  The  tumor  from  the  neck  is  of  particu- 
lar interest  because  in  one  single  tumor  are 
found  all  three  types  of  neoplasm  which  are 
thought  by  Masson  and  others  to  arise  from 
the  cell  of  the  sheath  of  Schwann.  These 
three  tumor  types  are  benign  nevus,  neuro- 
fibroma and  malignant  melanoma.  The  sec- 
tions clearly  show  gradual  transition  from 
one  tumor  type  to  the  other. 

SUMMARY 

study  of  the  material  derived  from  four 
patients  showing  malignant  transformation 
of  peripheral  nerve  tumors  supwrts  in  every 
detail  the  Schwannian  theory  of  origin  of 
these  tumors  and  agrees  with  the  points 
brought  out  by  Masson  in  his  study  of  the 
benign  and  experimental  tumors  of  this 
group.  Evidence  is  presented  which  leads  one 
to  believe  that  the  sensory  nerve  tumors  un- 
dergoing malignant  change  are  practically 
identical  with  malignant  melanomas  and 
may  or  may  not  contain  melanin.  Since  the 
one  tumor  did  not  show  palisading  of  nuclei 
and  was  very  slow  growing  with  late  metas- 
tasis there  is  a possibility  that  this  tumor 
arose  from  a motor  rather  than  a sensory 
nerve.  The  malignant  Schwannoma  which 
was  in  every  respect  a malignant  melanoma 
is  presented  because  the  primary  tumor  was 
unrecognizable  as  such  and  presented  a pic- 
ture which  is  easily  confused  with  fibrosar- 
coma. The  fourth  tumor  clearly  shows  the 
intimate  relationship  between  benign  nevus, 
nerufibroma  and  malignant  melanoma. 

CONCLUSIONS 

1.  Malignant  melanomas  and  malgnant 
peripheral  nerve  tumors  arising  in  sensory 
nerves  are  derived  from  the  same  cell,  the 
Schwann  cell,  and  are  identical  histologically 
and,  to  a certain  degree  in  their  clinical  man- 
ifestations. 


2.  Melanin  may  be  produced  by  tumor 
cells  found  in  the  malignant  type  of  periphe- 
ral nerve  tumor  occuring  in  the  larger  sen- 
sory nerve  trunks. 

3.  It  is  probable  that  tumors  arising  in 
motor  nerve  trunks  and  undergoing  malig- 
nant degeneration  are  much  less  malignant 
clinically  than  those  arising  in  sensory  nerve 
trunks. 
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New  Policy  on  Management  of  Indigent 
Venereal  Disease  Patients 

L.  W.  LEE,  M.D. 

Chairman,  Venereal  Disease  Committee 
Nebraska  State  Medical  Association 
Omaha,  Nebraska 


Recognizing  that  treatment  is  an  essen- 
tial element  in  the  control  of  venereal  dis- 
eases, State  and  Local  Health  Depai’tments 
have,  for  the  past  several  years,  assumed  the 
responsibility  for  treating  indigent  venereal 
disease  patients.  Out-patient  services  have 
been  available  through  clinics  operated  by 
the  Lincoln-Lancaster  County  Health  De- 
partment. In-patient  treatment  sei’vices  have 
been  available  in  the  Rapid  Treatment  Center 
at  the  Douglas  County  Hospital,  Omaha,  op- 
erated by  the  State  Department  of  Health. 

The  latter  facility  was  discontinued  on 
June  30,  1952,  since  it  had  been  determined 
that  this  method  was  no  longer  economically 
feasible  or  necessary  in  view  of  the  success 
obtained  by  out-patient  treatment,  using  the 
antibiotics.  To  replace  this  facility,  for  those 
patients  outside  the  area  served  by  local 
health  departments,  a plan  for  the  out-pa- 
tient treatment  of  venereal  disease  in  the  of- 
fices of  private  physicians  was  prepared  and 
presented  to  the  House  of  Delegates  of  the 
Nebraska  State  Medical  Association  at  their 
annual  meeting  in  May,  1952,  and  was  given 
unanimous  approval  by  that  body. 

This  plan  provides  for  the  furnishing  of 
penicillin  and  paying  for  its  administration, 
when  the  private  physician  treats  a case  of 
venereal  disease  in  a person  who  is  unable 
to  pay  for  treatment.  The  fee  for  treating  a 
case  of  syphilis  is  $30.00  and  for  a case  of 
gonorrhea,  $10.00.  The  decision  as  to  the 
ability  of  the  patient  to  pay  is  made  by  the 
physician.  Diagnostic  services  and  follow- 
up examinations  are  covered  by  the  treat- 
ment fee,  except  that  an  additional  fee  of 
$10.00  will  be  paid  for  performing  a spinal 
tap. 

There  are  several  requirements  set  forth 
in  the  plan  which  are  necessary  because  of 
the  fact  that  tax  funds  are  used  to  carry  on 
this  project.  For  example,  the  State  De- 
partment of  Health  must  retain  the  right  of 
prior  authorization  for  treatment.  To  sup- 
port the  request  for  payment,  a certificate 
must  be  submitted  to  the  State  Department  of 
Health  (see  Exhibit  I).  This  certificate  is  in 


EXHIBIT  NO.  I 

PHYSICIANS  CERTIFICATE  OF  PENCILL.IN 
TREATMENT  OF  A DIAGNOSED  VENEREAL  DISEASE 


Name. 


Address. 

Age  — 

(Street  and 

No. 

Sex. 

of  RFD) 

(City)  (County)  (State) 

Marital 

Status : S 

M 

W 

D SEP 

Disease 

If  Syphilis,  check  stage: 

( ) Primary  ( ) Early  Latent  ( ) Late 

( ) Secondary  ( ) Late  Latent  ( ) Congenital 

Replacement  of  Penicillin  Requested  ( ) 

Current  Treatment  for  This  Infection 

(Total  Units  of  Pencillin) 

Date  Started 

Date  Completed 

History  of  Previous  Treatment  for 

This  Infection 

(Drug)  (Amount) 

Date  Started 

Date  Completed 

CERTIFICATIONS  A,  B AND  C REQUIRED  BEFORE 
PAYMENT  IS  AUTHORIZED 
(By  Physician) 

A.  I hereby  certify  that  the  patient  named  above  was  treated 
as  indicated  above.  I further  certify  that  this  patient 
was  unable  to  pay  for  treatment  and  had  not  had  prior 
adequate  treatment. 

Date 

Signature 

Address 

(By  Venereal  Disease  Investigator) 

B.  I hereby  certify  that  the  above  patient  has  been  inter- 
viewed in  accordance  with  Department  of  Health  policies. 

Date 

Signature 

(Venereal  Disease  Investigator) 
(By  Division  of  Venereal  Disease  Control) 

C.  Approved  for  Payment: 

Date 


(Director.  Division  of  Venereal  Disease  Control) 
Copy  1 — To  State  Fiscal  Officer 

(NOTE : The  second  and  third  copies  of  this  blank  are  iden- 

tical with  this  one.  excepting  that  ‘‘Copy  2”  is  sent  to  Divi- 
sion of  Venereal  Disease  Control,  State  Department  of  Health, 
and  “Copy  3”  remains  in  the  physician’s  file.  Editor). 

triplicate,  one  copy  of  which  is  for  the  physi- 
cian’s file.  The  certificate  is  the  supporting 
document  necessary  for  the  preparation  of  a 
voucher,  which  form  must  be  signed  by  the 
physician,  notarized,  and  returned  to  the 
State  Department  of  Health  before  a warrant 
can  be  drawn  to  pay  the  physician. 

In  order  to  qualify  for  treatment,  a pa- 
tient must  not  have  had  prior  adequate 
treatment,  which  is  taken  to  mean  at  least 
4,000,000  units  of  penicillin  in  the  case  of 
syphilis,  and  at  least  600,000  units  of  penicil- 
lin for  a case  of  gonorrhea.  A patient  show- 
ing a clinical,  serological  or  bacteriological 
(Continued  on  page  334) 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 


Organization  Section 

REGIONAL  POSTGRADUATE 
COURSES 

In  the  summer  of  1951  your  Speakers  Bu- 
reau Committee  met  several  times  to  discuss 
the  type  and  scope  of  additional  postgraduate 
training  that  might  be  made  available  to  Ne- 
braska physicians.  The  committee  hoped  to 
develop  some  kind  of  program  that  would  im- 
plement— not  supplant — the  Annual  Session 
of  the  Nebraska  State  Medical  Association 
and  the  Omaha  - Midwest  Clinical  Society 
meeting,  both  of  which  are  held  annually  and 
are  traditionally  outstanding  scientific  ses- 
sions. 

After  thorough  consideration  of  various 
approaches  to  a new  kind  of  postgraduate 
training,  it  was  clearly  shown  that  most  prac- 
titioners in  the  state  wanted  a program  they 
could  attend  easily  and  which  would  not  take 
them  away  from  their  busy  practices  for 
more  than  one  day.  Thus,  it  was  decided  to 
sponsor  one-day  courses  held  in  six  different 
regions  of  the  state.  It  was  further  agreed 
from  the  outset  that  if  the  courses  proved 
to  be  successful  in  1951,  they  would  be  held 
annually. 

The  results  of  last  year’s  programs  were 
a literal  mandate  upon  the  committee  to  con- 
tinue them  indefinitely.  Attendance  and  in- 
terest in  the  courses  far  exceeded  the  com- 
mittee’s first  year  estimates.  Therefore,  the 
second  annual  Regional  Postgraduate  Courses 
will  be  held,  November  17-22,  1952,  in  the 
following  towns: 

Scottsbluff — November  17 
North  Platte — November  18 
McCook — November  19 
Grand  Island — November  20 
Norfolk — November  21 
Beatrice — November  22 

Members  of  the  1952  Guest  Faculty  are: 

James  Marvin  Baty,  M.D.,  Tufts  Col- 
lege Medical  School,  Boston,  Mass. 

Corrin  H.  Hodgson,  M.D.,  Mayo  Foun- 
dation, Rochester,  Minn. 

Harry  F.  Southwick,  M.D.,  Chicago, 

111. 

Claude-Starr  Wright,  M.D.,  Ohio  State 
University  College  of  Medicine,  Colum- 
bus, 0. 
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The  courses  will  be  conducted  largely  the 
same  as  in  1951,  one  exception  being  that  the 
patient  clinic  has  been  eliminated  and  a more 
adequate  question  and  answer  period  insert- 
ed. Each  course  will  start  at  1:30  p.m.  and 
end  at  about  9:30  p.m.  Subject  matter  is 
heart,  pediatrics,  chest  diseases,  cancer  and 
hematology. 

Kindly  make  your  plans  now  to  attend  the 
course  most  convenient  for  you.  It  should 
also  be  noted  that  the  courses  have  been  rec- 
ognized for  credit  by  the  American  Academy 
of  General  Practice  on  an  hour-for-hour 
basis.  Complete  details  on  the  six  meetings 
will  be  sent  to  you  by  mail. 


A M.A.  MEMBERSHIP 

It  seems  that  some  physicians  are  con- 
fused on  their  status  as  a member  and/or  a 
fellow  of  the  American  Medical  Association. 
This  confusion  no  doubt  results  from  the 
several  changes  in  the  two  categories,  both  in 
character  and  dues,  in  the  past  three  years. 

Following  is  a brief  resume  of  A.M.A. 
membership  structure,  which  is  hoped  will 
clear  up  any  confusion  that  may  prevail. 
The  two  most  important  facts  are  these:  1. 
Current  A.M.A.  dues  are  $25  annually. 
2.  The  fellowship  classification  no  longer 
exists.  It  was  abolished  by  the  House  of 
Delegates  at  the  1952  annual  session.  Mem- 
bership in  the  A.M.A.  now  includes  a sub- 
scription to  the  J. A.M.A.  or  one  of  the  spe- 
cialty journals. 

Until  1950  all  active  members  of  the  state 
medical  societies  were  automatically  non- 
dues-paying  members  of  the  A.M.A.  An  as- 
sessment of  $25  was  made  in  1949,  but  it  was 
purely  voluntary  and  did  not  affect  a physi- 
cian’s membership  standing.  Regardless  of 
whether  or  not  he  paid  the  assessment,  he 
was  still  a member  of  the  A.M.A.  by  virtue  of 
his  membership  in  his  state  medical  society. 

In  1950,  however,  the  House  of  Delegates, 
for  the  first  time,  established  membership 
dues  of  $25.  Dues  have  remained  the  same 
since  that  time.  Dues  for  fellowship  in  the 
A.M.A.  were  $12  until  1951  and  included  a 
subscription  to  the  A.M.A.  journal.  In  1951 
they  were  reduced  to  $5  and  did  not  include 
the  journal  because  in  that  year  the  journal 
became  a part  of  the  dues  to  the  A.M.A.  The 
status  of  fellowship  was  subsequently  elim- 
inated in  1952. 


Thus,  the  only  dues  paid  to  the  A.M.A.  are 
for  membership,  $25,  and  includes  a sub- 
scription to  the  J. A.M.A.  or  one  of  the  spe- 
cialty publications.  Fifteen  dollars  of  the 
dues  is  credited  to  the  journal. 


CRIPPLED  CHILDREN’S  CLINICS 

October  4 — O’Neill,  High  School;  Howard 
Mitchell,  M.D.,  or  Fritz  Teal,  M.D.,  and 
Charles  Tompkins,  M.D. 

October  25 — Norfolk,  Norfolk  State  Hos- 
pital; L.  S.  Campbell,  M.D.,  and  Paul  N.  Mor- 
row, M.D. 

INDUCTION  OF  PRIORITY  HI 
PHYSICIANS 

Local  Selective  Service  Boards  in  Nebras- 
ka have  been  instructed  by  national  head- 
quarters to  begin  classifying  and  examining 
physicians  in  Priority  HI,  according  to  in- 
formation received  by  the  state  medical  as- 
sociation from  the  state  Selective  Service  of- 
fice. Priority  HI  physicians  are  those  who 
have  not  reached  their  51st  birthday  and 
have  not  been  on  active  duty  in  one  of  the 
military  services  subsequent  to  September, 
1940. 

It  is  estimated  that  there  are  some  300 
doctors  in  Nebraska  who  fall  into  Priority 
HI.  Some  have  already  been  classified  I- A 
and  called  for  physical  examinations.  Many 
others  will  be  placed  in  this  category  in  the 
next  few  months.  State  Selective  Service  of- 
fice has  emphasized,  however,  that  this  does 
not  mean  that  these  doctors  will  necessarily 
be  drafted. 

All  call-ups  in  this  group  will  be  governed 
by  the  physical  examination  and  by  a deter- 
mination of  each  physician’s  essentiality.  It 
should  be  stressed,  too,  that  no  physician 
will  be  inducted  until  his  essentiality  has 
been  determined  by  the  State  Advisory  Com- 
mittee to  Selective  Service.  Dr.  Roy  Whit- 
ham,  Lincoln,  committe  chairman,  states  that 
this  committee  will  not  meet  until  later  this 
fall  to  deteiTnine  essentiality  of  Priority  HI 
physicians. 

A physician  receiving  I-A  classification 
should  not  be  alarmed,  nor  feel  that  he  is 
subject  to  immediate  call.  Examination  and 
classification  are  being  made  now  in  order 
to  determine  the  size  of  the  manpower  pool 
in  this  group.  It  is  not  anticipated  that 
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anyone  will  be  inducted  until  at  least  March, 
perhaps  even  later.  In  any  event,  those  be- 
ing called  will  be  given  adequate  advance 
notice. 

The  State  Selective  Service  office  also 
pointed  out  that  it  may  be  possible  to  defer 
a large  proportion  of  physicians  in  estab- 
lished practices  since  inductions  in  Priority 
III  will  be  made  according  to  age,  the  young- 
er men  being  called  first.  With  the  majority 
of  medical  school  graduates  now  falling  into 
this  priority,  they  will  be  the  first  ones 
called.  It  is  possible  that  their  numbers  will 
fill  the  major  portion  of  the  quotas  in  this 
priority  group.  Also,  those  actually  being 
called  for  induction,  will  have  ample  time  to 
apply  for  commissions,  the  state  Selective 
Service  office  stated. 

Dr.  Whitham  said  that  any  physician  in 
Priority  III  may  submit  infonnation  bearing 
on  his  essentiality  to  the  community  where 
he  is  practicing.  This  information  should  be 
sent  in  care  of  the  Nebraska  State  Medical 
Association,  1315  Sharp  Building,  Lincoln  8. 

In  1950,  questionnaires  headed  “Confiden- 
tial Report  to  the  Military  Affairs  Commit- 
tee” were  sent  to  all  physicians  in  the  state 
under  age  50.  These  have  been  kept  on  file 
and  the  information  on  them  has  been  used 
to  determine  essentiality.  Any  physician 
under  age  50  who  has  not  filed  one  of  these 
confidential  reports,  should  do  so  right  away. 
Additional  blanks  are  available  at  the  head- 
quarters office. 

As  stated  earlier,  physicians  receiving  I-A 
classification  should  not  feel  that  they  are 
certain  to  be  inducted  or  that  they  will  be 
called  in  the  next  few  weeks.  That  is  not 
the  case.  The  physical  examination  and  the 
committee’s  judgment  of  essentiality  will  de- 
termine whether  or  not  each  physician  is 
available  for  induction. 


Announcements 

The  sixth  annual  A.M.A.  Clinical  Session 
will  be  held  from  Dec.  2-5  inclusive,  at  the 
Denver  Municipal  Auditorium.  There  will 
be  about  sixty  scientific  exhibits  covering  a 
wide  range  of  subjects,  medical  motion  pic- 
tures, colored  television,  and  general  lec- 
tures. Clinical  presentations  will  include 
nearly  200  lectures  on  obstetrics,  pediatrics, 
chest  diseases,  cardiovascular  diseases,  fluid 
balance  and  many  other  subjects  of  equal 


interest  to  the  general  practitioner  and  the 
specialist  alike. 

Honorary  membership  in  the  Student 
A.M.A.  is  now  available  to  physicians,  who 
wish  to  “keep  up  with  the  young  men.” 
Honorary  membership,  with  yearly  dues  of 
five  dollars,  entitles  the  physician  to  a sub- 
scription to  the  Journal  of  the  S. A.M.A.  and 
to  participation  in  the  annual  convention  and 
other  activities  of  the  association.  If  inter- 
ested, contact  Mr.  David  Buchanon,  Student 
American  Medical  Association,  535  North 
Dearborn  Street,  Chicago  10,  Illinois. 


The  Committee  on  Pesticides  of  the  Amer- 
ican Medical  Association  urges  all  doctors  to 
send  in  records  on  cases  of  fatal  or  non- 
fatal  poisoning  resulting  from  the  use  of  in- 
secticides, rodenticides,  weed  killers,  fungi- 
cides, fumigants,  repellants  and  related  types 
of  chemicals  used  in  agriculture  and  in  the 
home.  A pennanent  file  will  be  established 
for  use  of  physicians  and  allied  medical  per- 
sonnel. 


A Postgraduate  Conference  on  Obstetrics 
and  Gynecology  will  be  held  Nov.  3,  4 and  5, 
1952,  at  the  Baylor  University  Hospital, 
Dallas,  Texas.  This  is  presented  by  the 
Dallas  Southern  Clinical  Society  with  the  co- 
operation of  the  Faculty  of  the  Southwest- 
ern Medical  School  of  the  University  of 
Texas.  Approved  for  formal  training  by 
A.A.G.P.  Write  the  Dallas  Southern  Clinical 
Society  at  433  Medical  Arts  Building,  Dallas 
1,  Texas  for  details. 

The  American  Urological  Association  offers  an 
annual  award  of  $1,000.00  (first  prize  of  $500.00; 
second  prize,  $300.00  and  third  prize,  $200.00)  for 
essays  on  the  result  of  some  clinical  or  laboratory 
research  in  Urology.  Competition  shall  be  limited 
to  urologists  who  have  been  in  such  specific  prac- 
tice not  more  than  five  years  and  to  those  in  train- 
ing to  become  urologists.  If  interested  write  Execu- 
tive Secretary,  Wm.  P.  Didusch,  1120  North  Charles 
Street,  Baltimore,  Maryland. 


Science’s  newest  developments  that  will  help  pre- 
vent sickness,  stop  pollution  of  our  food,  water  and 
air,  and  rehabilitate  our  disabled  will  be  revealed 
at  the  80th  Annual  Meeting  of  the  American  Pub- 
lic Health  Association  when  it  meets  in  Cleveland, 
Ohio,  October  20  to  24,  Di-.  Reginald  M.  Atwater, 
Executive  Secretary  of  the  Association,  announced 
today. 

The  annual  meetings  of  38  related  organizations 
will  be  held  at  the  same  time.  Headquarters  will  be 
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the  Public  Auditorium  in  Cleveland  and  some  5,000 
public  health  specialists  from  all  parts  of  the  free 
world  are  expected  to  attend. 


VA  COURSE  IN  PSYCHIATRY  AND 
NEUROLOGY 

The  Veterans  Administration  is  instituting 
a four-month  intensive  training  course  in 
psychiatry  and  neurology  to  fit  the  needs 
of  physicians  without  such  previous  training 
who  are  assigned  to  duty  in  22  predominant- 
ly psychiatric  hospitals.  Physicians  who 
have  been  engaged  in  general  practice  may 
request  this  training  upon  applying  for  a 
position  at  one  of  these  hospitals. 

The  course  will  be  held  at  the  VA  Hos- 
pitals in  Coatsville,  Pennsylvania ; Palo  Alto, 
California,  and  a joint  Downey-Hines,  Illi- 
nois, program  near  Chicago,  Illinois.  Physi- 
cians will  be  employed  at  salaries  commen- 
surate with  their  training  and  experience 
(salary  range:  $5,500  to  $11,800  per  annum) 
and  assigned  to  the  course  with  travel  and 
per  diem  for  the  four-month  period. 

Information  and  applications  may  be  ob- 
tained from  your  nearest  VA  Hospital  or  Re- 
gional Office,  or  by  writing  to  the  Chief  Med- 
ical Director,  Veterans  Administration  Cen- 
tral Office,  Washington  25,  D.C. 


News  and  Views 

From  press  dispatches: 

Creation  of  a state  board  of  health  for  Ne- 
braska was  recommended  September  4 by 
the  Legislative  Council  Committee  on  Pub- 
lic Health.  The  committee,  headed  by  Sen- 
ator 0.  H.  Person,  Wahoo,  stated  that  Ne- 
braska is  one  of  only  three  states  which  do 
not  have  such  a board.  It  asked  that  the 
1953  legislature  set  up  the  board. 

“A  board  composed  of  representatives  of 
the  principal  healing  professions  and  others 
having  a professional  interest  in  health  or 
sanitation,  together  with  some  members 
chosen  to  represent  the  general  public,  would 
be  better  equipped  to  determine  the  policies 
of  the  department  of  health  and  to  advise 
the  legislature  as  to  the  need  for  public 
health  legislation  than  would  any  single  di- 
rector, no  matter  what  his  qualifications  may 
be,”  the  committee  said. 

The  report  predicted  that  if  the  director 
were  relieved  of  his  policy-making  functions 


and  given  the  support  of  such  a board  he 
could  administer  the  state’s  public  health 
program  more  effectively.  It  added  that 
there  has  been  “no  serious  criticism”  of  the 
present  Health  Department. 

The  committee  recommended  a seven- 
member  board  composed  of  two  physicians, 
one  dentist,  one  veterinarian,  one  profes- 
sional engineer  and  two  persons  appointed  by 
the  Governor.  This  board  would  also  select 
the  state  director  of  health,  set  his  salary, 
decide  questions  of  department  organiza- 
tion and  formulate  rules. 


From  the  Detroit  Medical  News: 

TEN  WAYS  TO  RUIN  A PRACTICE 

1.  Disappearing  whenever  the  mood  strikes  us 
and  otherwise  making  ourselves  as  unavailable  as 
possible. 

2.  Making  no  pretense  about  keeping  appoint- 
ments and  keeping  patients  waiting  in  the  belief 
that  they  will  thus  appreciate  us  more. 

3.  Prescribing  by  ear  and  without  regard  to  cost, 
not  taking  the  time  to  diagnose  or  to  plan  treat- 
ment beforehand. 

4.  Being  as  impersonal  as  possible  and  brushing 
patients  off  quickly  so  they  can’t  ask  questions. 

5.  Sparing  no  one’s  feelings  in  discussing  prog- 
nosis— giving  it  to  ’em  straight  and  walking  off. 

6.  Failing  to  plan  for  patients  who  are  hospital- 
ized, and  having  no  regard  for  the  length  of  stay 
or  cost. 

7.  Labeling  the  problem  patient  a neurotic  and 
punishing  him  if  he  fails  to  respond  to  treatment. 

8.  Blowing  our  tops  often  to  impress  the  patient 
with  our  maturity. 

9.  Keeping  no  records  but  relying  solely  on  mem- 
ory. 

10.  Charging  all  the  traffic  will  bear. 

We  must  constantly  keep  before  us  these  errors 
that  invite  distrust  and  reduce  our  usefulness.  Even 
though  there  is  an  abundance  of  practice  we  cannot 
afford  to  alienate  our  public. 


The  Nebraska  Hospital  Advisory  Council 
has  approved  the  allocation  of  a quarter 
million  dollars  in  federal  monies  to  each  of 
two  building  projects.  The  council  has  ap- 
proximately $626,000  of  Hill-Burton  funds 
to  disperse  this  year,  which  includes  the 
1952  grant  of  $607,828  plus  the  money  left 
over  from  last  year. 

The  approved  applications  are: 

1.  An  additional  grant  of  $250,000  for  the 
new  psychiatric  unit  on  the  University  of  Ne- 
braska College  of  Medicine  campus. 

2.  A grant  of  $250,000  for  an  addition  to 
the  nursing  school  at  Emmanuel  Hospital 
in  Omaha. 
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From  the  Chicago  Daily  News: 

“An  article  by  its  press  relations  director  in  the 
Joumal  of  the  American  Medical  Association  urges 
its  200,000  doctor-members  to  work  more  closely 
with  the  press.  He  said  the  newspapers  could  be 
helpful  in  interpreting  the  doctors  to  the  public. 

“Perhaps  we  could  also  be  helpful  in  inteipreting 
the  public  to  the  doctors.  We  will  start  by  asking 
if  the  doctors  realize  how  much  their  patients  re- 
sent the  cavalier  way  in  which  they  often  waste 
other  people’s  time. 

“Naturally,  emergencies  will  frequently  disrupt 
the  appointment  schedule.  But  we  wonder  if  some 
do  not  book  patients  at  impossibly  fi’equent  inter- 
vals, and  then  keep  them  waiting  for  hours,  merely 
to  be  sure  that  they  themselves  never  have  to  waste 
a minute.” 


The  Associated  Press  conducted  a survey 
in  Oregon  to  determine  the  character  of  va- 
rious news  sources.  At  the  conclusion  of  the 
survey,  physicians  were  rated  the  biggest 
news  barriers.  Hospitals  were  second.  “Edi- 
tor and  Publisher’’  quoted  a participant  on  a 
television  panel  as  saying:  “The  doctor’s 
code  is  static,  rigid  and  so  hopelessly  rooted 
in  the  past  that  it’s  completely  obsolete.’’ 

(Editor’s  Note:  The  attention  of  all  physicians  is 
directed  again  to  the  article,  “Doctor,  Meet  the 
Press,”  appearing  in  the  July  19  issue  of  the  JAMA. 

Creighton  University  School  of  Medicine 
has  been  awarded  a $14,000  grant  from  the 
National  Heart  Institute  of  the  U.S.  Public 
Health  Service.  The  grant  was  made  for 
cardiovascular  research.  It  will  be  admin- 
istered by  Dr.  F.  G.  Gillick,  Dean,  and  Dr. 
Harold  N.  Neu,  head  of  the  department  of 
medicine. 

Dr.  Gillick  said  the  money  will  be  used  for 
the  purchase  of  heart  sound  recording  equip- 
ment and  to  increase  the  staff  engaged  in 
cardiovascular  teaching. 

The  following  is  extracted  from  a letter 
to  Merrill  Smith  from  Mr.  Hiram  W.  Jones, 
Executive  Secretary  of  the  American  Medi- 
cal Education  Foundation: 

“It  is  with  much  pleasure  that  I inform  you  that 
the  National  Fund  for  Medical  Education  will  make 
a Class  ‘A’  grant  to  each  of  the  seventy-nine  medi- 
cal schools  in  the  United  States,  July  31,  1952. 

“As  you  know  a Class  ‘A’  grant  amounts  to  $15,- 
000  for  each  four-year  school  and  $7,500  for  each 
two-year  school  . . . The  total  amount  to  be  dis- 
tributed will  approximate  $1,132,500.” 

The  vice  chaimian  of  the  State  Board  of 
Control,  Mr.  William  Diers,  has  proposed 


that  the  93  counties  shoulder  all  the  medical 
costs  of  the  old  age  assistance  program.  Mr, 
Diers  said  he  was  going  to  sponsor  that 
change,  adding  that  “it  could  mean  a great 
saving  to  the  taxpayers.’’  The  change  would 
have  to  be  made  by  the  legislature. 

Under  the  present  law,  the  state  carries 
75  per  cent  of  the  medical  costs;  the  counties 
25  per  cent.  Total  cost  is  running  around 
$3,000,000  annually. 

Diers  proposes  that  the  counties  be  au- 
thorized to  levy  a special  tax  to  pay  these 
medical  expenses.  He  noted  that  many 
counties  are  now  nearing,  or  have  reached, 
the  five-mill  state  constitutional  tax  ceiling, 
thus  making  it  necessary  for  a special  levy. 

His  plan,  he  said,  would  allow  each  county 
to  pay  for  its  own  medical  expenses  and  not 
for  any  others.  He  said  county  officials  are 
in  the  best  position  to  curb  medical  costs  be- 
cause they  are  closer  to  the  local  situation. 


NEW  POLICY  ON  MANAGEMENT  OF  INDIGENT 
VENEREAL  DISEASE  PATIENTS 
(Continued  from  page  329) 

relapse  following  treatment,  regardless  of  the 
amount  of  the  drug  administered,  may  be 
considered  as  inadequately  treated  or  having 
a new  infection,  and  therefore  eligible  for 
re-treatment.  In  the  case  of  a spinal  tap,  it 
is  necessary  for  the  physician  to  certify  that 
the  patient  has  not  had  a negative  spinal 
fluid  examination  since  the  date  of  the  in- 
fection. 

All  patients  treated  under  this  plan  are 
to  be  interviewed  by  a representative  of  the 
local  health  department  or  of  the  State 
Venereal  Disease  Control  Office  prior  to 
the  completion  of  treatment,  when  possible. 
This  is  necessary  for  proper  epidemiological 
investigation.  Minimum  standards  require 
interviewing  all  patients  with  primary,  sec- 
ondary or  early  latent  syphilis  and  all  male 
patients  with  gonorrhea,  for  contact  infor- 
mation. 

When  physicians  apply  to  the  State  De- 
partment of  Health  for  authorization  to  treat 
a patient  under  this  plan,  they  will  be  fur- 
nished with  suggested  treatment  schedules 
which  conform  to  currently  acceptable  prac- 
tices for  this  out-patient  method  of  treat- 
ment. 
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Know  Your 
Blue  Shield  Plan 

Doctors  are  invited  to  visit  the  Blue  Cross-Blue 
Shield  exhibit  booth  at  the  Omaha  Mid-West  Clini- 
cal Society  Assembly  at  Hotel  Paxton,  Omaha,  Octo- 
ber 27-31.  As  in  former  years,  the  Plans  will  ex- 
hibit by  invitation,  through  courtesy  of  the  Society’s 
Scientific  Exhibits  Committee. 


THE  OMAHA  MID-WEST  CLINICAL 
SOCIETY 

The  following  complete  program  of  the 
Twentieth  Annual  Assembly  of  the  Omaha 
Mid-West  Clinical  Society  is  published  for 
the  infomiation  of  readers  of  the  Journal. 

TWENTIETH  ANNUAL  ASSEMBLY 
October  27,  28,  29,  30,  31,  1952 
Hotel  Paxton  — Omaha,  Nebraska 


JULY  SUMMARY 


Blue  Cross  Blue  Shield 


Membership,  Aug.  1,  1952 236,843 

Cases  in  July 3,199 

Payments  in  July $187,102.00 

Percent  of  Income  for  Cases  85.36 


203,811 

5,221 

$149,093.00 

82.57 


Reminder:  Doctors  who  have  not  returned  their 

signed  copy  of  the  Amendment  to  the  Participating 
Physician’s  Agreement  are  ui’ged  to  do  so  soon.  The 
new  Roster  of  Participating  Physicians  will  go  to 
pi’ess  in  the  near  future.  Listed  will  be  the  names 
of  all  doctors  who  have  signified  that  they  will 
participate  on  the  basis  of  the  new  annual  income 
limits  for  seiwice  benefits — $2,400  (single)  and 
$3,200  (family). 

BENEFITS  AND  RATES  TO  INCREASE 

New  membership  agreements,  increased  benefits 
and  revised  dues  will  go  into  effect  for  all  Blue 
Cross-Blue  Shield  members  with  their  first  pay- 
ment date  on,  or  after,  November  1,  1952.  While 
the  majority  of  members  will  be  converted  to  the 
new  program  during  November,  some,  who  pay  dues 
quarterly  and  semi-annually,  will  not  be  eligible  for 
the  new  benefits  until  their  regular  payment  dates 
fall  due. 

The  revisions  in  benefits  and  dues,  approved  by 
the  Board  of  Directors  and  the  State  Department  of 
Insurance,  were  necessary  to  keep  pace  with  mem- 
bers’ increased  usage  and  requests  for  increased 
coverage.  Utilization  increased  from  140  per  thou- 
sand in  1948  to  an  all-time  high  of  185  per  thou- 
sand in  1951,  and  it  continues  to  rise.  During  the 
first  six  months  of  this  year,  more  than  91  per  cent 
of  Blue  Cross  income  was  used  for  hospital  bene- 
fits, and  more  than  85%  of  Blue  Shield  income  was 
used  for  medical,  surgical  and  obstetrical  services 
to  members. 

Blue  Cross  will  increase  the  number  of  days  of 
hospital  care  per  admission  from  30  to  90  days,  and 
Blue  Shield  will  increase  the  number  of  days  of  In- 
Hospital  medical  care  per  admission  from  70  to 
90  days.  The  Blue  Shield  allowance  for  maternity 
care  will  be  increased  to  $60.  The  annual  income 
limits  for  Blue  Shield  service  benefits  will  be  in- 
creased to  $2,400  (single)  and  $3,200  (family),  as 
accepted  by  more  than  900  Nebraska  physicians. 


— PROGRAM  — 

MONDAY  MORNING,  OCTOBER  27th 

8:30  Registration. 

10:00  Sigmoid,  Rectum  and  Anal  Canal  Endoscopic 
Views  (Motion  Picture). 

Anemia  (Motion  Picture). 

11:15  Opening  Remarks,  J.  Harry  Murphy,  Presi- 
dent. 

11:20  “Problems  of  Strictures  and  Stones  of  Com- 
mon Bile  Duct,”  Samuel  F.  Marshall,  Bos- 
ton, Mass.,  Surgeon,  Lahey  Clinic. 

12:00  “Coma,  Convulsions  and  Syncope,”  Frank  N. 

Allan,  Boston,  Mass.,  Executive  Director, 
Medical  Department,  Lahey  Clinic. 

12:40  Visit  the  Exhibits. 

1:00  Buffet  Luncheon.  Discussion,  “Hiatus  Her- 
nia— Diagnosis,  and  Treatment.”  Leader 
Samuel  F.  Marshall. 

MONDAY  AFTERNOON 

2:30  “Diabetes  in  General  Practice,”  Frank  N. 
Allan. 

3:30  “Radiotherapeutic  End  Results  in  the  Control 
of  Cancer,”  L.  Henry  Garland,  San  Fran- 
cisco, Calif.,  Clinical  Professor  of  Radi- 
ology, Stanford  University  Medical  School. 

4:30  Clinic,  “Carcinoma  of  the  Stomach — Early 
Recognition  and  Treatment,”  Samuel  F. 
Marshall. 

5:30  Visit  the  Exhibits. 

6:15  Dinner.  Discussion,  “Problems  in  the  Man- 
agement of  Diabetes.  Leader,  Frank  N. 
Allan. 

MONDAY  EVENING 

8:15  “Present  Status  of  Radiology  in  the  Diag- 
nosis of  Curable  Cancel',”  L.  Henry  Gar- 
land. 

8:45  “Regional  Ileitis,”  Samuel  F.  Marshall. 

9:15  “Pitfalls  in  the  Diagnosis  and  Ti-eatment  of 
Endocrine  Disorders,”  Frank  N.  Allan. 

TUESDAY  MORNING,  OCTOBER  28th 

8:30  “The  Diagnosis  of  Poliomyeltis.”  (Motion 
Picture). 

9:00  “The  Relationship  of  Psychiatric  Pi'oblems  to 
Everyday  Living,”  Leo  H.  Bartemeier,  De- 
troit, Mich. 

9:40  “A  Re-Evaluation  of  Gynecologic  Endocrin- 
ology,” Ralph  A.  Reis,  Chicago,  111.,  Pro- 
fessor of  Obstetrics  and  Gynecology, 
Northwestern  University  Medical  School. 
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10:20  “Roentgen  Diagnosis  of  Peptic  Ulcer,”  L. 

Henry  Garland. 

11:00  Visit  the  Exhibits. 

11:15-12:50  Panel  Discussions: 

“What’s  New  in  Pulmonary  Tuberculosis,” 
Chairman,  Max  Fleishman. 

“Pathology,”  John  R.  Schenken. 

“X-Ray,”  D.  Arnold  Dowell. 

“The  Child  with  Tuberculosis,”  J.  Harry 
Mui'phy. 

“Medical  Aspects,”  John  F.  Gardiner. 
“Surgical  Aspects,”  J.  Dewey  Bisgard. 
“Obesity,”  Chairman,  Adolph  Sachs. 

“Obesity  As  An  Obstetrical  Problem,”  J. 
Phil  Redgwick. 

“The  Obese  Child,”  Gerald  C.  O’Neil. 
“Fads  and  Facts  in  Obesity,”  Maurice  E. 
Stoner. 

“Diets  and  Treatment  of  Obesity,”  Henry 
T.  Lehnhoff. 

“Childbirth,”  Chairman,  Charles  F.  Moon. 
“The  Physician’s  Role  in  Antepartum 
Care,”  L.  S.  McGoogan. 

“Conduct  of  Labor,”  Donald  J.  Vroman. 
“Modern  Concepts  of  Analgesia,”  Harley 
E.  Anderson. 

“Choice  of  Anesthetic  at  Time  of  Deliv- 
ery,” Robert  C.  Therien. 

“Immediate  Care  of  the  Newborn,”  Paul 
N.  Morrow. 

1:00  Buffet  Luncheon.  Discussion,  “Radiation 
and  HoiTnone  Therapy  of  Metastatic  Mam- 
mary Cancer.”  Leader,  L.  Henry  Garland. 

TUESDAY  AFTERNOON  \ 

2:30  “Management  of  Pregnancy  in  the  Diabetic 
Woman,”  Ralph  A.  Reis. 

3:25  Presentation  of  Scientific  Exhibit  Awards, 
Leroy  W.  Lee,  Chairman,  Scientific  Ex- 
hibits Committee. 

3:30  “Treatment  of  the  Residuals  of  Poliomy- 
elitis,” H.  Relton  McCarroll,  St.  Louis,  Mo., 
Assistant  Professor  of  Clinical  Orthopedic 
Surgery,  Washington  University  School  of 
Medicine. 

4:30  “Psychiatric  Problems  in  Organic  Diseases,” 
Leo  H.  Bartemeier. 

5:30  Visit  the  Exhibits. 

6:15  Dinner.  Discussion’,  “Once  a Cesarean,  Al- 
ways a Cesarean?”  Leader,  Ralph  A. 
Reis. 

TUESDAY  EVENING 

8:15  “Management  of  Fractures  of  the  Shaft  of 
the  Tibia,  Exclusive  of  Compound  Frac- 
tures,” H.  Relton  McCarroll. 

8:45  “The  Attitude  of  the  Physician  and  Its  Ef- 
fect on  the  Patient,”  Leo  H.  Bartemeier. 
9:15  “Treatment  of  Prolonged  Labor,”  Ralph  A. 
Reis. 

WEDNESDAY  MORNING,  OCTOBER  29th 
8:20  “Sigmoid,  Rectum  and  Anal  Canal  Endo- 
scopic Views.”  (Motion  Picture). 

9:00  “Psychotherapeutic  Problems  in  Dermatol- 
ogy,” Francis  W.  Lynch,  St.  Paul,  Minn., 
Clinical  Professor,  Division  of  Derma- 
tology, University  of  Minnesota. 


9:40  “Treatment  of  Chronic  Ulcerative  Colitis,” 
Henry  J.  Tumen,  Philadelphia,  Pa.,  Asso- 
ciate Professor  of  Gastroenterology,  Grad- 
uate School  of  Medicine,  University  of 
Pennsylvania. 

10:20  “Interpretation  and  Treatment  of  Various 
Types  of  Soft  Tissue  Calcification,”  H.  Rel- 
ton McCarroll. 

11:00  Visit  the  Exhibits. 

11:15  - 12:50  Lectures: 

“Common  Drags  in  Ophthalmology,”  Wil- 
liam N.  Hahn. 

“Medical  Management  of  Lung  Abscesses,” 
Meyer  Beber. 

“Some  Do’s  and  Dont’s  in  Dermatology,” 
William  E.  Kelley. 

“Recent  Observations  of  Medical  Practice 
in  Sweden,”  Sven  E.  Isacson. 

“Urological  Problems  in  General  Practice,” 
William  F.  Novak. 

“The  Diagnosis  and  Management  of  Intra- 
scrotal  Masses,”  William  H.  Schmitz. 

“Esophageal  Stricture  Due  to  Corrosives,” 
Charles  J.  Shramek. 

“Early  Recognition  of  Emotional  and  Mental 
Disorders,”  Cecil  L.  Wittson. 

“Barbiturates  in  Anesthesia,”  Dorothy 
Thompson. 

“The  Control  of  Secondary  Hemorrhage  Fol- 
lowing Tonsillectomy,”  J.  Calvin  Davis. 

“Stenosing  Tenosynovitis  at  the  Wrist,”  Wer- 
ner P.  Jensen. 

“Emergency  and  Definitive  Treatment  of 
Injuries  of  the  Spine  and  Extremities,” 
Herman  F.  Johnson. 

1 :00  Buffet  Luncheon.  Discussion,  “Common  Or- 
thopedic Problems  Which  Can  Be  Managed 
in  the  Office  of  the  General  Practitioner.” 
Leader,  H.  Relton  McCarroll. 

WEDNESDAY  AFTERNOON 

2:30  Clinic,  “Differential  Diagnosis  of  Jaundice,” 
Henry  J.  Tumen. 

3:30  “Diagnosis  and  Management  of  Diverticu- 
litis,” John  McMaster  Waugh,  Rochester, 
Minn.,  Professor  of  Surgery,  Mayo  Founda- 
tion Graduate  School,  University  of  Minne- 
sota. 

4:30  “Treatment  of  the  Common  Dermatoses  in 
General  Practice,”  Francis  W.  Lynch. 

5:30  Visit  the  Exhibits. 

6:15  Dinner.  Discussion,  “Present  Day  Manage- 
ment of  Peptic  Ulcer.”  Leader,  Henry  J. 
Tumen. 

WEDNESDAY  EVENING 

8:15  “Surgical  Management  of  Peptic  Ulcer,” 
John  McMaster  Waugh. 

8:45  “Anogenital  Pruritus,”  Francis  W.  Lynch. 

9:15  “Diagnosis  of  Pancreatic  Carcinoma,”  Henry 
J.  Tumen. 

THURSDAY  MORNING,  OCTOBER  30th 

8:20  “Anemia.”  (Motion  Picture). 

9:00  “Dietary  Management  of  Certain  Diseases  in 
Children,”  Donovan  J.  McCune,  Vallejo, 
Calif.,  Staff  Member,  The  Permanente 
Hospital. 
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9:40  “Differential  Diagnosis  of  Cough,”  Louis  H. 

Clerf,  Philadelphia,  Pa.,  Professor  and 
Head  of  Department  of  Laryngology  and 
Broncho-Esophagology,  Jefferson  Medical 
College. 

10:20  “Surgical  Management  of  Pancreatic  Dis- 
ease,” John  McMaster  Waugh. 

11:00  Visit  the  Exhibits. 

11:15-12:50  Panel  Discussions: 

“Headache,”  Chairman,  John  A.  Aita. 

From  the  Standpoint  of  the— 

Otolai-yngologist,  James  J.  O’Neil. 
Ophthalmologist,  W.  Howard  Morrison. 
Internist,  Arthur  M.  Greene. 

Gynecologist,  W.  Riley  Kovar. 
Neuropsychiatrist,  Robert  S.  Wigton. 
“Rheumatic  Disease,”  Chairman,  Joseph  A. 
Henske. 

“Current  Concepts  of  Pathogenesis,  Pro- 
phylaxis and  Treatment,”  John  L.  Ged- 
goud. 

“Bacteriologic  Aspects,”  James  M.  Sever- 
ens,  Ph.D.  (by  invitation). 

“Fluoroscope  Versus  Stethescope,”  Ralph 
C.  Moore. 

“Functional  Versus  Organic  Mui-murs  by 
Cardiodynamic  Method,”  F.  Lowell 
Dunn. 

“Surgical  Indications  and  Treatments  of 
Mitral  Stenosis,”  Harry  H.  McCarthy. 
“Diseases  of  the  Thyroid  Gland  and  Their 
Management,”  Chairman,  Arthur  C.  John- 
son. 

“Physiology  of  and  Its  Relation  to  Thy- 
roid Disease,”  Chai’les  M.  Wilhelm  j. 
“Thyroiditis  and  Hypothyroidism,”  Harold 
N.  Neu. 

“Carcinoma,”  B.  Carl  Russum. 

“Surgery  of  Thyroid  Disease,”  Herbert  H. 
Davis. 

“Radioactive  Iodine,”  Howard  B.  Hunt. 
1:00  Buffet  Luncheon.  Discussion,  “Diverticulitis 
and  Pancreatic  Disease.”  Leader,  John 
McMaster  Waugh. 

THURSDAY  AFTERNOON 

2:30  “The  Esophagus  and  Its  Diseases,”  Louis  H. 
Clerf. 

3:30  The  Newer  Di-ugs  in  Acute  Infections  in  Chil- 
dren from  the  Standpoint  of  Practical  Ap- 
plication,” Donovan  J.  McCune. 

4:30  “Medicine  Has  a Business  Side,”  Mr.  Stanley 
R.  Mauck,  Columbus,  Ohio,  Executive  Sec- 
retary, Columbus  Academy  of  Medicine; 
Executive  Director,  Columbus  Bureau  of 
Medical  Economics. 

5:30  Visit  the  Exhibits. 

6:15  Dinner.  Discussion,  “Recognition  and  Treat- 
ment of  Endocrine  Disorders  in  Children.” 
Leader,  Donovan  J.  McCune. 

THURSDAY  EVENING 

OMAHA-DOUGLAS  COUNTY  MEDICAL 
SOCIETY  NIGHT 

8:15  “Significance  of  Hoarseness,”  Louis  H.  Clerf. 
8:45  “Isolation  Technics  in  Acute  Infections  Dis- 
eases in  Children,”  Donovan  J.  McCune. 


9:15  Some  Medical  Experiences  with  the  Allied 
Armed  Forces  in  the  South  Pacific — “So 
Many  Hands”  (U.S.  Navy,  Bureau  of  Med- 
icine and  Surgery  motion  picture),  Walter 
M.  Simpson,  Laguna  Beach,  Calif.,  Captain, 
Medical  Corps,  U.S.  Naval  Reseiwe,  Ret- 
ired. 

FRIDAY  MORNING,  OCTOBER  31 
8:30  “The  Diagnosis  of  Poliomyelitis.”  (Motion 
Picture). 

CHRONIC  DISEASES  — SYMPOSIUM 
AND  PANEL  DISCUSSION 
9:00  “New  Horizons  in  Cancer  Control,”  Walter 
M.  Simpson,  Laguna  Beach,  Calif.,  Captain, 
Medical  Corps,  U.S.  Naval  Reserve,  Re- 
tired. 

9:30  “Total  Management  of  the  Patient  with  Park- 
insonism,” Rene  Cailliet,  Santa  Monica, 
Calif.,  Instructor  in  Physical  Medicine, 
University  of  Southern  CJalifornia;  Staff 
Member,  Rabat  Kaiser  Institute. 

10:20  “Problems  in  Multiple  Sclerosis,”  George  A. 

Schumacher,  Burlington,  Vt.,  Professor  of 
Neurology,  University  of  Vermont  College 
of  Medicine. 

11:00  Visit  the  Exhibits. 

11:15  “The  Physiological  and  Clinical  Aspects  of 
Emphysema  in  Diagnosis  and  Treatment,” 
Burgess  L.  Gordon,  Philadelphia,  Pa., 
resident  and  Mullen  Professor  of  Medicine, 
Woman’s  Medical  College  of  Pennsylvania. 

11:55  “Rehabilitation  of  the  Hemiplegic,”  Odon  F. 

von  Werssowetz,  Nashville,  Tenn.,  Chief 
of  Physical  Medicine  and  Rehabilitation 
Service,  Thayer  Veterans  Administration 
Hospital;  Professor  of  Physical  Medicine, 
Meharry  Medical  College. 

12:35  Open  Discussion,  Questions  and  Answers. 
1:00  Adjourn. 


The  Woman's  Auxiliary 

ME?  VOTE? 

People  on  whom  I do  not  bother  to  dote 
Are  people  who  do  not  bother  to  vote. 
Heaven  forbid  that  they  should  ever 
be  exempt 

From  contumely,  obloquy,  and  various 
kinds  of  contempt. 

They  have  such  refined  and  delicate  palates 
That  they  can  discover  no  one  worthy 
of  their  ballots. 

And  then  when  someone  terrible  gets  elected 
They  say,  There,  that’s  just  what  I expected ! 

The  above  lines,  taken  from  “Election  Day 
Is  A Holiday”  by  Ogden  Nash  point  up  a 
situation  far  too  prevalent  in  these  United 
States  today.  When  nearly  fifty  per  cent 
of  the  eligible  voters  fail  to  go  to  the  polls, 
as  they  did  in  1948,  it  is  time  for  alert  citi- 
zens to  make  a strenuous  effort  to  do  some- 
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thing  about  it.  This  fifty  per  cent  probably 
includes  someone  that  you  and  I know.  Per- 
haps we  are  the  guilty  ones  ourselves.  Can 
we  do  something  about  it? 

The  Nebraska  State  Medical  Society  has 
asked  us  to  do  something  about  it.  It  shall 
be  the  goal  of  the  Auxiliary  to  see  that 
every  eligible  voter  in  every  member’s  fam- 
ily and  every  eligible  voter  in  her  husband’s 
office  gets  to  the  polls  on  November  4. 

In  communities  of  7,000  or  more  population 
it  is  necessary  for  citizens  to  register  before 
October  25  in  order  to  be  .eligible  to  vote  at 
the  general  election.  Therefore  our  cam- 
paign will  be  carried  on  in  two  parts.  Your 
Legislation  Chairman  will  need  your  cooper- 
ation to  make  this  project  a success.  You  as 
an  individual  can  help  in  the  nationwide  ef- 
fort to  get  out  the  vote.  See  that  your  fam- 
ily and  friends  are  ready  when  November  4 
arrives. 

PROTECT  YOUR  FREEDOM  . . . VOTE ! 

MIRIAM  GARLINGHOUSE, 
President  Woman’s  Auxiliary  to 
Nebraska  State  Medical  Associate' n. 


The  fall  board  meeting  of  the  State  Medi- 
cal Auxiliary  was  held  at  the  Cornhusker 
Hotel  on  Friday,  September  26th.  Plans  for 
the  coming  year  were  discussed. 


On  September  23rd,  the  Buffalo  County 
Auxiliary  had  a joint  dinner  meeting  with 
the  doctors  of  Buffalo  County  at  the  Fort 
Kearney  Hotel.  Following  dinner,  the  aux- 
iliary had  their  business  meeting  with  the 
state  president,  Mrs.  R.  E.  Garlinghouse  as 
guest  speaker. 


The  Lancaster  County  Medical  Auxiliary 
will  meet  on  Monday,  October  6th.  Mrs.  R. 
E.  Garlinghouse,  state  president,  will  speak 
and  Mrs.  George  W.  Covey  will  report  on 
the  National  Convention  of  the  Auxiliary  to 
the  American  Medical  Association. 

4 

The  Douglas  County  Auxiliary  will  open 
its  1952-53  season  with  a membership  tea  on 
Tuesday,  October  14th. 


Word  has  been  received  that  Mrs.  Glenn 
D.  ’’‘'^hitcomb  of  Omaha,  a Past  President  of 
the  Nebraska  Woman’s  Auxiliary,  has  been 
appointed  regional  chaiiTnan  of  a Nurse  Re- 
crui^-ment  Committee.  This  is  a committee 
on  the  national  level,  and  the  region  included 
is  a group  of  twelve  mid-western  states. 


Nebraska  State  Department 
Of  Health 

THE  SYNTHETIC  ORGANIC 
INSECTICIDES 

Within  the  last  ten  years  an  entirely  new 
group  of  chemical  compounds  has  been 
found  to  be  of  insecticidal  value.  Previous 
to  World  War  II,  all  of  our  insecticides  were 
either  inorganic  compounds  or  plant  deriva- 
tives. Today,  in  industry,  there  is  a demand 
for  new  and  more  deadly  synthetic  organic 
insecticides.  These  new  insecticides  fall  in- 
to two  groups  of  organic  compounds,  the 
halogenated  compounds  and  the  organic  phos- 
phorus compounds. 

HALOGENATED  COMPOUNDS 

DDT.  This  compound,  2,  2,  bis-(p-Chloro- 
phenyl)-!,  1,  1,  trichloroethane  was  the  first 
of  the  synthetic  organic  insecticides  to  be 
discovered  and  it  is  still  the  most  widely 
used  of  all  the  new  insecticides.  Although 
the  compounds  was  first  reported  in  1874,  its 
insecticidal  properties  were  not  recognized 
until  1939. 

DDT  is  available  in  several  types  of  for- 
mulations : as  emulsif iable  concentrates  of  35 
per  cent  or  less,  as  wettable  powders  of  25 
per  cent  or  more,  and  as  solutions,  emulsions, 
and  dusts  of  various  concentrations.  In 
residual  spray  operations  emulsions  and  wet- 
table  powder  suspensions  of  5 per  cent  DDT 
are  commonly  used.  Most  common  house- 
hold insecticide  sprays  consist  of  a 5 per  cent 
solution  of  DDT  in  non-odorous  kerosene. 

Because  of  its  very  wide  use,  DDT  poison- 
ing is  more  likely  to  be  encountered  than 
poisoning  by  any  of  the  other  synthetic  or- 
ganic compounds.  The  exact  physiological 
action  of  DDT  has  not  yet  been  fully  deter- 
mined, but  it  has  been  established  that  DDT 
acts  on  the  central  nervous  system  and  that 
certain  of  its  degradation  products  are 
stored  in  fatty  tissue.  The  symptoms  of 
persons  who  ingest  large  quainities  of  DDT 
are  vomiting,  numbness,  partial  paralysis  of 
the  extremities,  mild  convulsions,  loss  of  pro- 
prioception, vibratory  sensation  of  the  ex- 
tremities and  hyperactive  knee  jerk  reflexes. 
In  man,  the  emetic  action  of  the  compound 
serves  as  a protective  mechanism  against 
its  action.  Signs  and  symptoms  of  chronic 
poisoning  in  man  are  unknown.  In  experi- 
mental animals,  liver  and  kidney  disfunctions 
have  been  found  to  result  from  prolonged  in- 
gestion or  exposure  to  DDT. 
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To  date,  no  satisfactory  antidote  against 
this  compound  has  been  found.  In  general, 
the  following  steps  should  be  taken  to  allevi- 
ate its  poisonous  qualities.  First,  attention 
should  be  given  to  the  removal  of  poison 
which  has  been  taken  internally;  laxatives 
may  be  used,  but  oil  laxatives  must  be  avoid- 
ed for  they  promote  the  absorption  of  DDT. 
Some  antidotes  have  been  used  on  experi- 
mental animals,  but  it  is  not  always  easy  to 
draw  conclusions  regarding  human  treatment 
from  such  experiments.  The  following  drugs 
have  been  found  to  have  some  value  as  DDT 
antidotes:  Phenobarbital,  pentabarpital,  par- 
aldehyde, urethane,  and  calcium  gluconate. 

The  fatal  dosage  of  DDT  for  man  is  not 
known,  but  a dose  of  20  grams  has  proved 
highly  dangerous.  Experimental  ingestion 
of  1.5  grams  resulted  in  great  discomfort, 
but  recovery  was  complete  the  next  day.  Lit- 
tle is  known  regarding  the  maximum  allow- 
able concentration  for  continued  exposure  to 
DDT. 

Methoxychlor,  1,  1,  l-trichloro-2,  2-bis 
(p-Methoxyphenyl)  ethane,  has  physical  and 
chemical  properties  similar  to  DDT.  Its  tox- 
icity to  insects  is  approximately  the  same  as 
DDT,  but  it  is  only  about  1/24  as  toxic  to 
warm  blooded  animals.  It  is  one  of  the  saf- 
est insecticides  to  use  on  livestock  and  espe- 
cially lactating  animals.  Because  of  its  low 
toxicity,  methoxychlor  is  a good  replacement 
for  DDT. 

Methoxychlor  is  available,  as  a 50  per  cent 
wettable  powder,  as  a dust,  and  as  a 25  per 
cent  emulsion.  It  is  used  in  the  same  concen- 
tration as  DDT. 

Benzene  hexachloride  (BHC)  is  another 
compound  that  has  long  been  known,  having 
first  been  synthesized  by  Faraday  in  1825, 
but  whose  insecticidal  value  was  not  discov- 
ered until  1942. 

BHC  is  widely  used  in  agriculture,  but  is 
not  used  for  household  preparations  due  to 
its  pronounced  musty  odor,  which  is  ex- 
tremely persistent. 

Agricultural  grade  BHC  is  composed  of 
sixteen  isomers,  but  only  the  gamma  isomer 
is  appreciably  toxic  to  insects.  The  disagree- 
able odor  of  agricultural  BHC  formulations 
can  be  avoided  by  the  use  of  the  highly  puri- 
fied gamma  isomer  which  is  sold  under  the 
name  of  lindane. 

BHC  and  lindane  are  more  poisonous  to 
warm-blooded  animals  in  a single  equal  dose 


than  is  DDT.  Fortunately  they  do  not  ac- 
cumulate in  body  tissues  and  from  that  view 
point  are  comparatively  safe.  The  dangerous 
acute  dose  of  BHC,  containing  15  per  cent 
gamma  isomer  has  been  estimated  at  about 
30  grams  and  for  lindane,  at  7-15  grams. 
Nothing  is  known  regarding  the  maximum 
allowable  concentration  for  continued  expo- 
sure in  man. 

The  symptoms  and  the  pathology  are  quite 
similar  to  that  seen  in  DDT  poisoning.  The 
treatment  is  the  same  as  that  for  DDT. 

Chlordane,  1,  2,  4,  5,  6,  7,  8,  8-Octachloro- 
3a,  4,  7,  7a-tetrahydro-4,  7 methanoindane 
is  highly  toxic  to  many  species  of  insects. 
It  is  widely  used  in  agriculture  and  is  used 
for  fly  and  mosquito  control.  It  is  available 
in  many  different  types  of  formulations, 
either  alone  or  in  combination  with  other  in- 
secticides. 

Chlordane,  like  DDT  is  a central  nervous 
system  stimulant  and  its  exact  mode  of  ac- 
tion is  unknown.  The  fatal  dose  for  man  is 
unknown.  Several  deaths  have  been  reported 
from  this  compound.  Since  chlordane  is 
readily  absorbed  through  the  skin  as  well  as 
through  other  portals,  great  care  must  be 
taken  with  this  compound.  Symptoms  are 
convulsions  and  respiratory  failure,  which 
develop  rapidly,  but  are  of  longer  duration 
than  with  DDT.  Death  often  is  delayed  sev- 
eral days  depending  on  the  dosage  and  route 
of  administration. 

The  treatment  for  chlordane  poisoning  is 
similar  to  that  of  DDT.  Removal  of  the  poi- 
son from  the  skin  or  alimentary  tract  is  of 
prime  importance.  Oil  laxatives  must  be 
avoided. 

Aldrin,  1,  2,  3,  4,  10,  10-Hexachloro-l,  4, 
4a,  5,  8,  8a,  hexahydro-1,  4,  5,  8-dimethano- 
naphthalene  is  one  of  the  newer  synthetic  in- 
secticides. To  date,  its  use  has  been  limited, 
but  it  is  becoming  more  important  as  a spray 
or  dust  against  a variety  of  agricultural  and 
household  pests.  It  is  a volatile  compound 
and  does  not  have  the  long-lasting  residual 
effect  of  DDT. 

Preliminary  investigations  regarding  the 
toxicity  of  aldrin  indicate  that  it  is  more 
toxic  to  warm  blooded  animals  than  DDT. 
Extreme  caution  should  be  used  in  handling 
this  compound. 

Dieldrin,  1,  2,  3,  4,  10,  lO-Hexachloro-6, 
7,-epoxy-l,  4,  4a,  5,  6,  7,  8,  8a-octahydro-l, 
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4,  5,  6-diamethanonaphthalene  is  very  sim- 
ilar to  aldrin  chemically,  but  is  a more  stable 
compound.  Its  residual  effects  are  more  per- 
sistent than  DDT,  so  that  it  cannot  be  used 
on  the  edible  portions  of  field  crops.  Al- 
though this  compound  has  been  available  for 
only  a short  period  of  time,  it  shows  good 
promise  of  becoming  an  important  agricul- 
tural insecticide. 

Dieldrin  acts  as  a central  nervous  system 
stimulant,  but  its  mode  of  action,  dangerous 
acute  dosage,  signs  and  symptoms  for  man 
are  all  unknown  at  the  present  time.  Ex- 
periments conducted  on  rats  indicate  that  its 
acute  toxicitv  is  about  five  times  that  of 
DDT. 

The  treatment  for  suspected  cases  of  diel- 
drin poisoning  should  be  the  same  as  for 
DDT  poisoning.  Experiments  with  dogs  and 
monkeys  indicate  that  phenobarbital  offers 
promise  as  an  antidote. 

Toxaphene,  chlorinated  camphene,  is  a 
compound  used  for  the  control  of  grasshop- 
pers and  for  insects  affecting  livestock.  It  is 
available  in  many  different  formulations, 
dusts,  wettable  powders,  emulsifiable  concen- 
trates, and  in  oil  solutions.  Toxic  and  some- 
times lethal  amounts  of  toxaphene  can  enter 
the  body  through  the  mouth,  lungs  and  skin. 
Absorption  of  the  insecticide  is  greatly  in- 
creased by  the  presence  of  oils. 

The  lethal  oral  dose  for  man  has  been  esti- 
mated to  be  from  2 to  7 grams.  In  other 
words,  it  is  about  four  times  as  toxic  as 
DDT.  Toxaphene  poisoning  resembles  cam- 
phor poisoning  and  the  symptoms  and  mode 
of  action  are  similar.  The  treatment  for 
toxaphene  poisoning  is  similar  to  DDT  treat- 
ment. 

ORGANIC  PHOSPHORUS  COMPOUNDS 

During  World  War  II,  an  insecticide  known 
as  “Bladen”  was  produced  in  Germany. 
From  this  organic  phosphorus  compound  sev- 
eral highly  toxic  insecticides  have  been  de- 
veloped. These  compounds  are  highly  toxic 
to  both  insects  and  man ; thus  limiting  them 
from  consideration  in  many  types  of  insect 
control  programs. 

Tetraethyl  pyrophosphate  (TEPP)  is  a 
compound  which  is  being  used  as  a substitute 
for  nicotine  in  the  control  of  aphids  and 
mites.  Because  it  is  very  toxic  to  man,  it  is 
not  used  in  the  control  of  insects  of  public 
health  importance. 


Great  care  must  be  used  in  dealing  with 
tetraethyl  pyrophosphates  as  it  is  readily  ab- 
sorbed through  all  portals  of  entry  into  the 
body.  The  physiological  action  consists  of  an 
irreversible  inhibition  of  cholinesterase  and 
the  consequent  accumulation  of  large 
amounts  of  acetylcholine. 

Several  fatal  accidents  involving  tetra^ 
ethyl  pyrophosphate  have  been  reported 
in  agricultural  workers  and  in  airplane  pilots 
who  were  making  agricultural  applications  of 
the  insecticide.  Very  small  doses  (25  mg.) 
can  produce  severe  symptoms  in  man  and 
it  has  been  assumed  that  100  mg.  would 
cause  death.  Because  of  its  physiological  ac- 
tion, small  doses  at  frequent  intervals  are 
largely  additive. 

The  symptoms  of  tetraethyl  pyrophos- 
phate poisoning  in  man  are:  Headache,  gid- 
diness, blurred  vision,  weakness,  nausea, 
cramps,  diarrhea,  discomfort  in  the  chest, 
sweating,  miosis,  salivation,  pulmonary  ede- 
ma, cyanosis,  convulsions,  papilledema  and 
coma. 

The  following  treatment  has  been  used  suc- 
cessfully to  treat  tetraethyl  pyrophosphate 
poisoning.  If  the  symptoms  appear,  keep  the 
patient  fully  atropinized.  Give  1 to  2 mg. 
every  hour  up  to  10  to  20  mg.  in  a day  par- 
ticularly for  the  control  of  respiratory  symp- 
toms. Never  give  morphine,  theophylline, 
or  theophylline-ethylenediamine.  It  is  very 
important  that  the  patient  be  quickly  decon- 
taminated. He  should  be  thoroughly  bathed 
with  soap  and  water. 

If  there  is  any  suspicion  that  tetraethyl 
pyrophosphate  has  been  ingested,  induce 
vomiting. 

Watch  the  patient  constantly  for  the  need 
of  artificial  respiration  may  appear  quickly. 
The  acute  emergency  lasts  24  to  48  hours 
and  the  patient  must  be  watched  continuous- 
ly during  that  time. 

Parthion  (Diethyl-p-nitrophenyl  thiophos- 
phate)  is  another  organic  phosphorus  com- 
pound used  to  control  various  agricultural  in- 
sect pests. 

Its  physiological  action  on  man  is  like  that 
of  tetraethyl  pyrophosphate.  The  symptoms 
and  treatment  are  the  same  as  for  tetraethyl 
pyrophosphate  poisoning  in  man. 

SUMMARY 

Of  the  new  organic  insecticides,  the  halo- 
genated  compounds  are  the  safer  to  use  and 
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can  be  used  to  control  insects  affecting  man. 
The  organic  phosphorus  compounds  are  ex- 
tremely toxic  to  man  and  should  not  be  used 
to  control  insects  affecting  man. 
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Human  Interest  Tales 

Communications  bearing:  human  appeal  are  solicited. 

They  should  be  addressed  to  The  Editor.  Nebraska  State 

Medical  Journal,  1315  Sharp  Bldg:.,  Lincoln. 

Dr.  Francis  Vesely,  Lewellen,  vacationed  in  Min- 
nesota this  August. 

Dr.  L.  H.  Sixta,  long  time  practitioner  in  Schuyler, 
has  moved  to  Columbus. 

Dr.  E.  J.  Kirk,  Omaha,  has  been  elected  President 
of  the  Omaha  Optimists  Club. 

Dr.  P.  J.  Hennsen,  formerly  of  Iowa,  has  estab- 
lished his  practice  at  Harvard. 

Dr.  and  Mrs.  V.  S.  Lynn  and  family,  of  Ord,  spent 
an  August  vacation  in  Colorado. 

Dr.  Hobart  E.  Wallace,  Lincoln,  has  moved  into 
new  quarters,  1326  Shai-p  Building. 

Dr.  James  D.  Bell,  York,  is  now  stationed  at  the 
Great  Lakes  Navy  Base  in  Chicago. 

Dr.  John  Thomas,  Omaha,  spoke  to  the  Dundee 
Kiwanis  Club  in  early  August  on  polio. 

Dr.  L.  C.  Steffens  has  established  his  practice  in 
Kearney  with  the  Kearney  Clinic  Group. 

Dr.  C.  E.  Wiltse,  Shelton,  attended  a medical  con- 
vention in  Loveland,  Colorado,  in  August. 

Dr.  E.  A.  Watson,  Lexington,  has  been  inducted 
into  the  Navy  for  a tour  of  24  months  duty. 

Dr.  H.  S.  Eklund,  Osceola,  took  a two-week  fish- 
ing trip  in  Canada  during  the  middle  of  August. 

Dr.  M.  E.  Markley,  Noith  Loup,  spoke  to  the  local 
Rural  Youth  Group  July  14  on  first  aid  measures. 

Dr.  Allan  G.  Gilloon,  formerly  of  Omaha,  is  now 
associated  with  Dr.  Donald  Watson  in  Grand  Island. 

Dr.  James  H.  Dunlap,  Norfolk,  has  been  inducted 
into  the  Navy.  He  reported  to  Quantico,  Va.,  Sept. 
15. 

Dr.  R.  J.  Lynn,  Ord,  was  badly  injured  in  an  auto 
accident,  September  2,  on  Highway  11  near  Cotes- 
field. 

Drs.  W.  C.  and  M.  S.  Mclntire  of  Grant,  left  there 
in  early  August  to  begin  residency  training  in  St. 
Louis. 

Dr.  John  R.  Harger,  St.  Edward,  was  recently  the 
subject  of  a biographical  sketch  in  the  local  news- 
paper. 


Dr.  G.  H.  Gilmore,  who  practiced  medicine  many 
years  at  Plattsmouth,  recently  celebrated  his  86th 
birthday. 

Dr.  A.  P.  Synhorst,  Grand  Island,  who  retired 
two  years  ago  because  of  illness,  has  returned  to 
piactice. 

Dr.  Harvey  Hertz,  Trenton,  received  word  in  Au- 
gust that  he  would  be  called  to  seiwice  about  Sep- 
tember 30. 

Dr.  Nyles  Moss,  a University  of  Nebraska  Col- 
lege of  Medicine  graduate,  has  established  his  prac- 
tice in  Ai’cadia. 

Dr.  Fay  Smith,  Imperial,  has  been  reappointed  by 
Governor  Val  Peterson  to  the  Nebraska  Hospital 
Advisory  Council. 

Dr.  George  and  Dr.  Richard  DeMay,  Grand  Island, 
have  moved  into  their  new  office  building  at  7th 
and  Eddy  Streets. 

Dr.  Blaine  P.  Carey,  Norfolk,  was  married  Sep- 
tember 6 in  Nebraska  City  to  the  foivner  Miss  Cor- 
rine  Brissey,  Aubum. 

Dr.  John  Baker,  a graduate  of  the  University  of 
Nebraska  College  of  Medicine,  has  located  in  Hot 
Springs,  South  Dakota. 

Dr.  C.  A.  Rydberg,  Litchfield,  recently  gave  his 
community  a resuscitator.  The  doctor  has  practiced 
in  Litchfield  for  48  years. 

Dr.  W.  A.  Cassidy,  Omaha,  was  married  August 
23  in  New  York  City  to  the  former  Mrs.  Katherine 
Carter  Clarke  of  Dallas,  Texas. 

The  new  associate  of  Dr.  A.  W.  Anderson,  West 
Point,  is  Dr.  Jack  H.  Bankead,  a graduate  of  Creigh- 
ton University  School  of  Medicine. 

Dr.  Warren  E.  Richard,  formerly  of  Denver,  is 
the  new  head  of  the  department  of  radiology  at 
Mary  Fanning  Hospital  in  Hastings. 

Dr.  D.  W.  Kingsley,  Hastings,  spoke  on  “Atomic 
Energy”  before  members  of  the  Adams  County  Medi- 
cal Society  and  Auxiliary,  September  3. 

Dr.  and  Mrs.  Charles  S.  Moon,  Omaha,  returned 
the  early  part  of  September  from  a vacation  trip 
in  the  northwestern  part  of  the  country. 

Dr.  S.  A.  Swenson,  Jr.,  Omaha,  recently  was  guest 
speaker  at  a meeting  of  the  Buffalo  County  Medi- 
cal Society.  His  topic  was  “Amputations.” 

Dr.  John  Allen  former  Omaha  physician,  and  for 
the  last  few  years  associated  with  the  State  Tuber- 
culosis Hospital  in  Kearney,  retired  July  1. 

Dr.  B.  N.  Greenberg  of  York  was  nominated  at 
the  primaiy  election  and  is  a candidate  for  the  of- 
fice of  Regent  of  the  University  of  Nebraska. 

Dr.  Robert  D.  Jones,  graduate  of  the  University 
of  Nebraska  College  of  Medicine,  has  begun  a resi- 
dency at  the  Nebraska  Psychiatric  Unit  in  Omaha. 

Dr.  William  Glenn  and  Dr.  Guy  H.  Crook  began 
practice  August  1 in  Falls  City.  They  occupy  the 
foimer  offices  of  Dr.  C.  L.  Hustead  who  has  retired. 

Dr.  James  E.  Ramsay,  formerly  of  Stuart,  has 
announced  that  he  will  begin  practice  in  Atkinson 
as  soon  as  office  space  and  living  quarters  can  be 
found. 
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Dr.  Harold  Bruskewitz,  a graduate  of  the  Mar- 
euette  University  School  of  Medicine,  is  now  asso- 
ciated with  Dr.  E.  E.  Angle  and  L.  F.  Pfiefer  in 
Idncoln. 

Dr.  Rex  Wilson,  formerly  of  Burke,  South  Dako- 
ta, has  opened  an  office  in  O’Neill.  He  is  a native 
of  Pern  and  was  graduated  from  the  Peru  State 
Teachers  College. 

Dr.  C.  L.  Hustead,  Falls  City,  was  the  guest  of 
honor  at  a reception,  August  5,  at  the  local  counti’y 
club.  Dr.  Hustead  was  honored  on  his  retirement 
after  40  years  of  practice. 

Dr.  J.  E.  M.  Thomson,  Lincoln,  will  present  sev- 
eral papers  at  the  30th  annual  Fall  Clinical  Confer- 
ence of  the  Kansas  City  Medical  Society,  October 
6-9,  in  Kansas  City,  Missouri. 

Dr.  Earl  Rogers,  Lincoln,  Acting  Director,  State 
Department  of  Health,  has  been  appointed  by  Gov- 
emor  Val  Peterson  to  a three-year  term  on  the 
Grade  A Milk  Advisoiy  Board. 

A letter  from  Doctor  Harold  C.  Lueth,  foiTner 
Dean  of  our  College  of  Medicine,  states,  “I  would 
like  to  continue  my  subscription  to  the  journal  and 
read  the  articles  and  news  as  published.” 

Dr.  Willis  H.  Taylor,  Jr.,  Omaha,  has  been  dis- 
charged from  the  Navy  and  has  again  begun  pri- 
vate practice.  He  was  a lieutenant  commander  and 
had  spent  two  years  in  the  Hawaiian  Islands. 

Di\  and  Mrs.  K.  S.  J.  Hohlen,  Lincoln,  returned 
rhe  latter  part  of  August  from  a month’s  vacation 
at  their  cabin,  which  is  located  on  an  island  in  the 
Lake  of  the  Woods.  It  is  called  “Hohlens’  Haven.” 

The  1952  officers  of  the  Nebraska  Timdeau  So- 
ciety are  Di’.  William  Nutzman,  President,  Kear- 
ney; Dr.  Herbei't  B.  Kennedy,  Vice  President,  Oma- 
ha, and  Dr.  Stanley  Potter,  Secretary-Treasurer, 
Omaha. 

Dr.  George  Salter,  Norfolk,  has  been  elected  Presi- 
dent of  the  Elkhorn  Valley  Medical  Society.  Dr.  H. 
S.  Tennant,  Stanton,  is  the  new  Vice  President, 
and  Dr.  E.  L.  Brush,  Norfolk,  was  re-elected  Sec- 
retaiy-Treasurer. 

Dr.  Stuart  Campbell,  Scottsbluff,  addressed  a 
Poliomyelitis  Conference  for  nurses  in  Scottsbluff 
on  August  28.  He  demonstrated  later  type  breath- 
ing aids  and  discussed  medical  and  nursing  care 
for  polio  patients. 

Dr.  and  Mrs.  J.  Perry  Tollman,  Omaha,  were 
honored  at  a dinner,  September  7,  sponsored  by  the 
University  of  Nebraska  College  of  Medicine  Alumni 
Association.  Dr.  Tollman  is  the  new  Dean  of  the 
College  of  Medicine. 

Dr.  and  Mrs.  R.  R.  Brady,  Ainsworth,  were  in- 
volved in  an  auto  accident  in  Denver  during  the 
early  part  of  August.  Mrs.  Brady  received  a brok- 
en collar  bone.  Dr.  Brady  was  unhurt.  A son,  John, 
received  minor  injuries. 

Dr.  Rufus  A.  Lyman,  Lincoln,  Dean  Emeritus  of 
University  of  Nebraska  College  of  Pharmacy,  was 
named  Honorary  President  of  the  American  Phar- 
maceutical Association  at  its  annual  meeting  in 
Philadelphia,  August  18. 

Dr.  K.  J.  Kenney,  who  recently  established  his 
practice  in  Fairbuiy,  announced  that  he  will  maintain 


office  hours  in  Daykin  two  days  each  week,  Wed- 
nesdays and  Thursdays.  He  is  using  the  office  of 
the  late  Dr.  H.  H.  Humphrey. 

Six  Omaha  physicians  have  been  named  to  the 
faculty  of  the  Creighton  University  School  of  Medi- 
cine. They  are:  Drs.  Jerome  E.  Bleicher,  Francis 
D.  Donahue,  H.  J.  Herbert,  Edmund  Burke,  Wil- 
liam Thoman  and  Fred  S.  Fricke. 

Dr.  Howard  L.  Pening,  a graduate  of  the  Univer- 
sity of  Nebraska  College  of  Medicine,  attended  the 
13th  British  Congress  of  Obstetrics  and  Gynecology 
in  Leeds,  England,  this  summer.  Dr.  Pening  is  now 
practicing  in  Springfield,  Illinois. 

Dr.  Clifford  Veryl  Morgan,  gi’aduate  of  the  Uni- 
versity of  Nebraska  College  of  Medicine,  has  been 
appointed  Inspector  General  in  the  office  of  the 
Army  Surgeon  General.  Colonel  Morgan  has  been 
in  the  Army  medical  corps  for  25  years. 

Dr.  Harold  S.  Morgan,  Lincoln,  and  family  re- 
tuiTied  in  late  July  from  a vacation  trip  to  New 
England,  Gaspe  Penninsula  and  several  of  the  Can- 
adian provinces.  The  trip  was  actually  a high 
school  graduation  present  for  his  daughter. 

Two  Omaha  physicians.  Dr.  Cecil  L.  Wittson  and 
Dr.  Floyd  Ring,  spoke  to  members  of  the  Scotts 
Bluff  County  Medical  Society,  September  9.  Dr. 
Wittson,  Director  of  the  Omaha  Psychiatric  Unit, 
discussed  psychiatric  clinics.  Dr.  Ring  spoke  on 
“Treatment  of  Physical  Symptoms  Caused  by  Emo- 
tions.” 

Dr.  Harold  S.  Moi-gan,  Lincoln,  President  of  the 
Lancaster  County  Medical  Society,  appointed  a lo- 
cal Polio  Coordinating  Committee  in  August.  Mem- 
bers of  the  committee  are:  Drs.  E.  W.  Hancock, 
Chairman;  John  Brown,  Floyd  Rogers,  Robert 
Stein,  John  McGreer,  Jr.,  Geo.  W.  Covey,  and  How- 
ard Mitchell,  all  of  Lincoln. 

Dr.  George  W.  “Bill”  Ainlay,  Jr.,  formerly  of 
Fairbury  and  a graduate  of  the  University  of  Ne- 
braska College  of  Medicine,  recently  found  his  name 
in  the  headlines  of  Southern  California  newspapers. 
Dr.  Ainlay,  while  on  maneuvers  with  an  Army  re- 
serve unit,  flew  250  miles  to  attend  a delivery.  The 
expectant  father  flew  from  Hawaii.  Both  arrived 
in  time. 

Eight  members  from  the  Creighton  University 
School  of  Medicine  staff  attended  the  American 
Physiological  Society  meeting  in  New  Orleans  the 
first  week  in  Septembr.  They  were:  Dr.  Victor  E. 
Levine,  Dr.  Jeno  Kramar,  Dr.  Carl  H.  Struck,  Dr. 
Charles  M.  Wilhelmj,  Dr.  Harry  H.  McCarthy,  Dr. 
Edward  B.  Waldman,  Dr.  Nicholas  Dietz,  Jr.,  and  Dr. 
John  Ferguson. 

A graduate  and  former  faculty  member  of  Creigh- 
ton University  School  of  Medicine,  Dr.  Clarence  M. 
Hyland,  died  in  Apple  Valley,  California,  August  29. 
Death  was  attributed  to  a heart  attack.  In  1928, 
after  leaving  Nebraska,  Dr.  Hyland  organized  a 
Department  of  Laboratories  and  Pathology  at  the 
Children’s  Hospital  in  Los  Angeles.  He  later  estab- 
lished the  Hyland  Laboratoiy  in  Los  Angeles  and 
was  the  first  man  to  put  dried  blood  plasma  on  a 
commercial  basis.  While  at  Creighton  he  w’as  an 
associate  professor  of  bacteriology.  He  also  prac- 
ticed at  Palmer,  Nebraska,  at  about  the  time  of 
the  first  World  War. 
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Deaths 

L.  D.  Meese,  iM.D.  Doctoi-  Meese  of  Sutton,  Ne- 
braska, died  of  anterior  poliomyelitis  on  August  23, 
1952.  Doctor  Meese  was  twenty-nine  years  old  at 
the  time  of  his  death. 


Olga  Stastny,  M.D.  Doctor  Stastny  died  in  Oma- 
ha at  the  age  of  seventy-three.  She  had  retired 
from  active  teaching  and  practice  five  years  ago. 
She  is  survived  by  a daughter,  two  grandsons  and 
seven  brothers  and  sisters. 


Frank  W.  Plehn,  M.D.  Doctor  Plehn,  a pioneer 
doctor  of  Scottsbluff,  died  in  Westmoreland,  N.Y., 
at  the  age  of  eighty-seven,  on  August  24th,  1952. 
He  is  suiwived  by  his  wife,  Elipha. 


Joseph  A.  Hodam,  M.D.  Doctor  Hodam,  a re- 
tired physician  of  Filley,  died  on  July  20,  1952,  at 
a Beatrice  hospital.  He  was  seventy-nine  years  old 
and  had  practiced  in  Lincoln,  Excelsior  Springs,  Mo., 
and  in  Filley.  He  is  suiwived  by  his  wife,  Jessie, 
a daughter,  a son,  and  two  sisters,  besides  a num- 
ber of  nieces  and  nephews. 


Edward  R.  Hays,  M.D.  Doctor  Hays,  fonnerly  a 
practitioner  of  Falls  City,  died  at  St.  Louis  on  Sep- 
tember 8.  He  was  sixty-seven  years  old  at  the 
time  of  his  death.  He  had  been  retired  from  medi- 
cal practice  for  several  years  and  associated  with 
a business  firm  in  Syracuse,  N.Y.  The  doctor  is  sur- 
vived by  his  wife,  Lillian,  a sister  and  several  nieces 
and  nephews. 


Tuberculosis  Abstracts 

INTERNATIONAL  HEALTH 

Piogress  in  the  speed  of  travel  and  communica- 
tion emphasizes  the  lesson  of  one  world,  but  two 
widely  contrasting  worlds  continue  to  exist  side 
by  side:  the  world  of  good  health,  long  life,  and 
high  standards  of  living,  and  the  other  world  of 
disease,  hunger,  and  premature  death.  We  who 
live  in  the  healthy  and  prosperous  world  are  out- 
numbered about  three  to  one  by  those  who  do  not 
happen  to  be  so  fortunate,  and  the  disparity  is 
growing.  It  would  be  folly  to  imagine  that  two 
such  different  worlds  can  continue  to  exist  side 
by  side  in  peace,  for  you  cannot  expect  the  peoples 
of  the  other  world  to  be  content  to  remain  forever 
in  the  misery  to  which  they  have  been  condemned 
by  the  accident  of  being  born  in  the  wrong  country. 

Two  courses  are  open  to  us.  We  may  decide  to 
isolate  ourselves  from  the  other  world  and  arm  to 
the  teeth  to  defend  our  homes  and  our  goods.  We 
know  by  dearly  bought  experience  that  isolation 
is  no  longer  possible,  while  histoi-y  teaches  that  the 
armaments  race  leads  inevitably  to  widespread  war 
and  that  world  wars  reduce  victors  and  vanquished 
alike  to  misery  and  ruin.  Or  we  can  resolve  to 
assist  the  people  of  the  other  world  to  lift  them- 
selves out  of  their  misery  by  helping  them  to  de- 
velop their  human  and  material  resources. 


Public  opinion  in  our  world  of  plenty  is  slowly 
forming  in  favor  of  the  second  course  which  is  ad- 
vised by  economists  as  well  as  by  conscience.  The 
speed  at  which  our  world  is  being  transformed  re- 
quires us  to  act  rapidly  and  with  conviction.  But 
our  whole  inclination  is  to  temporize,  to  try  to  gain 
a little  time,  to  put  off  the  great  decision. 

This,  then,  is  the  framework  in  which  we  view 
our  stake  in  world  health;  a world  rushing  faster 
and  faster  to  its  destiny,  its  people  crowded  closer 
and  closer  together  but  tom  by  hatred  and  haunted 
by  fear,  equipped  with  the  most  deadly  weapons 
ever  invented,  and  unable  fully  to  understand  or  to 
influence  human  behavior. 

The  definition  of  the  word  “stake”  is  that  found 
in  Webster:  anything  material  or  non-material 

which  we  are  in  danger  of  losing.  What,  then,  is 
our  stake  in  world  health,  what  are  we  in  danger 
of  losing  if  our  support  of  the  World  Health  Or- 
ganization continues  to  be  unimaginative  and  half- 
hearted ? 

We  may  lose  the  chance  to  rid  the  world  of  those 
ancient  scourges  which  have  afflicted  mankind 
through  the  ages:  malaria,  plague,  cholera,  and 
yellow  and  typhus  fevers.  We  may  lose  the  chance 
to  rid  the  world  of  the  suffering  and  death  caused 
by  the  worst  manifestations  of  the  major  deficiency 
diseases:  beriberi,  scurvy,  rickets,  pelagra,  and 
others  less  familiar  to  us.  These  diseases  still 
number  their  victims  in  millions,  yet  are  under 
control  in  the  more  advanced  countries.  We  shall 
lose  our  chance  to  take  part  in  the  building  up  of  a 
great  stock  pile  of  knowledge  and  experience  in 
the  maintenance  of  health  and  the  prevention  and 
treatment  of  disease.  No  nation  has  a monopoly 
of  this  knowledge  and  experience.  We  owe  to  Ger- 
man science  the  idea  of  synthetic  dnigs;  penicillin 
came  to  us  from  Britain,  insulin  from  Canada,  DDT 
from  Switzerland,  the  electrocardiograph  from  The 
Netherlands.  Public  health  and  modem  medicine 
have  been  built  up  by  the  contributions  of  many 
workers  in  many  lands.  The  stock  pile  is  growing. 
Every  day  it  becomes  more  valuable.  Every  day 
new  useful  knowledge  is  pouring  out  of  reseax’ch 
laboi-atories  in  many  countries.  Its  use  is  often 
delayed  by  the  barriers  of  language  and  man-made 
frontiers  of  prejudice  and  insularity.  Breaking  down 
these  barriers  is  a task  for  which  WHO  is  excep- 
tioning  qualified. 

We  may  lose  the  opportunity  to  build  up  a world- 
wide united  front  for  good  health  and  disease  con- 
trol. In  warfare  and  in  disease  control,  no  gaps 
must  be  found  in  the  front  facing  the  enemy,  every 
sector  must  be  held  by  first-class  troops  armed 
with  the  best  weapons  that  science  can  provide. 
These  armies  are  the  health  services  and  medical 
and  health  institutions  in  the  different  countries. 
Some  ax-e  weak,  undermanned,  undex'-officered,  and 
undex’equipped.  In  some  counti'ies  they  ax’e  vir- 
tually nonexistent. 

WHO  is  engaged  in  building  up  this  arixxy  of 
health.  The  least  developed  countries  have  the 
greatest  need  for  mox-e  qualified  physicians,  ixxore 
trained  health  officers,  mox-e  ixurses,  more  sanitax-y 
engineers.  These  countx-ies  also  stand  in  greatest 
need  of  hospitals,  medical  and  public  health  and 
nux-sing  schools,  reseax-ch  institutes,  health  centers, 
and  many  othex'S.  It  will  take  tiixxe  to  provide 
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them,  but  in  a cooperative  world  a start  may  be 
made  at  once.  Every  increase  in  the  number  of 
trained  health  workers  will  bring  added  efficiency 
in  the  fight  against  disease;  every  moment  that 
we  hesitate  to  support  world  health  means  unnec- 
essary suffering  and  death  to  men,  women,  and 
children  in  many  countries. 

We  may  lose  the  chance  to  build  peace  into  the 
minds  of  men.  Our  present  age  is  characterized  by 
aggressiveness  and  competition.  These  qualities 
may  have  been  necessary  for  suiwival  when  food 
production  could  not  keep  pace  with  population 
growth,  but  they  are  anomalies  in  the  industrial  and 
scientific  world  of  today.  Our  problem  is  to  make 
the  challenge  of  peace  appeal  to  men  more  strong- 
ly than  the  excitement  of  war.  Progress  in  the 
development  of  new  lethal  weapons  of  war  far  ex- 
ceeds the  rate  of  advance  in  our  understanding  and 
control  of  human  behavior.  We  do  not  allow  a 
child  of  five  to  take  the  throttle  of  a great  locomo- 
tive but  minds  just  as  immature  are  likely  to  be 
found  in  control  of  far  more  lethal  forces. 

The  challenge  of  the  times  is  to  sublimate  man’s 
aggressiveness  into  vigorous  cooperative  action  to- 
ward building  a world  society  in  which  opportun- 
ities for  health,  long  life,  rising  standards  of  living, 
and  freedom  will  be  open  to  men,  women,  and  chil- 
dren of  every  race,  creed  or  country.  Our  present 
aggressiveness  and  competitive  spirit  must  give 
way  to  compassion,  sympathy,  and  cooperation. 
WHO’s  present  programs  for  mental  health  need 
to  be  developed  and  expanded  until  they  cover  the 
earth.  Combined  with  education  they  may  turn 
out  to  be  keys  to  the  solution  of  our  most  pressing 
problem  — how  to  build  peace  into  the  minds  and 
hearts  of  men,  how  to  adapt  man’s  behavior  to  the 
conditions  and  complications  of  the  new  world  in 
which  he  lives. 

The  World  Health  Organization  is  peculiarly 
fitted  to  become  the  spearhead  of  a world  revolu- 
tion which  will  have  as  its  aim  not  the  destniction 
of  present  civilization,  but  the  organization  of  a 
peaceful  world,  not  the  leveling  down  of  all  coun- 
tries to  lower  standards  of  living,  but  the  raising 
up  of  the  poorer  countries  to  the  standards  of  the 
most  healthy  and  prosperous.  This  is  within  our 
grasp;  we  have  the  ability  and  the  means  to  do  it; 
only  the  will  falters,  only  the  imagination  fails. 

The  preamble  to  the  Charter  of  the  United  Na- 
tions begins  with  the  words,  “We,  the  peoples  of 
the  United  Nations  . . .”  These  words  were  used 
to  emphasize  that  the  new  world  must  be  built  by 
peoples  as  well  as  by  governments.  The  initiative 
of  the  National  Health  Council  in  setting  up  a 
United  States  Citizens’  Committee  will  give  the 
people  of  our  country  an  opportunity  to  work  for 
world  health  as  the  spearhead  of  a movement  for 
the  organization  of  world  peace.  It  will  give  pro- 
fessional health  workers  the  privilege  of  taking 
the  lead  in  meeting  the  most  exciting  and  momen- 
tous challenge  mankind  has  ever  faced. 

— Frank  G.  Boudreau,  M.D.,  American  Journal  of  Public  Health, 

December,  1951. 
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MEDICAL  SCHOOLS  AGAIN  .SET  RECORDS 
FOR  ENROLLMENT 

Facilities  for  medical  education  in  the  United 
States  are  at  an  all-time  high.  There  has  been  an 
unprecedented  increase  in  teaching  facilities  since 
the  end  of  World  War  II,  and  medical  schools  are  re- 
ceiving better  financial  support  than  at  any  other 
time  in  their  history. 

Barring  a national  disaster,  such  as  an  all-out 
war,  or  a long  depression,  a further  expansion  of 
the  facilities  for  medical  education  and  the  size  of 
the  medical  student  body  is  certain  to  occur. 

This  appraisal  and  prediction  was  made  in  the 
52nd  annual  report  on  medical  education  in  the 
United  States  and  Canada  by  the  Council  on  Medical 
Education  and  Hospitals  of  the  American  Medical 
Association. 

The  report,  published  in  the  current  (September 
13)  Journal  of  the  A.M.A.,  was  prepared  by  Dr.  Don- 
ald G.  Anderson,  Chicago,  secretary  of  the  council, 
and  his  associates.  Dr.  Francis  R.  Manlove  and  Mrs. 
Anne  Tipner. 

Enrollment  records  for  the  72  medical  and  seven 
basic  science  schools  in  the  United  States  were  brok- 
en in  the  last  academic  year  for  the  fourth  consecu- 
tive time,  both  for  the  number  of  new  students  en- 
rolled and  the  total  enrollment,  the  report  pointed 
out.  However,  it  added  that  for  the  second  succes- 
sive year,  there  has  been  a drop  in  the  number  of 
students  applying  for  admission  to  medical  schools. 
At  the  present  time,  there  is  a national  average  of 
less  than  three  applications  for  each  available  place 
in  the  entering  class. 

There  were  27,076  medical  students  enrolled  in 
United  States  schools  in  1951-52,  as  compared  with 
26,186  in  the  preceding  year,  an  increase  of  3.4  per 
cent,  according  to  the  report.  Last  year’s  freshman 
class  numbered  7,441  students,  or  3.6  per  cent  more 
than  the  prior  year,  which  set  a record  with  7,182. 

In  the  five  years  before  World  War  II,  there  was 
an  annual  average  enrollment  of  21,514  students. 
The  present  total  represents  an  increase  of  more 
than  25  per  cent.  The  five-year  pre-war  average  of 
freshmen  students  was  about  5,800.  The  latest  fig- 
ure is  an  increase  of  about  28  per  cent. 

There  were  6,080  students  graduated  this  year,  a 
record  number  for  a regular  schedule.  The  total 
was  sui-passed  only  in  1947,  when,  at  the  termination 
of  the  wartime  accelerated  program,  several  schools 
graduated  more  than  one  class,  and  in  1951  when 
one  school  graduated  an  extra  class,  making  that 
years’  total  6,135.  An  estimated  6,500  students 
will  graduate  next  year. 

Of  last  year’s  enrollment,  11,436  students  were 
veterans,  or  42.2  per  cent  of  the  total.  This  repre- 
sents a decrease  of  3,092,  or  13.2  per  cent,  compared 
with  the  year  prior.  The  number  of  veterans  in 
medical  schools  has  been  declining  steadily,  and  the 
1951-52  freshman  class  (22.5  per  cent  of  the  total) 
was  the  smallest  admitted  in  any  year  since  the 
end  of  World  War  II. 

Although  it  was  pointed  cut  that  some  schools 
still  lack  adequate  basic  budgets,  the  report  stated 
that  “medical  education  is  better  supported  today 
than  at  any  time  in  its  history  and  American  medical 
schools  as  a group  are  conducting  programs  of  edu- 
cation and  research  that  far  surpass  both  qualitative- 
ly and  quantitatively  any  of  their  previous  effoils.” 
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Contour  Choir  Shop 

1822  Farnam  St.  Omaha 


Patented 


1952 


YOU  BENEFIT  12  WAYS  in  a CONTOUR  CHAIR  LOUNGE 


Relieves  nervous  tension. 

Relaxes  muscles. 
Lessens  fatigue. 
Reduces  gravitational  pull 
Only  chair  which  truly  elevates 
the  feet  and  legs  above 
center  of  gravity 
Aids  circulation 


Rests  the  heart 

Promotes  good  posture  through 
6 ZONE  Control. 

Improves  breathing 
Revives  energy. 

Stimulates  mental  activity 
Improves  skin  tones  and  aids  com- 
plexion through  better  circulation. 


YEARS  TREATING  ALCOHOL 

AND  DRUG  ADDICTION 


In  1897  Doctor  B.  B.  Ralph  developed  methods  of  treating  alcohol  and  narcotic 
addiction  that,  by  the  standards  of  the  time,  were  conspicuous  for  success. 

Twenty-five  years  ago  experience  had  bettered  the  methods.  Today  with  the 
advantages  of  collateral  medicine,  treatment  is  markedly  further  improved. 

The  Ralph  Sanitarium  provides  personalized  care  in  a quiet,  homelike  at- 
mosphere. Dietetics,  hydrotherapy  and  massage  speed  physical  and  emotional 
re-education.  Co-operation  with  referring  physicians.  Write  or  phone. 


R A L P H 

SANITARIUM 

Established  1897 

529  HIGHLAND  AVE.,  KANSAS  CITY  «,  MO.,  VICTOR  3634 

Ralph  Emerson  Duncan,  M.D.,  Director 
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OFFICERS  NEBRASKA  STATE 
MEDICAL  ASSOCIATION 

H.  S.  Morgan.  Lincoln President 

James  Kelly,  Omaha President-Elect 

Charles  Moon,  Omaha Vice  President 

R.  H.  Adams,  Lincoln Secretary-Treasurer 

M.  C.  Smith.  IJncoln Executive  Secretary 


BOARD  OF  TRUSTEES 


Earle  Johnson.  Chm Grand  Island 

G.  E.  Peters Randolph 

J.  E.  M.  Thomson Lincoln 

Fay  Smith Imperial 

R.  H.  Adams Lincoln 


Delegates — K.  S.  J.  Hohlen.  Lincoln  : J.  D.  McCarthy.  Omaha 
Alternates — H.  S.  Morgan.  Lincoln  ; K.  F.  Leininger,  McCook 


COUNCIL  ON 
PROFESSIONAL  ETHICS 

Morris  Nielsen.  Chm Blair 

John  R.  Kleyla Omaha 

K.  S.  J.  Hohlen Lincoln 

C.  F.  Heider North  Platte 

G.  E.  Charlton Norfolk 

COMMITTEES 

Education 

Advisory  to  Auxiliary 

Lynn  Sharrar,  Chm. Lincoln 

Raymond  G.  I^ewis Omaha 

Robert  Morgan Alliance 

Allied  Professions 

E.  W.  Hancock.  Chm. -Lincoln 

Russell  Best Omaha 

R.  R.  Brady Ainsworth 

W.  J.  McMartin Omaha 

C.  W.  Guildner Hastings 

Emergency  Medical  Service 

Neil  J.  Everitt.  Chm. Omaha 

J.  J.  Freymann Omaha 

J.  P.  Redgwick Omaha 

J.  T.  Hanna Scottsbluff 

G.  P.  Charlton Hastings 

Hospital  and 
Professional  Relations 

Howard  Hunt,  Chm. Omaha 

Ralph  Luikart Omaha 

J.  P.  Tollman Omaha 

Frank  Tanner Lincoln 

K.  S.  J.  Hohlen Lincoln 

Insurance 

Geo.  Misko,  Chm Lincoln 

C.  R.  Weber Hastings 

L.  T.  Heywood Omaha 


Journal  and  Publication 

F.  W.  Niehaus,  Chm Omaha 

Paul  Bancroft  Lincoln 

Library,  Necrology  and 

Records 

George  Salter.  Chm Norfolk 

W.  E.  Wright Creighton 

F.  I.  Rose Lincoln 

Medical  Service 

E.  B.  Reed.  Chm. Lincoln 

J.  S.  Broz Alliance 

Wm.  Rumbolz Omaha 

C.  H.  Sheets  Cozad 

M.  C.  Howard Omaha 

Medicolegal  Advice 

J.  D.  Bradley.  Chm Omaha 

R.  B.  Adams Lincoln 

J.  P.  Gilligan Nebr.  City 

Planning 

F.  L.  Rogers,  Chm Lincoln 

A.  J.  Offerman Omaha 

Walter  Benthack Wayne 

Morris  Nielsen  Blair 

A.  B.  Anderson Pawnee  City 

Prepayment  Medical  Care 

Orvis  Neely,  Chm Lincoln 

H.  A.  Jakeman Fremont 

John  Brush  Omaha 

Public  Relations 

John  McGreer,  Chm. Lincoln 

L.  W.  Lee Omaha 

Harold  Neu  Omaha 

H.  F.  Elias Beatrice 

D.  B.  Wengert Fremont 

J.  P.  Gilligan Nebr.  City 


Rural  Medical  Service 

E.  F.  Leininger,  Chm. -McCook 

R.  L.  Cassel Fairbury 

Dan  Nye Kearney 

E.  G.  Brillhart Columbus 

C.  F.  Ashby Geneva 

R.  S.  Wycoff Lexington 

R.  E.  Penry Hebron 

Scientific  Assembly 

T.  T.  Smith,  Chm Omaha 

J.  D.  Bisgard Omaha 

W.  W.  Waddell Beatrice 

H.  V.  Munger Lincoln 

Lee  Stover Lincoln 

R.  B.  Adams Lincoln 

Speakers  Bureau 

H.  J.  Ijehnhoff,  Chm Omaha 

John  Brown  Lincoln 

G.  E.  Stafford Lincoln 

O.  V.  Calhoun Lincoln 

R.  O.  Garlinghouse Lincoln 

J.  J.  O’Neil Omaha 

Uniform  Fee  Schedule  and 
Advisory  to  Govt.  Agencies 
R.  E.  Garlinghouse Lincoln 

A.  J.  Schwedhelm Norfolk 

W.  W.  Waddell Beatrice 

RESEARCH 

Arthritis 

F.  L.  Dunn.  Chm Omaha 

M.  C.  Howard Omaha 

C.  R.  Carlson Wauneta 

Cancer 

J.  F.  Kelly,  Chm Omaha 

B.  R.  Bancroft Kearney 

J.  T.  McGreer Lincoln 


Nebr.  S.  M.  Jour. 
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Cardiovascular 

O.  A.  Kostal,  Chm. Hastings 

C.  Q.  Thompson Omaha 

F.  W.  Niehaus Omaha 

Cerebral  Palsy 

L.  S.  Campbell,  Chm. Omaha 

L.  J.  Gogela Lincoln 

C.  F.  Ferciot Lincoln 

Diabetes 

M.  Margolin,  Chm Omaha 

F.  L.  Rogers Lincoln 

S.  M.  Rathbun Beatrice 

Fracture 

S.  M.  Bach.  Chm. Omaha 

F.  S.  Webster Lincoln 

John  Heinke Scottsbluff 

Industrial  Health 

G.  P.  McArdle,  Chm — Omaha 

E.  J.  Kirk Omaha 

Robert  Hillyer Lincoln 

M.C.H. 

L.  S.  McGoogan,  Chm. -Omaha 

R.  W.  Homan Crete 

S.  L.  Wolters Lincoln 

Mental  Hygiene 

R.  S.  Wigton,  Chm Omaha 

G.  L.  Sandritter Ingleside 

Robert  Stein Lincoln 

Public  Health 

Val  Verges,  Chm Norfolk 

S.  I.  Fuenning Lincoln 

H.  C.  Stewart Pawnee  City 

Tuberculosis 

J.  H.  Murphy,  Chm Omaha 

A.  W.  Anderson Lexington 

Wm.  Nutzman  Kearney 

Venereal  Disease 

L.  W.  Lee,  Chm Omaha 

J.  H.  Barthell Lincoln 

O.  J.  Cameron Omaha 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Paul 

Read.  Omaha.  Counties : Doug- 

las, Sarpy. 

Second  District:  Councilor:  W.  C. 

Kenner,  Nebraska  City ; Coun- 
ties : Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  J.  C. 

Waddell,  Beatrice.  Counties : 
Gage,  Johnson,  Nemaha,  Paw- 
nee, Richardson. 

Fourth  District:  Councilor:  W.  E. 
Wright,  Creighton.  Counties: 
Knox,  Cedar.  Dixon,  Dakota.  An- 
telope, Pierce,  Thurston,  Mad- 
ison, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  R,  T. 

VanMetre,  Fremont.  Counties : 
Burt,  Washington,  Dodge,  Platte. 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Robert 

Harry,  York.  Counties : Saun- 

ders, Butler,  Seward,  Polk,  York, 
Hamilton. 

Seventh  District:  Councilor:  F.  A. 
Mountford.  Davenport.  Counties : 
Saline,  Clay,  Fillmore,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District:  Councilor:  R.  R. 
Brady,  Ainsworth.  Counties : 
Cherry.  Keyapaha,  Brown,  Rock, 
Holt.  Sheridan,  Boyd. 

Ninth  District:  Councilor:  Wm.  M. 
McGrath,  Grand  Island.  Coun- 
ties: Hall,  Custer,  Valley,  Greely, 
Sherman,  Howard,  Dawson,  Buf- 
falo, Grant,  Hooker,  Thomas, 
Blaine,  Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  Earl 

Leininger,  McCook.  Counties: 
Gosper,  Phelps,  Adams,  Furnas, 
Harlan,  Franklin,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  F.  M. 
Bell,  Grant.  Counties : Lincoln, 
Perkins,  Keith,  McPherson,  Gar- 
den, Arthur,  Logan,  Deuel. 

Twelfth  District:  Councilor:  Frank 
Herhahn,  Scottsbluff.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte. 
Morrill,  Kimball,  Cheyenne, 
Sioux.  Dawes. 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY 


Adams  (10) 

Boone  (5) 

Box  Butte  (12) 

Buffalo  (9) 

Burt  (5) 

Butler  (6) 

Cass  (2) 

Ced.-Dix. -Dak. -Th. -Wayne  (4) 
Cheyenne-Kimball-Deuel  (12). 

Clay  (17) 

Colfax  (5) 

Custer  (9) 

Dawson  (9) 

Dodge  (5) 

Filmore  (7) 

Franklin  (10) 

Four  County  (9) 

Gage  (3) 

Garden-Keith-Perkins  (11) 

Hall  (9) 

Hamilton  (6) 

Harlan  (10) 

Holt  and  Northwest  (8) 

Howard  (9) 

Jefferson  (7) 

Johnson  (3) 

Lancaster  (2) 

Lincoln  (11) 

Madison  Six  (4)- 

Merrick  (5) 

Nance  (5) 

Nemaha  (3) 

Northwest  Nebraska  (8) 

Nuckolls  (7) 

Omaha-Douglas  (1) 

Otoe  (2) 

Pawnee  (3) 

Phelps  (10) 

Platte  (5) 

Polk  (6) 

Richardson  (3) 

Saline  (7) 

Saunders  (6) 

Scotts  Bluff  (12) 

Seward  (6) 

Southwest  Nebraska  (10) 

Thayer  (7) 

Washington  (5) 

Webster  (10) 

York  (6) 


D.  W.  Kingsley,  Hastings H.  J.  O’Donnell,  Ingleside 

W.  J.  Reeder,  Cedar  Rapids Wm.  M.  Fitch,  Albion 

Robert  Morgan.  Alliance- A.  G.  Burnham.  Alliance 

Dan  Nye,  Kearney R.  F.  Johnston,  Kearney 

C.  B.  Hayes,  Lyons J.  G.  Allen,  Tekamah 

D.  E.  Burdick,  David  City L.  J.  Ekeler,  David  City 

L.  Kunkel,  Weeping  Water Howard  Liston,  Elmwood 

Robert  Benthack,  Wayne D.  D.  Craig,  Winside 

H.  R.  Baker,  Chappel 

H.  V.  Nuss,  Sutton 

L.  C.  Kavan,  Schuyler W.  J.  Kavan,  Clarkson 

John  Meier,  Broken  Bow Geo.  Erickson,  Broken  Bow 

Dean  McGee,  Lexington P.  B.  Olsson,  Lexington 

Robert  Reeder,  Fremont R.  T.  Van  Metre,  Fremont 

V.  V.  Smrha,  Milligan 

Lloyd  S.  McNeill,  Campbell W.  A.  Doering,  Franklin 

Roy  S.  Cram,  Burwell Frank  A.  Barta,  Ord 

A.  R.  Bryant,  Beatrice E.  L.  Penner,  Beatrice 

S.  M.  Weyer,  Ogallala S.  K.  Imes,  Ogallala 

J.  H.  Easley,  Grand  Island Loren  Imes,  Grand  Island 

D.  B.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

R.  H.  Kerr,  Alma W.  C.  Bartlett,  Alma 

James  P.  Brown,  O’Neill Harold  J.  Panzer,  Bassett 

A.  H.  Holm,  Wblbach E.  C.  Hanisch,  St.  Paul 

W.  P.  Yoachim,  Fairbury R.  P.  Luce,  Fairbury 

L.  J.  Chadek,  Tecumseh J.  A.  Lanspa,  Tecumseh 

H.  S.  Morgan,  Lincoln J.  A .Brown,  Lincoln 

C.  F.  Heider,  North  Platte N.  Chick,  North  Platte 

J.  D.  Pollack,  Norfolk Val  Verges,  Norfolk 

R.  R.  Douglas.  Clarks E.  T.  Zikmond,  Central  City 

Kenneth  R.  Dalton,  Genoa James  C.  Maly,  Fullerton 

F.  M.  Tushla,  Auburn F.  L.  Krampert,  Auburn 

A.  J.  Courshon,  Chadron Eric  De  Flon,  Chadron 

,A.  I.  Webman,  Superior C.  T.  Mason,  Superior 

L.  D.  McGuire,  Omaha J.  D.  Bradley,  Omaha 

A.  H.  Bonebrake,  Nebr.  City C.  J.  Formanack.  Syracuse 

A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Chas.  Streeter,  Bertrand W.  S.  Bivens,  Holdrege 

P.  H.  McGowan,  Columbus E.  G.  Brillhart,  Columbus 

R.  Delfs,  Shelby R.  E.  Klaas,  Osceola 

H.  S.  Heim,  Humboldt W.  D.  Ketter,  Falls  City 

C.  Zimmer.  Friend R.  W.  Homan.  Crete 

W.  W.  Noyes,  Ceresco C.  W.  Way,  Wahoo 

L.  J.  Gridley,  Scottsbluff S.  P.  Wiley,  Gering 

J.  T.  Stanard.  Seward R.  Herpolsheimer,  Staplehurst 

J.  L.  Batty,  McCook L.  E.  Dickinson,  Jr.,  McCook 

Louis  G.  Bunting,  Hebron Rudolph  F.  Decker,  Byron 

Rudolph  Seivers,  Blair Morris  Nielsen,  Blair 

S.  H.  O’Neill.  Blue  Hill 

J.  S.  Bell,  York B.  N.  Greenberg,  York 
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in  OMAHA,  NEBRASKA 

stay  at  Hotel 

'Paxton 

In  the  heart  of  downtown 
Omaha,  Hotel  Paxton 
typifies  the  spirit  of  this 
progressive  city  . . . 
continually  improving 
service  for  discriminating 
guests,  accentuating 
charm,  individuality 

and  livability  in  all  guests  rooms,  extending  traditionally 
famous  courtesy  to  travelers  since  1882,  Hotel  Paxton 
at  14th  and  Farnam  is  your  choice  for  good  living. 


Visit  the  • PAX  ROOM  * TAVERN  GRILL 
• MURAL  LOUNGE  • COFFEE  SHOP 


Affiliated 

NATIONAL  HOTELS 

ALABAMA 

HOTEL  ADMIRAL  SEMMES Mobile 

HOTEL  THOMAS  JEFFERSON 

Hirmingham 


DISTRICT  OF  COLUMBIA 
UOTEIv  WASHINGTON Washington 

INDIANA 

HOTEL  CLAYPOOL  Indianapolis 

LOUISIANA 

JUNO  HOTEL  New  Orleans 

HOTEL  DESOTO  New  Orleans 

NEBRASKA 

HOTEL  PAXTON  Omaha 

NEW  MEXICO 

HOTEL  CLO\'IS  Clovis 

SOUTH  CAROLINA 

HOTEL  WADE  HAMPTON Columbia 

TEXAS 

HOTEL  STEPHEN  F.  AUSTIN Austin 

HOTEL  EDSON  Beaumont 

HOTEL  RROWNWOOD  Brownwood 

HOTEL  BAKER  ...Dallas 

HOTEL  TRAVIS  ...Dallas 

HOTEL  CORTEZ  El  Paso 

HOTEL  BUCCANEER  Galveston 

HOTEL  GALVEZ  Galveston 

HOTEL  JEAN  LAFITIE  Galveston 

CORONADO  COURTS  Galveston 

MIRAMAR  COURT  Galveston 

HOTEL  CAVALIER  Galveston 

HOTEL  PLAZA  ..Loredo 

HOTEL  LUBB0(’K  Lubbock 

HOTEL  FALLS  ..Marlin 

HOTEL  CACTUS  San  Angelo 

HOTEL  MENGER  San  Antonio 

ANGELES  COURTS San  Antonio 

VIRGINIA 

HOTEL  MOUNTAIN  LAILE.  Mountaln  Lake 
HOTEL  MONTIOELLO Norfolk 


33,000  CASUALTIES  HANDLED  BY  THREE 
NAVAL  HOSPITAL  SHIPS 

For  the  first  21  months  of  the  Korean  War,  ad- 
missions to  the  three  Naval  Hospital  Ships  operat- 
ing in  the  theater  averaged  more  than  50  per  day, 
with  a peak  of  almost  100  per  day  during  the  hard 
fighting  of  late  1950  and  1951.  These  and  other  sta- 
tistics on  the  three  hospital  ships  — Consolation, 
Repose  and  Haven — were  released  by  the  Statistical 
Division  of  the  Bureau  of  Medicine  and  Surgery. 
Through  last  March,  more  than  33,000  casualties 
were  handled  by  the  three  ships. 


In  the  face  of  the  announcement  that  VA  will 
close  2,800  hospital  beds  in  September  due  to  a 
budget  cut,  statistics  show  a steady  patient  load  in- 
crease. Latest  summary  for  July  records,  99,019  pa- 
tients in  VA  hospitals  compared  to  96,888  regis- 
tered for  June. 


Mr.  Melchoir  Palyi  (Freeman  Magazine,  June  16, 
1952),  after  surveying  B.ritain’s  national  health 
scheme,  found  that  its  results  were  the  depressing 
opposite  of  its  glowing  promises. 

He  found,  for  example,  that  less  than  three  years 
after  the  program  became  law  in  Britain,  553,577 
people  were  on  the  waiting  list  for  hospital  beds; 
many  of  the  mentally  deficient  and  the  helpless 
aged  are  left  without  institutional  care  to  shift  for 
themselves;  the  costs  of  governmentalized  medicine 
have  almost  trebled  in  four  years  to  more  than  10 


per  cent  of  the  over-inflated  national  budget;  the 
something-for-nothing  Utopia,  advertised  world- 
wide, is  now  in  a slow  retreat;  the  people  actually 
pay  for  what  they  get  “free;”  socialism  or  no  social- 
ism, “first  class”  treatment  is  open  primarily  to 
those  who  can  afford  to  pay;  fewer  than  20,000  gen- 
eral practitioners  carry  the  main  burden  of  medical 
care  for  more  than  45,000,000  people,  and  there  is  no 
progress  at  all  in  industrial  medicine. 


Tuberculosis  is  a communicable  disease  that  can 
be  prevented.  The  practicing  physician,  by  active 
participation,  stands  in  the  front  ranks  in  the  ulti- 
mate conquest  and  total  eradication  of  this  disease. 
(Edward  A.  Piszczek,  M.D.,  The  Illinois  Med.  J., 
March,  1952). 


In  the  hot  summer  months,  children — age  2 to 
7 — can  develop  an  itchy,  bumpy  skin  (papular  urti- 
caria) as  a result  of  allergy  to  biting  insects,  warns 
Drs.  Bertram  Shaffer,  Coleman  Jacobson  and  Primo 
P.  Pori  of  the  University  of  Pennsylvania  Medical 
School’s  Department  of  Dermatology.  These  re- 
searchers, writing  in  the  July-August  issue  of  the 
Annals  of  Allergy,  the  official  publication  of  the 
American  College  of  Allergists,  disclose  how  spe- 
cial testing  materials  made  from  different  kinds  of 
biting  insects  help  make  the  correct  diagnosis.  Ac- 
cording to  the  doctors,  once  the  cause  is  identified, 
the  child’s  skin  condition  can  be  cured  with  the  local 
application  of  DDT-containing  talcum  powder,  or  by 
the  proper  household  use  of  insect-killing  sprays. 
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Migraine  In  Children 

"Migraine  may  appear  during  the  first  years  of  life. 
The  presence  of  subjective  signs,  such  as  headache 
and  flimmer  scotoma,  is  often  difficult  to  determine 
in  young  children.  The  true  nature  of  the  symp- 
toms frequently  remains  obscure  for  years." 

Vahlquist,  B.  and  Hackzell,  G.;  Acta 
Paediatrica  58:  622  (1949). 
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In  a study  of  400  adult  migraine  patients,  it  was 
revealed  that  34%  had  suffered  attacks  before  the 
age  of  15.*  These  investigators  concluded  that 
childhood  migraine  was  a much  greater  clinical 
problem  than  was  previously  believed  and  that 
psychodynamic  mechanisms  played  an  important 
part  in  the  disease. 

These  criteria  are  useful  in  diagnosis: 

Headache  attacks  with  symptom-free  intervals 
plus  (at  least  two  of  the  following)  nausea, 
scintillating  scotoma,  hemicrania,  and  heredi- 
tary predisposition. 

For  symptomatic  relief  in  these  cases,  Cafer- 
got®,  N.N.R.  (ergotamine  with  caffeine) 
may  be  administered  orally.  For  best  results, 
give  adequate  dosage  promptly. 

For  children  within  the  age  range  7 to  12  years — 
Cafergot®  is  administered,  one  tablet  when  the  at- 
tack appears  imminent  followed  by  one  additional 
tablet  within  30  minutes.  Not  more  than  two 
Cafergot  tablets  should  be  administered  to  children 
within  this  age  range. 

in  the  adolescent  age  group,  12  to  18  years  of  age, 
the  dosage  may  gradually  be  increased  as  necessary 
up  to  the  usual  adult  dose,  i.e.,  two  tablets  when 
the  attack  appears  imminent  followed  by  one  tab- 
let doses  at  half  hour  intervals  until  the  attack  is 
aborted.  (Total  maximum  dose  for  adults:  six  tab- 
lets for  each  attack.) 

•Katz,  ].,  Friedman,  A.P.,  and  Gisolfi,  A.:  New  York 
State  I J.  Med.  SO:  2269  (Oct.)  1950. 
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POSTGRADUATE  COURSE 

in 

GASTROENTEROLOGY 

4 Days,  December  8-11 

— GUEST  INSTRUCTORS  — 

KEITH  S.  GRIMSON,  M.D.,  Surgeon,  Duke  University 
JAMES  B.  FISHER,  M.D.,  Internist.  Wichita  Clinic 
THOMAS  E.  MACHELLA,  M.D.,  Gastroenterology, 
University  of  Pennsylvania 

WILLIS  J.  POTTS,  M.D.,  Surgeon.  Northwestern  Univ. 
WILLIAM  E.  RICKETTS,  M.D..  Internist,  Chicago 
WM.  C.  SCHAERRER,  M.D.,  Proctologist,  Kansas  City 
RICHARD  L.  VARCO.  M.D.,  Surgeon,  U.  of  Minnesota 
R.  S.  WALLERSTEIN,  M.D.,  Psychiatrist.  V.A.  Hosp., 
Topeka 

CHARLES  M.  WHITE.  M.D.,  Radiologist,  Wichita  Clinic 
STEWART  WOLF,  M.D.,  Chm.,  Dept,  of  Medicine, 
University  of  Oklahoma  School  of  Medicine 
E.  E.  WOLLAEGER.  M.D.,  Gastroenterologist, 

Mayo  Clinic 

ROBERT  M.  ZOLLINGER,  M.D..  Surgeon.  Ohio  State  U. 
And  Members  of  the  Kansas  University  Faculty  - 

Other  Courses 

OBSTETRICS-3  days,  November  10-12 
SURGERY— 5 days,  January  19-23 

For  program  announcement  and  information,  write: 

Extension  Program  in  Medicine 

UNIVERSITY  OF  KANSAS 
SCHOOL  OF  MEDICINE 

Kansas  City  12,  Kansas 
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ACCIDENT 


- HOSPITAL 


SICKNESS 


For  Physicians,  Surgeons,  Dentists  Exclusively 


ALL 


PREMIUMS 
COME  FROM 


/ PHYS1CIANS\ 
SURGEONS 
V DENTISTS  / 


ALL 

BENEFITS  < 

GO  TO 


$5,000  accidental  death  Quarterly  $8.00 

$25  weekly  indemnity,  accident  and  sickness  ^ 

$15,000  accidental  death  Quarterly  $24.00 

$75  weekly  indemnity,  accident  and  sickness 

A 

$10,000  accidental  death  Quarterly  $16.00 

$50  weekly  indemnity,  accident  and  sickness 

► 

1 $20,000  accidental  death  Quarterly  $32.00 

1 $100  weekly  indemnity,  accident  and  sickness 

COST  HAS  NEVER  EXCEEDED  AMOUNTS  SHOWN 

ALSO  HOSPITAL  INSURANCE 


60  days  in  Hospital 

30  days  of  Nurse  at  Home 

I>aboratory  Fees  in  Hospital 

Operating  Room  in  Hospital 

Anesthetic  in  Hospital 

X-Ray  in  Hospital 

Medicines  in  Hospital 

Ambulance  to  or  from  Hospital- 

Adult  

Child  to  age  19 

Child  over  age  19 


$4,000,000.00 
INVESTED  ASSETS 
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Double 
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Quadruple 

) per  day 

10.00  per  day 

15.00  per  day 

20.00  per  day 
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10.00  per  day 

15.00  per  day 

20.00  per  day 

5.00 

10.00 

15.00 

20.00 

10.00 

20.00 

30.00 

40.00 

10.00 

20.00 

30.00 

40.00 

10.00 

20.00 

30.00 

40.00 

10.00 

20.00 

30.00 

40.00 

10.00 

20.00 

30.00 

40.00 
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2.50 

5.00 

7.50 

10.00 

1.50 

3.00 

4.50 

6.00 

2.50 

5.00 

7.50 

10.00 

LTY  ASSOCIATION 

$18,900,000.00 

PHYSICIANS  HEALTH  ASSOCIATION 

50  years  under  the  same  management 


400  First  Natl.  Bank  Bldg. 

S200.000.00  deposited  with  State  of  Nebraska  for  protection  of  our  members 


PAID  FOR  CLAIMS 
Omaha  2,  Nebraska 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Associa- 
tion will  be  accepted  without  charge  for  two  issues.  Each 
advertisement  w'ill  be  taken  out  following  its  second  appear- 
ance unless  otherwise  instructed.  Where  numbers  follow 
advertisements,  replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building. 
Lincoln  8. 

FOR  SALE — Practically  new  Wappler  cold  cau- 
teiy  scalpel  with  attachments.  Used  only  few  times. 
Will  sacriUce  for  quick  sale.  Write  c/o  Box  1,  Ne- 
braska State  Medical  Joumal,  1315  Sharp  Building, 
Lincoln  8. 

FOR  SALE — Leica  3-C  camera  with  summar  F-2 
lense;  nooky  close  focusing  attachment.  $225.  Write 
c/o  Box  2,  Nebraska  State  Medical  Joumal,  1315 
Sharp  Building,  Lincoln  8. 

FREE — Folding  operating  table  will  be  given  to 
first  physician  to  inquire  about  it.  Write  c/o  Box 
3,  Nebraska  State  Medical  Journal,  1315  Sharp 
Building,  Lincoln  8. 

WANTED  — An  associate  interested  in  internal 
medicine.  Nebraska  town  of  8,000  population.  Write 
c/o  Box  4,  Nebraska  State  Medical  Journal,  Lin- 
coln 8. 

FOR  SALE  — Fifteen-volume  set  of  F.  A.  Davis 
Medical  and  Surgical  specialties.  In  excellent  con- 
dition. Of  no  personal  value  to  seller  since  is  in 
specialization.  Make  an  offer.  Write  c/o  Box  5, 
Nebraska  State  Medical  Journal,  1315  Sharp  Build- 
ing, Lincoln  8. 

FOR  SALE  — Hanovia  ultraviolet  lamp.  Cheap. 
Write  Box  6,  Nebraska  State  Medical  Journal,  1315 
Sharp  Building,  Lincoln  8. 


LOCATION  WANTED  — General  practitioner 
desires  change  from  present  location  due  to  lack  of 
hospital  facilities.  Will  accept  offer  of  association 
leading  to  partnership.  Will  locate  in  town  needing 
doctor  if  hospital  available.  Age  31,  married.  In- 
terest in  surgery.  Write  Box  7,  c/o  Nebraska  State 
Medical  Journal,  1315  Sharp  Building,  Lincoln  8. 

FOR  SALE  — 1 Aloe  portable  suction  pump  and 
motor;  1 Heidebrink  Model  T,  three  head  anesthesia 
machine;  1 Castle  pressure  autoclave,  8x16.  Write 
Box  8,  c/o  Nebraska  State  Medical  Journal,  1315 
Shai-p  Building,  Lincoln  8. 

FOR  SALE  — Complete  equipment  of  physician 
and  surgeon  who  is  discontinuing  practice.  All 
equipment  is  practically  new.  Will  submit  inventory 
upon  request.  Write  Box  9,  c/o  The  Nebraska  State 
Medical  Journal,  1315  Sharp  Building,  Lincoln  8. 

ELECTROCARDIOGRAPHER—  Certified,  desires 
to  interpret  electrocardiograms.  Replies  by  return 
mail  same  day.  Four  leads:  $1.00;  multiple  leads: 
$1.25.  Write  c/o  Box  104,  Nebraska  State  Medical 
Joumal,  1315  Sharp  Bidding,  Lincoln  8. 

DOCTOR  WANTED  — In  prosperous  Sai-py  coun- 
ty town  of  450  on  arterial  highway  20  miles  from 
Omaha,  40  from  Lincoln.  Recently  deceased  doctor 
here  40  years.  If  necessary  community  will  help 
establish.  Write  Helen  Peterson,  Gretna,  Nebraska. 

FOR  SALE— Cine-Kodak  Special  16  mm  Movie 
Camera,  with  1-inch  f 1.9  lens;  3-inch  f.4.5  telephoto 
lens;  %-inch  wide  angle  lens;  spare  100-foot  maga- 
zine, Kodachrome  filters,  type  A to  daylight  and 
daylight  to  tungsten  light;  effects  masks,  etc.  all 
in  compartmented  carrying  case.  As  good  as  new 
condition.  List  price  new  approximately  $1,600. 
Will  sell  for  $1,000.  John  E.  Hartsaw,  M.D.,  Box 
425,  Fullerton,  Nebr.  Phone  63. 
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EDITORIAL 

PUBLIC  LAW  590 

Every  doctor  should  know  something  about 
the  history  of  House  Roll  7800  and  how  it 
became  Public  Law  590.  It  is  impossible  to 
trace  all  the  details  of  who  wrote  this  law, 
who  managed  its  passage,  the  irregular 
means  employed  to  gain  this  end,  and  the 
significance  of  this  legislation,  in  the  limited 
space  at  our  disposal. 

There  is  reason  to  believe  H.R.  7800  was 
written  in  the  Social  Security  Administra- 
tion. When  it  was  presented  to  the  House 
Ways  and  Means  Committee  by  Houghton, 
it  was  accompanied  by  a 51-page  report,  al- 
ready prepared.  This  had  not  been  written 
by  the  Committee  nor  had  it  been  seen  by 
any  of  the  Minority  members.  It  is  felt  that 
this  report  had  also  been  prepared,  well  in 
advance,  by  somebody  within  the  Social  Se- 
curity Administration. 

Four  days  after  the  introduction  of  the 
bill,  the  Committee  decided  to  report  it  to 
the  House  under  suspension  of  the  rules: 
No  amendments;  twenty  minutes  debate  by 
each  side;  and,  a two-thirds  majority  re- 
quired to  pass.  The  proponents  were  anxious 
to  do  this  because  they  felt  that  the  appeal 
of  providing  increased  benefits  to  the  aged 
and  infirm  just  before  election  would  more 
than  neutralize  any  objections  to  the  social- 
ized medicine  “sleeper”  in  Section  3. 

Over  the  inteiwening  weekend,  however, 
the  A.M.A.  sent  telegrams  to  all  members  of 
the  House  objecting  to  Section  3 but  not  to 
the  remainder  of  the  bill  increasing  the  bene- 
fits to  the  aged  and  disabled.  Some  Con- 
gressmen were  also  studying  the  bill,  and  by 
Monday  morning  had  organized  surprising 
opposition.  This  was  led,  in  large  part,  by 
Congressman  Jenkins  of  Ohio.  The  bill  was 
called  up  early  and  to  the  surprise  and  con- 


sternation of  the  Administration  it  was  de- 
feated. 

Section  3,  the  objectionable  portion  of  the 
bill,  permits  the  Social  Security  Administra- 
tion to  hire  doctors,  through  certain  state 
agencies,  to  determine  the  eligibility  of  ap- 
plicants for  the  benefits  allowed  in  the  bill. 
Furthermore,  the  doctor  is  to  be  paid  with 
Federal  funds  (OASI  Trust  Fund).  The  ad- 
ministrator of  Social  Security  is  also  given 
the  privilege  of  over-ruling  the  decision  of 
the  physician  at  state  level.  In  essence,  this 
section  gives  the  Social  Security  Administra- 
tor a strong  foothold  of  socialized  medicine. 

Some  elements  of  the  Press  immediately 
stirred  up  as  much  ire  as  they  could  amongst 
the  possible  recipients  of  benefits,  against 
the  A.M.A.  and  those  Congressmen  who 
voted  against  the  bill.  Doughton  intimated 
the  bill  would  be  again  reported  to  the  House 
with  slight  changes  and  under  the  regular 
rules.  On  the  contrary,  when  it  seemed  that 
the  opponents  of  the  bill  were  well  enough 
trapped,  he  again  reported  H.R.  7800  under 
“gag”  rules.  This  time  only  twenty  Repub- 
licans and  two  Democrats  voted  against  it. 
They  did  so  at  great  political  risk. 

Three  days  later  the  Senate  Finance  Com- 
mittee reported  H.R.  7800  without  Sections 
3 and  6 and  with  the  incorporation  of  some 
provisions  from  a substitute  bill  by  Reed. 
It  passed  the  Senate  on  June  26th.  At  this 
point  Senator  George  promised  that  in  con- 
ference with  the  House,  the  deleted  sections 
would  not  be  put  back  into  the  bill.  Under 
pressure,  in  the  Conference  Committee,  he 
weakened,  the  controversial  portions  were 
put  back,  and  just  at  the  time  of  adjourn- 
ment, the  bill  became  Public  Law  590.  The 
Section  3 remained  essentially  unchanged, 
but  there  was  a proviso  attached  as  follows : 

“Notwithstanding  the  preceding  provisions 
of  this  section  and  amendments  made  there- 
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by,  such  provisions  and  amendments  shall 
cease  to  be  in  effect  at  the  close  of  June  30, 
1953,  and  after  such  amendments  cease  to 
be  in  effect  any  provisions  of  law  amended 
thereby  shall  be  in  full  force  and  effect  as 
though  this  Act  had  not  been  enacted.” 

The  thought  has  been  expressed  that  when 
Congress  reconvenes  this  law  can  be  recon- 
sidered and  proper  hearings  held,  and  that 
then  the  objectionable  portions  can  be  de- 
leted. Tlie  medical  profession  should  not  be 
so  naive  as  to  believe  that  the  Social  Secur- 
ity people  who  now  hold  in  hand  the  privilege 
of  setting  up  the  long  sought  state  medicine 
for  a considerable  segment  of  our  population, 
are  going  to  let  this  opportunity  slip  quietly 
away  on  the  evening  of  June  30,  1953.  Every 
doctor  should  thoroughly  familiarize  himself 
with  Public  Law  590  and  with  the  devious 
methods  used  by  those  who  would  promote 
socialism  in  our  government.  Our  profes- 
sion as  a w'hole  should  start  to  fight  the 
next  battle  EARLY,  not  on  the  eve  of  our 
next  possible  defeat. 


INSURANCE  FOR  THE  DIABETIC 

Until  1940,  almost  twenty  years  after  the 
discovery  of  insulin,  life  insurance  for  the 
diabetic  was,  to  all  practical  purposes,  an  un- 
known quantity.  In  theory,  insurance  should 
be  available  to  everybody  at  a price,  how- 
ever, the  risk  could  not  be  evaluated  and 
hence  the  diabetic  was  regarded  to  be  unin- 
surable.  In  1940,  a Canadian  Company  be- 
gan an  insurance  experiment  with  diabetics 
and  its  experience,  covering  more  than  ten 
years,  is  described  in  a recent  article  by  one 
of  its  medical  officers.  Dr.  R.  C.  Montgomery 
(Diabetes,  1:117,  March-April  1952).  The 
report  is  very  interesting  from  many  stand- 
points. For  instance,  the  following  are  the 
criteria  for  the  acceptance  of  such  risks: 

“1.  He  must  have  been  under  supervision 
as  a diabetic  for  at  least  three  years. 

2.  He  must  be  on  a diet. 

3.  The  blood  pressure  must  be  normal — 
not  over  140/90. 

4.  The  urine  must  be  free  from  sugar 
most  of  the  time. 

5.  There  must  be  no  evidence  of  eye 
changes  or  peripheral  vascular  disease. 

6.  There  must  be  a normal  electrocardio- 
gram and  x-ray  film  of  the  chest. 

7.  The  dosage  of  insulin,  if  used,  must  not 
be  over  50  units  per  day.” 


At  first  the  maximum  insurance  allowable 
was  $10,000,  acceptable  ages  30-60  years,  and 
an  extra  rating  was  established  for  100% 
mortality  above  normal  risks.  As  experience 
gi’ew,  the  maximum  insurance  allowable  was 
increased  to  $75,000,  the  age  limits  extended 
downwards  to  twenty  years,  the  waiting  pe- 
riod for  newly  discovered  diabetics  reduced  to 
one  year,  and  the  maximum  insulin  intake 
increased  to  75  units  per  day.  In  addition, 
diabetics  with  some  complications  are  now 
being  accepted  at  increased  ratings.  A sur- 
vey of  deaths  occuring  in  this  group  up  to 
the  date  of  publication,  indicated  that  the 
mortality  rate  is  well  below  the  100%  as- 
sumed originally,  although  exceeding  a 50 
per  cent  excess  over  the  normal  risks. 

The  author  stresses  the  importance  of  su- 
pervision in  making  the  risks  acceptable.  It 
is  noteworthy  that  of  106  rejections  for  in- 
surance in  the  fifteen  months  beginning  with 
January  1950,  sixty  were  declined  because  of 
lack  of  supervision,  and  eight  others,  in  the 
same  category,  were  accepted  at  an  increased 
rating,  since  such  lack  was  regarded  as  mini- 
mal. The  author  defines  supervision  as  fol- 
lows: 

“By  supervision  we  mean  the  teamwork 
which  should  exist  between  the  applicant  and 
his  doctor.  Both  are  important  players. 
The  physician  must  give  the  patient  expert 
advice  on  diet,  work,  exercise  and  general 
way  of  life.  In  return,  the  patient  must  not 
only  follow  his  doctor’s  orders  about  his  way 
of  life,  but  must  report  at  frequent  stated 
intervals  for  rechecks.  If  either  one  falls 
down,  the  supervision  falls  down  also.  This 
teamwork  involves  a combined  effort  through 
which  a new  way  of  living  is  established  for 
the  diabetic.  It  influences  his  medical  fit- 
ness, his  ability  to  work,  how  he  fits  in  with 
his  confreres,  and  also  his  habits.” 

In  the  past  few  j^ears,  many  other  com- 
panies throughout  the  United  States  and 
Canada  have  been  accepting  diabetic  risks. 
A letter  from  the  Medical  Director  of  a Ne- 
braska company  states  its  qualifications  for 
such  risks  as  follows: 

“We  restrict  our  initial  selection  to  the 
best  types  who  are  under  adequate  control 
and  are  not  taking  over  60  units  of  insulin 
daily.  A current  urinalysis  must  be  free 
of  sugar,  and  there  must  be  no  recent  blood 
sugars  over  160  fasting  or  250  at  any  time. 

(Continued  on  page  376) 
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Doctor  Fajans  presents,  in  a clear  and  concise  manner, 
the  urgent  problems  which  arise  in  dealing  with  diabetic 
coma.  The  importance  of  proper  administration  of  fluids 
and  electrolytes  is  dealt  with  in  detail.  Special  emphasis 
is  accorded  the  use  of  potassium.  Workable  technics  are 
included. 

EDITOR 

Diabetic  coma  is  one  of  the  greatest  and 
most  acute  of  medical  emergencies  that  one 
encounters  in  medical  practice.  Rapid  initia- 
tion and  prosecution  of  effective  therapy 
may  be  all-important  in  the  eventual  out- 
come of  any  given  severe  case,  and  every 
hour  of  delay  may  decrease  the  likelihood  of 
recovery.  In  different  hospitals  somewhat 
different  routines  are  used,  but  in  general 
they  follow  similar  principles  and  are  devised 
to  reverse  the  following  chain  of  events  in 
the  profound  metabolic  disturbance  which 
exicts. 

The  primary  defect,  of  course,  and  the 
fundamental  one,  is  insulin  insufficiency.  This 
may  be  an  absolute  one,  such  as  failure  to 
take  the  regular  dose  of  insulin,  or  a rela- 
tive insulin  insufficiency  as  one  sees  during 
infections,  surgical  or  emotional  stress,  and 
other  states  accompanied  by  increased  adren- 
al cortical  function. 

Insulin  insufficiency  causes  impairment  in 
carbohydrate  utilization.  This  leads  to  both 
a decrease  in  peripheral  carbohydrate  oxida- 
tion as  well  as  a decrease  in  hepatic  glyco- 
genesis.  The  resulting  hyperglycemia  and 
glycosuria  are  responsible  for  diuresis  and 
wastage  of  calories  in  the  urine.  To  make  up 
for  the  latter,  increased  utilization  of  pro- 
tein and  fat  occur.  Increased  utilization  of 
fatty  acids  causes  increased  hepatic  keto- 
genesis.  As  ketone  bodies  are  formed  faster 
than  they  can  be  utilized,  ketonemia  and  ke- 
tonuria  occur.  At  first  the  organic  acidosis 
is  compensated  by  various  pulmonary  and 
renal  mechanisms.  However,  irritation  by 
the  ketone  bodies  soon  interferes  with  renal 
compensatory  mechanisms,  such  as  increased 
ammonia  production.  Therefore  extracel- 
lular electrolytes  are  lost  as  fixed  base  for 
the  renal  excretion  of  the  organic  acids. 
Thus  the  metabolic  acidosis  is  followed  by  a 
loss  of  extracellular  electrolytes  leading  to 
dehydration.  Polyuria  and  vomiting  con- 
tribute to  the  loss  of  electrolytes  and  water. 

Kead  before  Annual  Convention  Nebraska  State  Medical 
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Extracellular  dehydration  results  in  a loss  of 
intracellular  fluids  and  electrolytes,  such  as 
potassium,  phosphorus,  and  magnesium.  Our 
understanding  of  intracellular  physiology  has 
progressed  in  recent  years,  and  I shall  come 
back  to  that  phase  in  greater  detail  later. 

If  the  dehydration  becomes  severe  it  may 
lead  to  a decrease  in  blood  pressure,  circula- 
tory failure,  and  shock.  Also  important  to 
consider  is  the  decrease  in  renal  function  due 
to  ketosis  and  circulatory  failure.  Due  to  a 
decrease  in  glomerular  filtration  rate  one 
may  see  retention  of  non-protein  nitrogen, 
sulfates  and  phosphates,  the  latter  being 
salts  of  strong  inorganic  acids.  An  inorganic 
acidosis  may  thus  be  superimposed  on  the 
organic  acidosis  and  aggravates  the  loss  of 
fixed  base.  Cerebral  tissue  anoxia  resulting 
from  ketosis,  acidosis  and  shock  may  be  re- 
sponsible for  loss  of  consciousness  and  coma. 
I might  also  point  out  here  that  ketosis  is  an 
alarming  stimulus  to  the  body  and  results  in 
increased  adrenal-cortical  secretion  of  ste- 
roids. These  steroids  induce  insulin  resist- 
ance and  further  aggravate  the  deficiencies 
already  mentioned. 

The  primary  objectives  in  the  treatment  of 
diabetic  coma  are  several.  First  of  all,  one 
mmst  provide  for  functional  recovery  by  in- 
creasing carbohydrate  combustion  and  he- 
patic glycogenesis.  A large  amount  of  in- 
sulin, as  well  as  available  carbohydrate,  is 
necessary  to  achieve  that  end.  A second  ob- 
jective in  the  treatment  of  diabetic  coma  is 
to  provide  material  for  replacement  of  losses 
incident  to  diabetic  coma.  Parenteral  fluids 
are  necessary  to  improve  the  circulation  and 
to  correct  the  extra — and  intracellular  losses 
of  water  and  electrolytes.  A third  objective 
is  to  supply  maintenance  requirements  of 
fluid  during  the  period  of  replacement  ther- 
apy (U.  For  that  purpose  one  has  to  make 
water  available  for  renal  excretion  and  for 
insensible  loss  by  the  lungs  and  skin. 

There  are  other  considerations.  One  must 
treat  shock  promptly  by  administration  of 
blood  or  plasma,  if  shock  has  not  already 
been  corrected  in  a few  hours  by  parenteral 
fluid  therapy.  Frequently  one  sees  disten- 
tion of  the  stomach  which  causes  abdominal 
pain  and  vomiting.  The  distention  may  lead 
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to  aspiration  and  respiratory  and  cardiac  em- 
barrassment. Therefore  we  advocate  lavage 
of  the  stomach  very  soon  after  admission  of 
the  patient  to  the  hospital.  Finally,  each  pa- 
tient should  be  treated  with  antibiotics,  since 
infection  is  frequently  the  precipitating  fac- 
tor of  diabetic  coma. 

Time  does  not  permit  a discussion  of  all 
these  and  other  considerations  in  detail,  and 
so  I will  limit  myself  to  those  principles 
which  I consider  most  significant. 

Everybody  is  agreed  that  insulin  is  neces- 
sary to  increase  carbohydrate  utilization  and 
hepatic  glycogenesis,  and  to  decrease  keto- 
genesis.  The  amounts  of  insulin  that  may 
be  necessary  may  be  rather  large  since  aci- 
dosis per  se,  the  infection  which  is  frequently 
present  and  increased  adrenal  cortical  func- 
tion cause  severe  insulin  resistance. 

Unfortunately,  there  are  no  good  scientific 
data  which  tell  us  how  much  insulin  we  have 
to  use,  but  in  recent  years  we  have  come  to 
use  more  and  more  insulin  in  the  treatment 
of  diabetic  coma.  For  instance,  in  a case  of 
severe  diabetic  coma  one  might  start  by  giv- 
ing 100  units  of  regular  insulin  intravenous- 
ly at  the  time  of  admssion.  At  the  same  time 
one  may  give  100-150  units  of  regular  in- 
sulin subcutaneously  and  then  give  50  units 
of  insulin  or  larger  doses  every  1 to  2 hours 
as  seems  necessary  with  any  given  patient. 

There  is  agreement  that  insulin  has  to  be 
used  in  large  dosages.  There  is  less  agree- 
ment whether  intravenous  glucose  should  be 
used  early  in  the  treatment  of  diabetic  coma. 
Some  feel  that  glucose  should  not  be  used 
during  the  first  few  hours  of  therapy^^.  3)_ 
Others  feel,  and  that  includes  our  group,  that 
glucose  should  be  used  early  in  the  treatment 
of  diabetic  coma^^'^h  By  administration  of 
glucose  one  accelerates  utilization  of  carbo- 
hydrate and  hepatic  glycogenesis  and  acceler- 
ates the  reversal  of  the  primary  defect  in  dia- 
betic coma. 

Objections  have  been  raised  to  the  use  of 
glucose  early  in  the  treatment  of  diabetic 
coma.  Intravenous  glucose  may  delay  the 
fall  in  the  blood  sugar  and  thus  raise  the 
question  of  insulin  resistance.  Hypergly- 
cemia, if  prolonged,  may  promote  excessive 
diuresis  with  loss  of  electrolytes  and  prevent 
cellular  rehydration 

Those  who  have  reported  poor  results  with 
the  early  use  of  glucose  have  usually  used 
glucose  in  concentrations  of  5%  or  higher. 


and  without  the  use  of  supplementary  potas- 
sium. We  use  intravenous  glucose  in  a con- 
centration of  2.5%  by  simply  mixing  5% 
glucose  solution  with  equal  volumes  of  saline 
or  the  electrolyte  solution  which  we  choose 
to  administer.  The  importance  of  potassium 
as  related  to  glucose  administration  will  be 
discussed  later. 

I would  like  to  devote  the  rest  of  this  dis- 
cussion to  parenteral  fluid  therapy. 

The  primary  aim  in  the  first  few  hours  of 
fluid  therapy  for  diabetic  coma  is  to  correct 
the  extracellular  fluid  abnormalities  for  im- 
provement of  the  circulation  and  to  aid  in 
the  recovery  from  the  acidosis. 

Physiological  saline  has  been  the  standby 
for  furnishing  lost  water,  sodium,  and  chlo- 
ride for  many  years.  Actually,  saline  is  not 
physiological  as  far  as  the  body  is  concerned. 
As  you  well  know,  the  concentration  of  so- 
dium in  extracellular  fluid  is  about  140  milli- 
equivalents  per  liter,  that  of  chloride  about 
1 00  milliequivalents  per  liter.  In  other  words, 
there  is  a ratio  of  approximately  1.4:1  of 
sodium  to  chloride  in  extracellular  fluid.  Sa- 
line, on  the  other  hand,  contains  equal 
amounts  of  sodium  and  chloride.  By  admin- 
istration of  saline  one  therefore  administers 
actually  an  acid  solution  to  a patient  in  aci- 
dosis, since  one  gives  an  excessive  amount  of 
chloride,  physiologically  speaking.  In  most 
cases  this  really  does  not  matter  since  renal 
function  may  be  good  enough  to  excrete  the 
excessive  amounts  of  chloride  given.  How- 
ever, in  a patient  in  severe  diabetic  coma 
with  poor  renal  function,  there  may  be  no 
such  selective  excretion  of  chlorides.  Chlo- 
rides may  be  retained,  may  aggravate  the 
acidosis,  and  one  frequently  sees  hyper- 
chloremia in  patients  treated  with  saline  so- 
lutions. 

To  overcome  the  acidosis  as  rapidly  as  pos- 
sible and  to  make  treatment  more  physio- 
logical one  should  give  a solution  which  ap- 
proximates extracellular  fluid  in  its  concen- 
trations of  sodium  and  chloride.  In  other 
words,  one  gives  a solution  which  contains 
more  sodium  than  chloride.  One  can  do  that 
rather  simply  by  taking  700  cc.  of  normal 
saline,  adding  a solution  containing  4.2  grams 
of  sodium  bicarbonate  and  then  making  up  to 
1,000  cc.  with  distilled  water.  One  then  has 
a solution  which  contains  approximately  150 
milliequivalents  of  sodium  and  100  millieqiva- 
lents  of  chloride,  a ratio  very  similar  to  that 
found  in  extracellular  fluid.  This  solution  is 
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isotonic.  As  a matter  of  fact,  it  may  be 
advisable  to  use  hypotonic  electrolyte  solu- 
tions to  make  water  available  for  insensible 
loss  through  the  lungs  and  skin,  for  renal 
excretion,  and  for  cellular  rehydration.  We 
obtain  a hypotonic  electrolyte  solution  by 
mixing  the  isotonic  electrolyte  solution  with 
glucose  as  mentioned  before.  As  glucose 
is  metabolised,  water  becomes  available  for 
the  above  requirements.  In  the  case  of  se- 
vere inorganic  acidosis  a greater  amount  of 
sodium  in  the  form  of  sodium  bicarbonate 
may  be  given. 

So  much  for  extracellular  fluid  replace- 
ment therapy. 

A second  aim  in  parenteral  fluid  therapy 
is  the  correction  of  abnormalities  of  intra- 
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Fig.  1.  Normal  concentration  of  electrolytes  in  compartments 
of  body  water. 

cellular  fluid.  In  addition  to  the  electrolytes 
heretofore  mentioned,  one  should  also  con- 
sider the  ions  which  are  present  in  high  con- 
centration in  the  cells ; namely  potassium  and 
phosphorus. 

At  this  time  we  might  stop  and  consider 
briefly  the  physiology  of  potassium  as  it  ap- 
plies in  diabetic  coma.  Figure  1 shows  the 
concentration  of  electrolytes  in  the  cell  fluid. 
Potassium  is  the  major  basic  element  of  the 
intracellular  fluid  and  is  present  in  a con- 
centration of  140  to  160  mEq.  per  liter.  In 
the  extracellular  fluid,  which  includes  blood 
serum,  sodium  is  the  chief  cation,  while  po- 
tassium accounts  for  only  4 to  5.5  mEq.  per 
liter.  Some  of  the  other  body  fluids  may 
have  somewhat  higher  concentrations  of  po- 
tassium than  extracellular  fluid.  As  an  ex- 
ample, gastric  juice  contains  10-25  mEq.  of 
potassium  per  liter.  This  calls  one’s  atten- 
tion to  the  fact  that  appreciable  losses  of 


potassium  from  the  body  occur  in  states  ac- 
companied by  vomiting. 

There  are  several  points  in  the  metabolism 
of  potassium  which  should  be  mentioned 
briefly. 

First  of  all,  what  happens  when  one  places 
an  individual  on  a diet  low  in  potassium,  or 
when  one  starves  an  individual  ? Such  an  in- 
dividual continues  to  excrete  potassium  in  the 
urine  in  the  face  of  an  inadequate  intake  of 
potassium.  This  is  due  to  the  inability  of  the 
renal  tubules  to  reabsorb  potassium  com- 
pletely, even  under  conditions  of  need  for 
conservation  of  this  cation^®).  Under  such 
circumstances  the  cellular  potassium  stores 
are  lowered;  when  one  gets  depletion  of  cel- 
lular potassium  one  also  gets  a fall  in  serum 
concentration  of  potassium. 

The  second  point  I would  like  to  make  is 
the  importance  of  the  adrenal  cortex  in  regu- 
lating potassium  metabolism.  An  increase 
in  adrenal-cortical  function  increases  the 
urinary  loss  of  potassium,  and  adrenal-corti- 
cal insufficiency  causes  potassium  retention. 
So,  any  situation  which  causes  an  increase  in 
adrenal  - cortical  function  will  accentuate 
losses  of  potassium  in  the  urine,  and  may 
lead  to  a fall  in  intracellular  and  serum  po- 
tassium concentrations. 

Even  more  directly,  potassium  is  most  im- 
portant in  carbohydrate  metabolism.  Gly- 
cogen cannot  be  deposited  in  the  cells  of  the 
liver  or  the  muscles  unless  sufficient 
amounts  of  potassium  are  available.  Potas- 
sium is  necessary  for  phosphorylation  of  glu- 
cose. It  has  been  known  for  a long  time 
that  when  one  administers  insulin  one  gets 
not  only  a fall  in  the  blood  glucose  level,  but 
also  a fall  in  the  serum  potassium.  This  is 
due  to  the  fact  that  potassium  moves  from 
the  extracellular  fluid  into  cells  with  glyco- 
gen deposition.  Administration  of  large 
amounts  of  glucose  has  a similar  effect  on 
the  level  of  serum  potassium. 

Potassium  is  important  for  noiTnal  func- 
tion of  the  muscular  and  the  nervous  system. 
Potassium  must  be  present  in  the  extra- 
cellular fluid  for  normal  muscular  contrac- 
tion. It  must  be  present  for  transmission  of 
the  electrical  impulse  across  the  myoneural 
junction.  So  it  is  easy  to  see  why  in  states 
of  potassium  depletion,  accompanied  by  low 
serum  potassium  levels,  muscular  weakness 
is  seen. 

Finally  I might  mention  that  acidosis  per 
se  may  cause  an  increased  loss  of  potassium 
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in  the  urine  as  it  may  interfere  with  renal 
tubular  reabsorption  of  filtered  potassium. 
During  dehydration  losses  of  both  extracellu- 
lar and  intracellular  water  occur.  Potassium 
leaves  the  cells  with  water  and  is  lost  from 
the  extracellular  fluid  by  renal  excretion.  If 
dehydration  and  acidosis  are  treated  by  con- 
tinuous intravenous  infusion  of  saline,  the 
loss  of  potassium  from  the  cells  is  accentu- 
ated. and  sodium  will  enter  the  cell  in  place 
of  lost  potassium.  The  sodium  which  enters 
the  cells  is  no  longer  available  for  correction 
of  the  extracellular  acidosis. 

When  a patient  in  diabetic  coma  is  admit- 
ted to  the  hospital,  the  total  body  concentra- 
tion of  potassium  will  be  decreased,  in  rela- 
tion to  the  severity  and  duration  of  the  aci- 
dosis and  coma.  The  following  factors  con- 
tribute to  the  depletion  of  total  body  potas- 
sium: Diabetic  patients  who  are  going  into 
acidosis  usually  complain  of  anorexia  and 
nausea  which  prevent  an  adequate  intake  of 
potassium  for  some  period  of  time ; vomiting 
may  cause  a considerable  loss  of  potassium 
since  the  potassium  concentration  of  gastric 
juice  is  relatively  high;  the  urinary  losses 
of  potassium  are  great  — polyuria,  acidosis, 
dehydration,  negative  nitrogen  balance  and 
the  tremendous  increase  in  adrenal-cortical 
function  which  is  known  to  occur  in  diabetic 
coma<’^\  all  contribute  to  the  urinaiy  loss  of 
potassium.  Finally,  with  the  interruption  of 
carbohydrate  utilization  and  the  depletion  of 
liver  glycogen  stores,  the  potassium  ordinari- 
ly required  for  synthesis  and  storage  of  gly- 
cogen becomes  available  for  renal  excretion. 

Although  the  total  body  stores  of  potas- 
sium are  decreased  in  patients  with  diabetic 
coma,  the  serum  concentration  of  potassium 
may  not  only  be  normal,  but  may  actually  be 
increased,  when  such  a patient  is  admitted 
to  the  hospital.  Hyperpotassemia  is  fre- 
quently seen  in  untreated  severe  diabetic 
coma  for  the  following  reasons.  Severe  dehy- 
dration causes  contraction  of  the  extracellu- 
lar fluid  volume  with  concentration  of  po- 
tassium. Rapid  transfer  of  cell  potassium  to 
the  extracellular  fluid  compartment  occurs  as 
mentioned  earlier.  In  the  later  stages  of 
diabetic  coma,  when  severe  renal  functional 
impairment  and  oliguria  supervene,  renal  ex- 
cretion of  potassium  may  actually  become 
inadequate.  These  three  mechanisms,  in 
combination,  result  in  a normal  or  high  serum 
potassium  even  though  the  total  body  stores 
of  potassium  are  depleted.  I emphasize  this 
to  point  out  that  potassium  should  not  be 


given  intravenously  at  the  beginning  of  fluid 
therapy  as  dangerous  hyperkalemia  with 
cardiac  arrest  may  result. 

However,  after  treatment  of  diabetic  coma 
has  been  initiated  by  administration  of  in- 
sulin and  solutions  containing  saline,  sodium 
bicarbonate  and  glucose  one  frequently  sees 
a progressive  hypopotassemia  3 to  24  hours 
after  beginning  of  therapy.  A number  of 
factors  combine  and  contribute  to  the  devel- 
opment of  this  hypokalemia.  There  is  a sig- 
nificant dilution  of  the  contracted  extracellu- 
lar fluid  volume  by  administration  of  paren- 
teral fluids  devoid  of  potassium.  Secondly, 
as  insulin  is  administered,  normal  carbohy- 
drate utilization  is  re-established.  As  I men- 
tioned before,  potassium  is  necessary  for  de- 
position of  glycogen  in  the  liver.  The  move- 
ment of  potassium  from  the  extracellular 
fluids  into  the  cells  in  the  process  of  glyco- 
genosis results  in  rapid  withdrawal  of  potas- 
sium from  the  serum.  This  is  accelerated  by 
administration  of  glucose.  Thirdly,  with  re- 
hydration the  urine  volume  increases  again 
and  the  urinary  losses  of  potassium  may  con- 
tinue to  be  considerable.  As  long  as  acidosis 
and  increased  adrenal  cortical  function  per- 
sist the  urinary  losses  of  potassium  may  be 
excessive  in  spite  of  the  fact  that  consider- 
able amounts  of  potassium  move  into  the 
cells  for  glycogen  deposition.  Finally,  the 
lack  of  intake  of  potassium  continues.  The 
hjTDopotassemia  resulting  from  these  various 
mechanisms  persists  until  the  patient  is  able 
to  take  food,  or  until  potassium  salts  are  ad- 
ministered. 

The  normal  level  of  serum  potassium 
ranges  between  4 and  5.5  mEq.  per  liter. 
This  level  may  fall  to  2 mEq.  or  lower  in  pa- 
tients with  diabetic  coma  not  treated  with 
potassium.  If  the  serum  potassium  falls  be- 
low 3 mEq.  per  liter,  progressive  clinical 
manifestations  of  hypokalemia  may  be  recog- 
nized in  such  patients  after  the  first  three 
to  four  hours  of  therapy  and  usually  within 
the  first  18  hours.  If  the  patient  is  conscious 
he  may  complain  of  weakness,  lassitude  and 
peripheral  paresthesias.  Symetric  motor 
weakness  may  appear  and  proceed  to  flaccid 
paralysis  of  the  extremities  if  the  hypo- 
potassemia is  severe.  Little  objective  sens- 
ory dysfunction  accompanies  the  motor  dis- 
turbance. The  respiratory  muscles  may  be- 
come involved,  and  respiration  may  become 
rapid,  shallow,  gasping  but  regular,  the  so- 
called  “fish-mouth”  type  of  respiration.  The 
cardiovascular  system  may  become  involved 
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with  an  increase  in  pulse  pressure  at  first, 
but  leading  to  circulatory  collapse  and  shock. 

This  brings  us  to  the  prevention  and  treat- 
ment of  serious  hypopotassemia  and  the  ther- 
apy of  potassium  deficiency  in  diabetic  coma. 
Although  the  total  body  deficits  of  potassium 
are  frequently  very  large,  it  is  not  necessary 
to  replace  these  in  a short  period  of  time. 
Symptoms  of  hypopotassemia  can  be  prevent- 
ed or  treated  with  relatively  small  amounts 
of  potassium  in  relation  to  the  body  deficit 
of  potassium.  When  the  patient  starts  eat- 
ing adequately  we  usually  do  not  have  to 
worry  about  potassium  therapy  since  the 
dietary  intake  assures  potassium  replace- 
ment. The  average  diet  contains  about  60- 
120  mEq.  of  potassium.  On  the  other  hand, 
with  the  patient  in  diabetic  coma,  one  should 
not  wait  until  the  patient  starts  eating  ade- 
quately. One  should  initiate  potassium  ther- 
apy 3-4  hours  after  beginning  of  insulin  and 
fluid  administration  and  when  adequate  urine 
flow  has  been  established.  If  the  patient  is 
conscious  and  able  to  retain  fluids  at  this 
time,  potassium  may  be  given  orally  in  the 
form  of  potassium  chloride,  1-2  gms.  dis- 
solved in  fruit  juice  every  hour  for  six  to 
eight  times.  One  gram  of  potassium  chloride 
contains  13.4  mEq.  of  potassium.  Oral 
therapy  is  always  preferable  since  one  does 
not  get  into  difficulty  with  this  route  of  ad- 
ministration. More  frequently  the  patient 
will  still  be  stuporous  or  nauseated  three  to 
four  hours  after  beginning  of  treatment  for 
diabetic  coma,  and  potassium  will  have  to  be 
given  parenterally.  A total  dose  of  60-200 
mEq.  potassium  per  day  may  be  used  for 
parenteral  replacement  therapy.  When  one 
uses  potassium  prophylactically,  as  we  do  in 
every  case  of  diabetic  coma,  we  like  to  use 
low  concentrations,  such  as  30  mEq.  per 
liter.  Two  and  one-fourth  gm  KCl  (30  mEq. 
potassium)  is  added  to  each  liter  of  intra- 
venous solution  used.  If  symptoms  of  hypo- 
kalemia are  apparent,  potassium  should  be 
given  in  a concentration  of  60-80  mEq.  per 
liter.  In  the  case  of  an  acute  emergency, 
such  as  flaccid  paralysis  or  respiratory  em- 
barrassment a 1.14  per  cent  solution  of  po- 
tassium chloride  may  be  given  slowly.  This 
solution  is  isotonic  and  contains  153  mEq. 
potassium  per  liter.  When  the  symptoms 
have  been  corrected,  lower  concentration  of 
potassium  should  be  employed  for  replace- 
ment therapy  to  avoid  the  danger  of  hyper- 
kalemia. Usually  the  rate  of  administration 
of  potassium  should  not  be  above  20  mEq. 


per  houi-(*).  Potassium  chloride  is  a simple 
potassium  salt  to  use,  since  it  may  be  added 
to  any  parenteral  solution  without  producing 
a change  in  pH.  Its  main  disadvantage  is 
that  it  furnishes  an  excess  of  chloride.  When 
given  orally  it  may  also  cause  gastric  irrita- 
tion. 

From  Figure  1 it  will  be  Recalled  that  the 
cell  fluid  is  not  only  rich  in  potassium  but 
also  rich  in  phosphorus.  The  metabolism 
of  phosphorus  in  diabetic  acidosis  is  very 
similar  to  that  of  potassium  with  the  result 
that  intracellular  deficiencies  of  phosphates 
also  exist.  Therefore,  it  is  actually  more  ra- 
tional to  use  a phosphate  salt  of  potassium 
for  the  treatment  of  both  deficiencies.  In 
order  to  preserve  a neutral  pH,  dibasic  potas-  < 
sium  phosphate  and  potassium  acid  phosphate 
must  be  mixed  in  a ratio  of  approximately 
4.5:1  by  weight<^>.  Four  and  one-half  gm. 
of  the  former  plus  1 gm.  of  the  latter  salt 
contain  60  mEq.  of  potassium.  For  oral 
administration  the  dibasic  salt  of  potassium 
phosphate  (K.HPOJ  may  be  used  alone  in 
a dosage  of  2 grams  every  hour.  As  long  as 
potassium  salts  are  administered  prophylac- 
tically one  does  not  have  to  fear  the  hypo- 
kalemic effect  of  early  glucose  administra- 
tion. 

Anuria  or  severe  oliguria  is  always  a con- 
traindication to  potassium  administration, 
since  it  might  lead  to  dangerous  hyperpotas- 
semia.  Should  the  level  of  serum  potassium 
reach  a concentration  of  10  mEq.  per  liter 
or  higher,  cardiac  standstill  is  likely  to  re- 
sult. 

In  order  to  use  potassium  in  therapy,  de- 
terminations of  serum  potassium  levels  are 
not  essential.  Certain  EKG  changes  have 
been  described  in  the  presence  of  hyperpotas- 
semia  and  hypopotassemia.  Although  there 
is  no  constant  correletion  between  the  level 
of  serum  potassium  and  these  EKG  changes, 
serial  electrocardiograms  may  nevertheless 
be  helpful,  if  obtained  at  intervals  during  the 
thei'apy  for  diabetic  coma.  Changes  seen  in 
hyperpotassemia  are  an  increase  in  height 
and  peaking  of  T waves,  disappearance  of 
P waves,  depression  of  the  ST  segment,  and 
widening  of  the  QRS  complex.  In  hypopotas- 
semia one  may  recognize  a prolonged  QT  in- 
terval, depression  or  inversion  of  T waves 
and  sagging  of  the  ST  segment. 

In  the  treatment  of  diabetic  coma  there 
are  many  other  important  considerations, 
only  some  of  which  were  outlined  in  the  be- 
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ginning  of  this  discussion.  By  necessity 
these  were  discussed  only  very  briefly.  The 
major  part  of  this  discussion  has  dealt  with 
potassium  therapy  as  it  has  been  the  out- 
standing contribution  to  the  treatment  of 
diabetic  coma  within  the  last  few  years. 

REFERENCES 

1.  Butler.  A.  M. : Medical  Progress — Diabetic  Coma.  N. 

Eng.  J.  Med..  243  :648,  1950. 

2.  Root.  H.  F. : The  Use  of  Insulin  and  the  Abuse  of 

Glucose  in  the  Treatment  of  Diabetic  Coma.  J.A.M.A.,  127  :557, 
1945. 


3.  Franks.  M.  ; Berris,  R.  F.  : Kaplan,  N.  O.,  and  Myers, 

G.  B. : Metabolic  Studies  in  Diabetic  Acidosis.  I.  The  Effect 

of  the  Early  Administration  of  Dextrose.  Arch.  Int.  Med.. 
80:739.  1947. 

4.  Conn.  J.  W.,  and  Bauer.  J.  M.  : The  Administration  of 

Glucose  in  the  Treatment  of  Diabetic  Coma.  Univ.  Hosp.  Bull., 
Ann  Arbor.  11  :50,  1945. 

5.  Bauer.  .1.  M.  ; Fajans.  S.  S.,  and  Conn,  J.  W. : Medical 

Staff  Conference — Management  of  Diabetic  Coma.  Univ.  Mich. 
Bull..  Ann  Arbor,  16:346,  1950. 

6.  Tarrail,  R..  and  Elkinton,  J.  R.  : Potassium  Deficiency 
and  the  Role  of  the  Kidney  in  Its  Production.  J.  Clin.  In- 
vestigation, 28  :99,  1949. 

7.  McArthur.  J.  W.  : Sprague,  R.  G.,  and  Mason,  H.  L. : 
The  Urinary  Corticosteroids  in  Diabetic  Acidosis.  J.  Clin. 
Endocrinol..  10:307.  1950. 

8.  Elkinton,  J.  R..  and  Tarail,  R. : The  Present  Status  of 

Potassium  Therapy.  Am.  J.  Med.,  9 :200,  1950. 


Nervous  System  Complications  in  Diabetes  Mellitus 

EDWARD  R.  BROUSSEAU,  M.D. 

Omaha,  Nebraska 


Doctor  Brousseau  calls  attention  to  the  frequent  involve- 
ment of  the  nervous  system  in  the  course  of  diabetes 
mellitus,  relating  it  more  to  alterations  of  bodily  structures 
and  functions  than  to  disordered  carbohydrate  metabolism. 
He  enumerates  several  of  these  factors  and  the  theories 
or  known  facts  underlying  them.  The  author  then  sum- 
marizes the  data  about  such  complications  as  diabetic 
neuropathy,  myelopathy,  encephalopathy  and  disturbances 
of  the  autonomic  nervous  system.  He  gives  interesting 
consideration  to  emotional  and  personality  changes  result- 
ing from  diabetes,  or  related  to  the  regimen  of  treatment 
of  this  disease. 

EDITOR 

It  is  a well  known  fact  that  the  nervous 
system  is  often  involved  during  the  course  of 
diabetes  mellitus.  DeJong^^)  states  that  the 
nervous  system  changes  are  more  often  due 
to  complications  of  diabetes,  or  to  alteration 
in  bodily  structure  and  function  which  fonn 
a part  of  the  disease  process,  such  as  arterio- 
sclerosis and  general  metabolic  disturbances, 
than  to  altered  carbohydrate  metabolim. 

The  early  arteidosclerosis  in  diabetes  and 
the  marked  sensitivity  of  the  nervous  tissue 
to  decreased  blood  supply  are  of  basic  im- 
portance in  understanding  the  observed 
changes.  RandalT^)  has  shown  that  demy- 
elinization  is  the  outstanding  pathological 
change  in  the  peripheral  nerves.  The  dis- 
turbance in  metabolism  resulting  in  exces- 
sive oxidation  of  fats  has  to  be  considered. 
The  role  of  vitamins,  particularly  thiamin, 
has  been  studied  by  Fein^^)  and  others,  who 
found  no  conclusive  evidence  of  their  im- 
portance. The  hypothalamic  regulation  of 
carbohydrate  metabolism  through  the  endo- 
crine system  has  been  the  subject  of  much 
recent  research.  The  decreased  carbohydrate 
tolerance  and  glycosuria  found  during  pe- 
riods of  emotional  stress  is  also  of  interest. 
The  personality  of  the  diabetic,  a function  of 
his  central  nervous  system,  is  also  very  im- 
portant. The  following  paragraphs  will  con- 


stitute a summary  of  the  various  neuropsy- 
chiatric complications  of  diabetes. 

Diabetic  neuropathy  (neuritis)  manifests 
itself  just  as  do  other  types  of  peripheral 
neuritis.  The  patient  may  complain  of  pain, 
paraesthesias,  ataxia,  flaccid  pareses,  and 
atrophy.  Examination  will  show  changes  in 
cutaneous  and  proprioceptive  sensation,  dim- 
inished or  absent  tendon  reflexes,  and  motor 
weakness.  A safetj'^  pin,  tuning  fork,  reflex 
hammer  and  having  the  patient  stand  with 
his  eyes  closed  will  quickly  demonstrate  the 
signs.  Jordan states  that  tenderness  of 
the  nerve  trunks  is  a common  early  sign  and 
may  be  closely  related  to  hyperglycemia. 
Rudy  and  Epstein<^)  found  these  changes  in 
about  one  half  of  diabetics.  They  may  be 
the  cause  of  the  first  clinical  symptoms. 
Bonkalo^®>  found  that  neuropathy  is  most 
common  in  the  poorly  regulated  and  in  the 
older  diabetics,  but  it  may  be  found  in  early 
cases  with  no  evidence  of  arteriosclerosis. 
Treatment  consists  of  control  of  the  disease 
and,  usually,  the  use  of  thiamin.  Complete 
recovery  is  rare,  but  early  detection  and 
treatment  can  yield  good  results. 

Diabetic  myelopathy,  because  of  t h e re- 
sultant areflexia  and  proprioceptive  disturb- 
ances that  characterize  it,  has  been  known 
for  many  years  as  diabetic  pseudotabes.  All 
the  clinical  symptoms  of  tabes  may  be  noted. 
These  include  areflexia,  ataxia,  lightning 
pain,  visceral  disturbances,  pupillary  reflex 
changes  and  occasionally,  a positive  Babin- 
ski.  Many  of  these  symptoms  and  signs  can 
be  explained  by  extensive  peripheral  nerve 
involvement,  but  others  definitely  imply  cen- 
tral nervous  system  change.  This  can  be 
verified  by  laboratory  studies  of  the  spinal 
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fluid  which  will  show  increased  protein  and, 
in  about  one  half  of  the  cases,  a paietic  or 
tabetic  gold  cuiwe. 

Diabetic  cranial  neiwe  involvement  and 
encephalopathy  are  noted  in  less  than  ten 
per  cent  of  the  cases  with  diabetic  neuro- 
pathy. These  generally  are  of  a peripheral 
nerve  or  brain  stem  origin.  The  Argyll-Ro- 
bertson  pupil  and  typical  peripheral  nerve 
lesions  maj^  be  noted  on  examination.  Larson 
and  Auchincloss^'^^  report  three  cases  of  ex- 
tensive cranial  neuropathy  that  improved 
when  the  diabetes  was  controlled. 

The  autonomic  neiwous  system,  particu- 
larly the  sympathetic  portion,  may  also  be 
involved  in  the  course  of  diabetes.  Bladder 
and  bowel  disturbances  are  common  and  gen- 
erally consist  of  an  atonia.  Many  of  the  vas- 
cular changes  that  have  been  noted  could  be 
neurogenic  as  well  as  arteriosclerotic  in  na- 
ture. Endocrine  changes  may  include  steril- 
ity, impotence  and  difficulties  in  maintain- 
ing pregnancy. 

Of  considerable  interest  to  the  neuropsy- 
chiatrist, and  a real  problem  in  the  control 
of  diabetes,  is  the  patient’s  attitude  toward 
his  illness.  The  uncooperative  diabetic  can 
frustrate  the  most  carefully  planned  pro- 
gram of  treatment.  The  neurotic  individual 
who  is  also  diabetic  or  the  diabetic  who  is 
neurotic  as  a result  of  his  physical  handicap, 
is  well  known. 

It  is  difficult,  and  perhaps  unnecessary  to 
accurately  differentiate  between  emotional 
and  autonomic  visceral  responses.  A young, 
poorly  controlled  diabetic  male  was  referred 
to  the  author  with  the  complaint  of  sexual 
impotence.  During  the  course  of  psycho- 
therapy he  developed  a less  neurotic  attitude 
toward  his  disease  and  himself.  As  a result 
he  cooperated  better  in  his  diabetic  regimen 
and  his  potency  increased.  Similar  problems 
are  present  in  many  physically  handicapped 
people.  It  would  seem  that  understanding 
the  patient’s  feelings  about  his  disease  and 
encouraging  him  to  lead  an  otherwise  normal 
life  could  be  of  value. 

The  personality  changes  occuring  in  the 
aged  arteriosclerotic  are  well  known.  In  dia- 
betes mellitus  the  early  arteriosclerosis  can 
produce  the  same  changes  in  younger  people 
and  therefore  a viscious  cycle  of  lack  of  co- 
operation with  concomitant  poor  control  and 
intensification  of  the  pathological  processes 
may  result.  It  seems  that  a sympathetic 


and  infoiTned  family  could  be  of  considerable 
help  when  memory  loss  and  childish,  impul- 
sive behavior  begin  to  complicate  therapy. 

SUMMARY  AND  CONCLUSIONS 

A brief  review  of  the  recent  literature 
concerning  the  neurologic  complications  of 
diabetes  mellitus  has  been  presented.  It  has 
shown  that  all  portions  of  the  nervous  sys- 
tems can  be  involved.  The  pathology  of  such 
change  is  usually  secondary  and  the  import- 
ance of  arteriosclerosis  has  been  emphasized. 

Personality  changes  on  a neurotic  or  or- 
ganic basis  are  suggested  as  an  important 
factor  in  the  adequate  control  of  diabetes. 
In  turn,  control  of  diabetes  is  the  best  treat- 
ment for  diabetic  neuropathy.  The  use  of 
vitamins,  particularly  thiamin,  is  at  the 
present  time  the  only  specific  therapy  for 
diabetic  neuropathy  and  its  effectiveness  has 
been  questioned.  The  value  of  the  art  of 
medicine  and,  if  necessary,  formal  psycho- 
therapy in  the  treatment  of  diabetes  mellitus 
has  been  suggested. 
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DIABETES  MELLITUS  OBSERVED  IN  INFANTS 

Diabetes  mellitus  in  two  infants  under  one  year  of 
age  has  been  reported  by  Brodribb  and  his  associates 
at  the  Hastings  Group  of  Hospitals  in  England.  The 
blood  sugar  level  in  one  case  reached  1160  mg.  per 
100  ml.  before  treatment  and,  according  to  the  au- 
thors, constitutes  the  highest  available  figure  re- 
corded for  an  infant  under  one  year  of  age.  Pre- 
viously reported  high:  600  mg.  per  100  ml.  in  an 
infant  who  suiwived;  952  mg.  per  100  ml.  in  one 
who  died. 

The  first  infant  had  a gradual  onset,  which  fol- 
lowed immunization  and  was  comparatively  mild. 
His  blood  sugar  was  440  mg.  per  100  ml.  The  sec- 
ond case  was  acute  and  severe,  presenting  pulmo- 
nary symptoms  and  signs.  Her  blood  sugar  was 
1160  mg.  per  100  ml.  Both  patients  survived  and 
are  being  maintained  on  two  doses  of  soluble  insulin 
daily.  Investigators  obseiwed  a tendency  towards 
excessive  weight  gain  in  both  infants. 


The  Ocular  Complications  of  Diabetes  Mellitus 

ROBERT  D.  VICKERY,  M.D. 

Omaha,  Nebraska 


Doctor  Vickery  points  out  the  increasing  incidence  of 
diabetic  retinopathy,  relating  it  to  the  length  of  time  the 
disease  has  been  present,  rather  than  to  the  blood  sugar 
levels.  He  describes  the  appearance  of  the  retina  in  this 
condition  and  discusses  the  underlying  pathologic  lesions 
in  detail.  Other  eye  complications  of  diabetes  mellitus 
such  as  catarract,  rubeosis  of  the  iris,  the  soft  eyeball 
of  coma,  pathologic  lipemia,  etc.,  are  briefly  considered 
and  the  treatment  is  discussed. 

EDITOR 

Perhaps  the  most  consistent  and  frequent 
ocular  complication  of  diabetes  mellitus  is 
the  occurance  of  diabetic  retinopathy  at 
some  time  during  the  course  of  the  disease. 
It  is  more  important  now  than  two  to  three 
decades  ago  inasmuch  as  life  expectancy  is 
now  greater  than  ever  before,  not  only  in  the 
case  of  non-diabetics  but  in  diabetics  them- 
selves. Because  of  this  fact  alone  the  in- 
creased incidence  of  diabetic  retinopathic 
changes  is  a certainty  since  this  complication 
has  the  tendeny  to  occur  some  time  later 
than  the  diagnosis  of  the  disease.  Also,  since 
life  expectancy  is  now  greater  the  relative 
increase  in  the  disease  is  a contributing  fac- 
tor. According  to  Friedenwald,(^>  in  his  own 
private  practice  of  ophthalmology,  diabetic 
retinopathy  is  now  three  times  as  frequent 
as  it  was  in  the  early  1920’s. 

It  is  interesting  to  note  that  from  all  avail- 
able evidence  to  date,  the  adequacy  of  con- 
trol of  blood  sugar  levels  in  diabetics  has  no 
direct  significance  bearing  on  the  incidence 
of  retinopathic  changes.  The  incidence  of 
diabetic  retinopathy  rather  depends  more  on 
the  duration  of  the  disease,  and  it  is  safe  to 
say  that  close  to  100  per  cent  of  those  afflict- 
ed will  develop  retinopathy  if  the  duration  of 
diabetes  is  longer  than  twenty  years.  In 
many  instances  it  is  seen  after  only  four  to 
five  years  have  passed,  and  particularly  in 
juvenile  diabetics.  It  is  also  interesting  to 
note  that  the  prognosis,  so  far  as  life  ex- 
pectancy is  concerned,  is  not  nearly  as  ser- 
ious as  in  those  patients  who  have  hyperten- 
sive or  renal  types  of  retinopathy. 

The  clinical  picture  of  diabetic  retinopathy 
is  a distinct  entity  in  itself  though  there  are 
still  many  who  believe  that  it  is  merely  an- 
other manifestation  of  the  arteriosclerotic 
changes  so  typically  seen  in  diabetes.  Fried- 
enwald<^>  offers  convincing  evidence  that 
diabetic  retinopathy,  per  se,  is  not  a result 
of  local  arteriosclerotic  changes;  however. 


this  does  not  alter  the  fact  that  arterioscler- 
otic retinal  vascular  accidents  can  be  super- 
imposed on  the  true  picture  of  diabetic  retin- 
opathy. 

The  opthalmoscopic  characteristics  of  dia- 
betic retinopathy  are  the  occurence  of  hard, 
waxy,  yellow-white  patches  of  irregularly 
shaped  exudates  in  the  region  of  the  macula, 
and  small,  round,  punctate,  aneurysmal  cap- 
illary dilatations  in  the  retina.  The  condition 
is  almost  always  bilateral.  These  aneurysms 
frequently  form  hemorrhages  which  lie  in 
the  superficial  inner  layers  of  the  retina  and 
may  extend  even  into  the  vitreous  body  it- 
self. The  characteristic  location  in  the  macu- 
lar zone  in  the  early  stages  of  diabetic  retin- 
opathy, is  consistent.  The  pattern  of  the  le- 
sions slowly  change  as  new  aneurysms  are 
formed  and  fresh  hemorrhages  occur  while 
the  older  ones  may  be  replaced  by  hyalin 
masses,  the  yellow-white  exudates  located  in 
the  external  plexiform  and  nuclear  layers  of 
the  retina.  These  exudates  are  more  com- 
monly seen  in  the  adult  diabetic,  and  are 
rare  in  patients  of  twenty  years  old  or 
younger.  Friedenwald(^>  observed  that  what 
had  previously  been  regarded  as  deep  punc- 
tate hemorrhages,  were,  in  fact,  true  capil- 
lary aneurysms  with  the  formation  of  hyalin 
material  lying  in  or  on  the  capillary  wall. 
These  petechiae  are  most  often  seen  at  the 
bifurcation  of  a capillary  or  where  the  capil- 
lary makes  a shai*p  bend  in  its  course.  The 
aneurysms  are  lined  with  endothelium  and 
are  a direct  outpouching  of  the  vessel  wall. 
Their  average  diameter  is  twenty  to  thirty 
microns. 

The  more  severe  variations  from  this  pic- 
ture are:  The  production  of  new  vessel 
growth ; frank  hemorrhages  within  the  ret- 
ina or  into  the  vitreous;  and  gliosis  or  scar- 
ring of  the  retina  with  resultant  prolifera- 
tion of  scar  tissue  over  the  surface  of  the 
retina  in  the  form  of  bands.  This  last  is  one 
of  the  uncommon  complications  of  diabetic 
retinopathy,  and  fortunately  so  because  fre- 
quently the  retina  itself  is  separated  with 
the  almost  inevitable  blindness  in  the  affect- 
ed eye.  Venous  thrombosis  also  is  not  un- 
commonly associated  with  diabetes,  and  this 
is  probably  due  to  superimposed  phleboscle- 
rotic  changes  with  the  resultant  closure  of 
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the  central  retinal  vein  or  one  of  its  branches. 
This  particular  complication  rapidly  leads  to 
blindness  in  the  involved  eye  in  many  cases, 
and  the  further  complication  of  secondary 
glaucoma  rears  its  ugly  head  to  further  har- 
ry the  victim.  At  times,  localized  venous  oc- 
clusions in  the  retina  may  occur  with  the  at- 
tempted proliferation  of  new  capillary  col- 
laterals in  the  affected  area. 

The  relationships  of  diabetic  retinopathy 
to  increased  capillary  fragility  have  only 
been  investigated  during  the  last  thirteen 
years (2) _ is  now  a confirmed  fact  that  in 
individuals  afflicted  with  this  complication, 
there  is  an  increase  in  capillary  fragility. 

One  other  feature  which  is  still  in  the 
early  stages  of  investigation  is  the  close  re- 
lationship between  diabetic  retinopathy  and 
the  lesions  seen  in  the  kidney  in  intercapil- 
lary glomerulosclerosis  or  “Kimmelstiel-Wil- 
son’s”  disease.  Recent  information  is  at 
hand  indicating  that  there  is  a close  relation- 
ship between  the  Kimmelstiel-Wilson  lesion 
in  the  kidney  and  the  picture  of  diabetic  ret- 
inopathy in  alloxan  produced  diabetes  in  rab- 
bits which  have  been  given  ACTH.  This 
work,  reported  by  Becker^^)^  is  still  in  the 
experimental  stages,  but  it  immediately 
raises  the  question  of  possible  relationships 
between  adrenal  cortical  functions  and  the 
production  of  both  intercapillary  glomerulo- 
sclerosis and  diabetic  retinopathy. 

Frequently,  in  the  case  of  uncontrolled 
diabetes  or  undiagnosed  diabetes,  the  indi- 
vidual will  consult  the  ophthalmologist  com- 
plaining of  blurring  of  his  vision  of  recent 
origin.  It  is  a known  fact  that  sudden 
changes  in  refraction  occur  in  this  condition. 
There  is  a tendency  to  myopia  with  increased 
blood  sugar  and  a tendency  towai’d  hyperopia 
when  the  blood  sugar  is  decreased.  This  was 
noted  by  Duke-Elder<-‘),  who  explained  these 
transitory  changes  on  the  basis  of  a change 
in  the  refractive  power  of  the  crystalline  lens 
in  the  eye.  When  there  is  an  abnormally 
high  blood  sugar,  fluid  enters  through  the 
semi-permeable  capsule  of  the  lens  into  the 
cortical  layers  as  a result  of  changes  in  os- 
motic pressure.  This  produces  a shift  toward 
myopia.  The  process  is  reversed  when  the 
blood  sugar  is  lowered. 

Another  complication  of  diabetes  is  the 
tendency  to  develop  senile  cataract  changes 
in  the  crystalline  lens  at  a relatively  younger 
age  than  is  usually  seen.  True  diabetic  cat- 


aracts characterized  by  subcapsuler  opaci- 
ties in  the  lens  are  bilateral,  and  fortunately, 
rare.  This  latter  type  occurs  in  severe  dia- 
betes and  more  often  in  younger  individuals. 

Rubeosis  of  the  iris  is  an  unfavorable  com- 
plication of  diabetes.  It  is  uncommon  and  is 
characterized  by  vascular  proliferation  in  the 
iris,  particularly  around  the  region  of  the 
margin  of  the  pupil.  Secondary  glaucoma  is 
always  present,  and  recurrent  hyphemia  or 
hemorrhage  into  the  anterior  chamber  is 
characteristic. 

In  diabetic  coma  the  intra-ocular  tension 
is  always  low,  even  to  a degree  wherein  there 
is  a sinking  in  or  dimpling  of  the  cornea.  The 
eyes  are  mushy-soft  on  palpation. 

A rare  and  transient  complication  of  dia- 
betes is  pathological  lipemia,  and  only  in  dia- 
betes does  it  become  severe  enough  to  affect 
the  retina.  When  the  fat  content  of  the 
blood  exceeds  five  per  cent,  the  retinal  ar- 
teries and  veins  acquire  a characteristic  yel- 
low color  and  appear  flattened  out.  Before  in- 
sulin this  usually  indicated  a fatal  outcome  of 
the  disease. 

Other  complications  of  diabetes,  as  mani- 
fested in  the  eye,  are  the  development  of  ex- 
tra-ocular muscle  paresis,  optic  neuritis  and 
papillitis,  and  retrobulbar  neuritis.  These 
conditions  are  very  uncommon,  and  they  are 
mentioned  here  only  for  completeness  of  this 
section. 

The  treatment  of  these  many  ocular  com- 
plications poses  a difficult  problem.  Unfor- 
tunately, although  proper  diet  and  insulin 
therapy  may  forestall  the  appearance  of  ele- 
vated blood  sugar  and  sugar  in  the  urine,  the 
ocular  complications  may  still  arise  in  some 
form  or  another.  At  present  the  outlook  is 
not  good,  to  say  the  least.  Poor  care  or  lack 
of  care  of  the  diabetic  patient  certainly  has 
a bearing  on  the  incidence  of  the  ocular  com- 
plications. It  is  my  own  belief  that  adequate 
insulin  therapy  with  a balanced  diet  high  in 
protein  is,  at  this  time,  the  best  overall  ap- 
proach. The  use  of  rutin,  which  is  a gluco- 
side  obtained  from  the  buckwheat  plant,  in 
high  doses  of  up  to  120  mgm.  daily,  has  been 
advocated  by  many^5)(6)_  jg  thought  that 
decreasing  the  capillary  fragility  would  les- 
sen the  chance  of  developing  diabetic  retino- 
pathy, but  this  has  not  been  borne  out  con- 
clusively. Others  have  reported  beneficial 
results  from  the  use  of  testosterone  propion- 
ate^'^b  and  still  others  have  reported  encour- 
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aging'  data  on  the  use  of  intravenous  benz- 
azoline<^>  in  the  treatment  of  retinopathy. 
However  these  latter  approaches  will  bear 
considerably  more  investigation. 

It  is  important  that  the  ophthalmologist 
render  complete  cooperation  in  the  over-all 
approach  toward  a better  understanding  of 
the  treatment  of  diabetes  mellitus.  Much 
has  yet  to  be  learned  about  the  condition  and 
its  many  pitfalls,  and  much  is  on  the  draw- 
ing board  towards  a better  comprehension  of 
the  disease. 
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The  author  states  that  diabetics  live  longer  because  of 
insulin  and  antibiotics,  hence  tend  to  die  of  vascular  and 
degenerative  complications.  Those  found  in  the  kidney 
have  attracted  attention  because  of  their  increasing  fre- 
quency and  the  possibility  that  there  may  be  a charac- 
teristic type  of  renal  disease  in  diabetes  mellitus.  He 
goes  on  to  stress  the  pathologic  and  clinical  findings  in 
renal  arteriosclerosis,  intercapillary  glomerulosclerosis  and 
pyelonephritis,  comparing  and  contrasting  them  with 
lesions  in  the  kidney  of  the  non-diabetic. 

EDITOR 

Since  the  widespread  use  of  insulin  and 
antibiotics,  diabetics  are  living  much  longer 
and  are  dying  of  vascular  and  degenerative 
complications  rather  than  from  acidosis  and 
infection.  Among  the  vascular  complica- 
tions of  diabetes,  that  which  involves  the  kid- 
neys follows  in  importance  only  coronary  dis- 
ease, gangrene,  and  encephalomalacia  as  a 
cause  of  death This  paper  will  present  a 
general  review  of  the  renal  complications  of 
diabetes  mellitus,  vascular  and  otherwise, 
based  on  the  literature. 

Renal  disease  as  a complication  of  diabetes 
mellitus  has  attracted  attention  first,  be- 
cause of  its  steadily  increasing  frequency 
and  second  because  there  is  some  evidence 
both  clinical  and  pathologic,  to  indicate  that 
there  may  be  a characteristic  type  of  renal 
disease  in  patients  with  diabetes.  There  are 
four  renal  lesions  to  which  the  diabetic  pa- 
tient is  particularly  susceptible : glycogen 
nephrosis,  renal  arteriosclerosis,  intercapil- 
lary glomerulosclerosis  and  acute  pyelone- 
phritis. The  first  may  be  dismissed  since  its 
pathogenesis  is  obscure  and  since  no  definite 
clinical  syndrome  associated  with  its  presence 
has  been  defined.  Microscopically,  glyogen 
nephrosis  appears  as  clear  vacuolation  of  the 


tubular  epithelium,  especially  pronounced  in 
the  proximal  convoluted  tubules  and  the 
loops  of  Henle.  Its  presence  constitutes  a 
valid  post-mortem  criterion  for  the  diagnosis 
of  diabetes  mellitus. 

RENAL  ARTERIOSCLEROSIS  AND 
GLOMERULOSCLEROSIS 

Renal  arteriosclerosis  in  diabetics  is  some- 
what different  than  in  non-diabetics.  The 
characteristic  change  is  a subintimal  deposit 
of  a hyaline  material  which  is  thicker  in  dia- 
betis  than  in  non-diabetics  with  hyperten- 
sion, and  which  often  replaces  much  of  the 
muscular  layer  of  the  arteriole.  Diabetic 
nephrosclerosis  is  also  characterized  by  in- 
volvement of  the  afferent  as  well  as  the  ef- 
ferent glomerular  arteriole.  Some  authors 
have  related  this  change  to  the  more  fre- 
quent development  of  hypertension  among 
patients  who  have  diabetes.  The  most  fre- 
quent vascular  complication  presented  by  the 
younger  diabetics  is  renal  arteriosclerosis. 
There  is  no  relation  between  the  severity  of 
the  diabetes  and  the  degree  of  the  renal  ar- 
teriosclerosis. Mild  diabetics,  controlled  by 
diet  alone,  have  as  much  arteriosclerosis  as 
those  taking  large  amounts  of  insulin  for 
control. 

In  1936  Kimmelstiel  and  Wilson,  in  an 
autopsy  study  of  eight  cases,  showed  a good 
correlation  between  a syndrome  consisting  of 
diabetes,  gross  albuminuria,  nephrotic  ede- 
ma, hypertension,  and  a peculiar  type  of  in- 
tercapillary sclerosis  in  the  renal  glomer- 
uli <*>.  Since  then  there  has  been  a plethora 
of  papers  and  reviews  on  the  subject  of  so- 
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called  Ivimmelstiel-Wilson  syndrome  or  in- 
tercapillary glomerulosclerosis.  There  seem 
to  be  two  main  points  of  argument  among 
the  writers  on  this  subject:  Whether  the  an- 
atomical lesions  are  specific  for  diabetes  mel- 
litus;  and,  whether  the  anatomical  lesions 
are  associated  with  any  clinically  recogniz- 
able syndrome.  Out  of  the  welter  of  facts  a 
few  salient  ones  can  be  crystallized. 

The  typical  lesion  is  a nodular  mass  of  hya- 
line material  in  the  periphery  of  the  renal 
glomerular  tuft  with  a patent  capillary 
(which  may  even  be  aneurysmal)  surround- 
ing it  like  a halo.  The  careful  histologic 
studies  of  Arthur  Allen have  established 
the  argentophilic,  laminated  nature  of  this 
mass  and  its  resistance  to  tryptic  digestion. 
This  lesion  has  been  reproduced  experiment- 
ally in  an  animal  rendered  diabetic  by  anter- 
ior pituitary  extract.  It  is  now  believed  to  be 
formed  from  the  capillary  basement  mem- 
brane and  the  designation  “intercapillary”  is 
considered  amisnomer^^h  Some  authors^'^ 
have  considered  intercapillary  glomeruloscle- 
rosis to  occur  in  many  different  conditions  in 
addition  to  diabetes.  However,  if  the  “dif- 
fuse” type  is  eliminated  from  consideration, 
the  majority  of  present  day  thinking  favors 
the  concept  that  the  nodular  lesions  as  de- 
scribed by  Kimmelstiel  and  Wilson  are  quite 
specific  for  diabetes  mellitus^^^h  Since  our 
methods  for  diagnosis  are  becoming  more 
rigid  it  is  probable  that  many  of  the  patients 
previously  considered  non-diabetics  would 
now  be  diagnosed  as  having  the  disease. 

This  lesion  has  been  stated  to  occur  in 
from  one-fourth  to  one-third  of  autopsies  on 
diabetic  patients Only  a small  percent- 
age of  these  have  any  recognizable  syndrome 
associated  with  the  glomerulosclerosis.  Some 
authors  have  considered  the  occuiu’ence  of  the 
nephrotic  syndrome  in  older  diabetics  as 
diagnostically  specific  for  the  Kimmelstiel- 
Wilson  lesions.  The  diabetes  is  usually  mild 
or  moderate  in  nature  but  long-standing.  The 
sjmdrome  is  rare  before  the  age  of  forty. 
Rifkin  and  his  associates  considered  the  oc- 
currence of  albuminuria,  hypertension,  ede- 
ma, combined  diabetic  and  hypertensive  ret- 
inopathy, doubly  retractile  casts  in  the  ur- 
inary sediment,  and  sometimes  hypoproten- 
emia  and  hypercholesteremia  as  constituting 
a distinct  clinical  syndrome  in  older  diabetics 
which  was  very  well  correlated  with  the  his- 
tologic presence  of  nodular  glomerulosclero- 
sis^^i>.  If  all  of  these  features  are  present 
in  a diabetic  patient  the  chances  are  good 


that  he  will  have  the  lesion.  However,  in  a 
recent  clinical  and  pathologic  analysis  of  100 
anatomically  proven  cases  of  intercapillary 
glomerulosclerosis  only  twenty-five  patients 
had  the  various  clinical  features  occurring 
together  in  any  clinically  distinct  syn- 
drome In  addition  the  clinical  features 

were  present  together  in  five  cases  not  show- 
ing the  lesion  at  autopsy.  The  conclusion  of 
Rogers  and  his  associates  was  that  the  lesion 
does  not  produce  a specific  syndrome 

It  was  more  often  missed  than  misdiag- 
nosed. In  patients  who  have  diabetic  glom- 
erulosclerosis, death  from  cardiac  failure  or 
renal  insufficiency  is  most  common.  The 
prognosis  is  very  poor  and  most  patients  suc- 
cumb within  two  to  three  years. 

PYELONEPHRITIS 

Infections  of  the  urinary  tract  are  more 
frequent,  more  protracted,  and  more  serious 
in  outcome  in  the  diabetic  than  in  the  non- 
diabetic patient<2).  In  a series  of  fifty  un- 
selected diabetics  Harrison  and  Bailey  found 
bacilluria  in  twenty-seven  and  pyuria  in  ten. 
The  corresponding  figures  for  non-diabetics 
were  four  and  two  cases  respectively<®h  Sta- 
phylococcus aureus  is  the  most  frequent  etio- 
logic  agent  in  hematogenous  renal  infection 
while  the  coliform  bacilli  are  the  causative 
agents  in  most  cases  of  pyelitis  and  ascend- 
ing parenchymal  infections  in  diabetics.  Sev- 
eral authors  admonish  against  catheteriza- 
tion in  diabetic  patients <2  6)^ 

A particular  type  of  acute  pyelonephritis 
characterized  by  necrosis  of  renal  papillae 
has  been  associated  with  diabetes  mellitus 
within  the  past  decade.  From  twelve  to 
twenty  per  cent  of  diabetics  coming  to  autop- 
sy have  acute  pyelonephritis  and  approxi- 
mately twenty-five  per  cent  of  these  are 
stated  to  have  papillary  necrosis^^^).  Hence, 
this  lesion  may  be  found  in  three  and  two- 
tenths  to  five  per  cent  of  all  diabetics  at  au- 
topsy. Anatomically  the  lesion  is  an  acute 
coagulation-suppurative  necrosis  of  the  re- 
nal papillae  (apices  of  the  renal  pyramids) 
without  involvement  of  the  columns  of  Ber- 
tini.  There  may  be  an  associated  ascending 
parenchymal  pyelonephritis  with  or  without 
cortical  abscesses.  The  necrotic  papillae  may 
be  sloughed  out  entirely.  The  process  may 
be  unilateral  but  is  usually  bilateral <5).  In 
approximately  forty  per  cent  of  the  127  re- 
ported cases  of  renal  papillary  necrosis  the 
patients  have  been  non-diabetics,  and  in 
these  cases  the  lesion  is  almost  unifoiTnly  as- 
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sociated  with  urinary  tract  obstruction.  In 
diabetics  this  association  is  not  found. 

The  clinical  picture  of  this  disease  in  dia- 
betics is  usually  acute^^2)^  often  with  a sud- 
den onset  and  rapidly  fatal  course  over  a few 
days.  The  patients  are  usually  seen  in  co- 
ma with  or  without  acidosis  and  usually  have 
azotemia.  There  is  pyuria,  often  hematuria, 
and  a high  fever  with  leukocytosis.  Occasion- 
ally the  sloughing  of  a papilla  will  result  in 
renal  colic  or  hematuria  with  a defect  in  the 
calyces  on  retrograde  pyelography.  The  non- 
diabetics with  obstructve  uropathy  who  have 
this  lesion  usually  have  a more  subacute  or 
chronic  course. 

The  pathogenesis  of  renal  papillary  necro- 
sis in  diabetics  is  obscure,  but  the  lesion  has 
been  produced  experimentally  by  such  diverse 
procedures  as  ureteral  ligation,  injection  of 
pathogenic  organisms  or  chemical  toxins  and 
the  use  of  diets  deficient  in  fat.  The  paucity 
of  vascular  thrombi  has  minimized  the  cir- 
culatory factor  in  consideration  of  the  mech- 
anism. Local  differences  in  the  chemistry 
of  the  inflammatory  process  in  diabetic  pa- 
tients may  play  a part.  The  results  of  ex- 
perimental work  by  Muirhead  and  co-work- 
ers would  seem  to  indicate  that  papillary  ne- 
crosis of  the  kidney  in  acute  obstruction  of 
the  urinary  tract  is  due  to  ischemia  resulting 
from  the  application  of  pressure  to  a morpho- 
logically vulnerable  zone^^^^h  These  workers 
feel  that  in  the  diabetic  patient  the  pyelone- 
phritis is  primary  and  that  papillary  necrosis 
results  from  the  pressure  of  interstitial  in- 
flammation. 

CLINICAL  CORRELATION  AND  CONCLUSIONS 

In  order  to  establish  a more  unified  con- 
cept of  the  renal  complications  of  diabetes 
mellitus  Wilson,  Root  and  Marble have 
recently  coined  the  term  “diabetic  nephrop- 
athy.” These  authors  coiTectly  point  out 
that  the  renal  involvement  is  almost  invar- 
iably of  mixed  etiology  including  both  degen- 
erative and  infectious  elements — acute  and 
chronic  pyelonephritis,  arteriosclerosis,  and 
intercapillary  glomerulosclerosis.  In  their 
experience  no  single  symptom  or  clinical 
manifestation  was  diagnostic  of  diabetic 
nephropathy,  but  instead,  numerous  clinical 
findings  were  associated  with  its  progression 
in  a chronologic  sequence  roughly  as  follows : 
Proteinuria,  retinitis,  hypertension,  edema, 
congestive  heart  failure,  and  death,  most 
commonly  in  uremia.  Contrary  to  other  au- 


thors this  group  found  a significant 

number  of  cases  of  diabetic  nephropathy 
among  young  diabetic  patients.  They  also 
noted  a greatly  reduced  percentage  of  pa- 
tients with  nephropathy  among  their  well- 
controlled  diabetics  as  compared  to  those 
with  fair  or  poor  control.  Again,  many  au- 
thorities^^  disagree  on  this  point  and  state 
that  the  degree  of  control  of  the  diabetes  has 
no  effect  on  the  degenerative  renal  compli- 
cations. Certainly  poor  control  would  exert 
an  adverse  effect  on  the  infectious  elements 
of  diabetic  nephropathy  and  should  therefore 
be  condemned. 

In  conclusion  it  seems  worth  while  to  call 
attention  to  the  recent  work  of  Zubrod,  Ev- 
ersole  and  Dana^^’^'^>.  These  authors  ob- 
served a striking  amelioration  of  diabetes 
among  patients  with  Kemmelstiel-Wilson  le- 
sions at  autopsy.  This  was  manifested  by  a 
reduction  in  insulin  requirement  without  pre- 
terminal weight  loss  and  by  lower  fasting 
blood  sugar  levels  as  compared  to  two  con- 
trol groups  of  diabetics,  one  without  renal 
disease  and  the  other  with  renal  lesions  other 
than  glomerulosclerosis.  Their  study  was 
carefully  controlled  and  apparently  statistic- 
ally valid.  They  also  noted  a very  marked  dif- 
ference in  the  incidence  of  acidosis,  this  com- 
plication being  practically  absent  in  pa- 
tients with  Kimmelstiel-Wilson  lesions.  Lat- 
er these  same  authors noted  frequent  con- 
comitant occurrence  of  glomerular  nodules 
and  retinal  microaneurisms  in  diabetic  pa- 
tients. These  patients  were  characterized 
by  hyperglycemia  without  acidosis,  and  the 
authors  postulated  that  they  have  a supply 
of  oxalacetate  adequate  to  remove  promptly 
the  products  of  fat  metabolism  and  that  they 
also  have  a supply  of  endogenous  insulin  suf- 
ficient to  metabolize  glucose.  To  test  their 
hypothesis  the  authors  placed  such  a patient 
who  required  50  to  100  units  of  insulin  daily 
on  a high  fat  diet  and  withheld  insulin  for 
30  days  without  producing  acidosis.  They 
postulate  a specific  metabolic  defect,  perhaps 
relative  excess  of  hyperglycemia  — glyco- 
genolytic hormone  from  the  islets  of  the  pan- 
creas, in  these  patients  with  glomeruloscler- 
osis and  retinal  capillary  aneurisms.  Thus, 
further  study  of  the  renal  complications  of 
diabetes  mellitus  may  lead  to  more  complete 
understanding  of  the  disease  itself. 

SUMMARY 

1.  The  renal  complications  of  diabetes 
mellitus  have  been  enumerated  and  briefly 
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discussed.  These  are  glycogen  nephrosis,  re- 
nal arteriosclerosis,  intercapillary  glomerulo- 
sclerosis and  acute  pyelonephritis. 

2.  Since  all  are  present  to  a greater  or 
lesser  degree  in  any  individual  case  and  since 
the  clinical  syndrome  is  rarely  pure,  it  seems 
advisable  to  consider  the  renal  complications 
of  diabetes  mellitus  as  a single  entity.  The 
tei*m  “diabetic  nephropathy”  has  been  sug- 
gested for  this  entity. 

3.  Although  the  evidence  is  equivocal,  a 
positive  attitude  toward  good  control  of  the 
diabetes  seems  the  only  possible  way  to  pre- 
vent or  delay  the  renal  complications,  and, 
lacking  more  scientific  proof,  this  attitude 
should  be  pursued. 

4.  The  effects  of  the  renal  complications 
on  the  diabetic  state  and  their  possible  im- 
plications are  discussed. 

BIBLIOGRAPHY 

1.  Allen,  Arthur  C. : The  Kidney.  Greene  and  Stratton,  New 

York,  1951.  — ^ ^ 

2.  Baldwin,  A.  D.  and  Root,  Howard  F. : Infections  of  the 
Upper  Urinary  Tract  in  the  Diabetic  Patient,  New  Eng.  J.  Med. 
223:244,  1940. 


3.  Bell,  E.  T. : A Postmortem  Study  of  Vascular  Disease  in 
Diabetics,  Arch.  Path.  63 :444,  1952. 

4.  Dana,  G.  W.,  Eversole,  S.  L.  and  Zubrod,  C.  G.  : Hyper- 
glycemia and  its  Relationship  to  Diabetic  Retinitis  and  Glom- 
erular Nodules.  A Preliminary  Report,  Bull.  Johns  Hopkins 
Hosp.  90:98,  1952. 

5.  Edmundson,  Hugh  A.,  Martin,  H.  E„  and  Evans.  N. : 
Necrosis  of  Renal  Papillae  and  Acute  Pyelonephritis  in  Dia- 
betes Mellitus,  Arch.  Int.  Med.  79 :148,  1947. 

6.  Harrison,  J.  H.  and  Bailey,  O.  T. : The  Significance  of 
Necrotizing  Pyelonephritis  in  Diabetes  Mellitus,  J.A.M.A.  118 : 
16,  1942. 

7.  Henderson,  L.  L„  Sprague,  R.  G„  and  Wagener,  H.  P. : 
Intercapillary  Glomerulosclerosis,  Am.  J.  Med.  3 :131,  1947. 

8.  Kimmelstiel,  P.  and  Wilson,  C. : Intercapillary  Lesions  in 
Glomeruli  of  Kidney.  Am.  J.  Path.  12 :83,  1936. 

9.  Kimmelstiel,  P.  and  Porter,  W.  B. : Intercapillary  Glome- 
rulosclerosis, New  Eng.  J.  Med.  238  :876,908,  1948. 

10.  Muirhead,  E.  E.,  Vanatta,  J..  and  Grollman,  Arthur:  Pap- 
illary Necrosis  of  the  Kidney,  J.A.M.A.  142 :627,  1950. 

11.  Rifkin,  Harold,  et  al. : Diabetic  Glomerulosclerosis,  Medi- 
cine 27:429,  1948. 

12.  Robbins,  E.  D.  and  Angrist,  A. : Necrosis  of  Renal  Papil- 
lae. Ann.  Int.  Med.  31 :773,  1949. 

13.  Robbins,  S.  L„  Rogers,  J.,  and  Wollenman,  O.  J. : Inter- 
capillary Glomerulosclerosis : A Clinical  and  Pathologic  Study. 

III.  A Pathologic  Study  of  100  Cases,  Am.  J.  Med.  12  :700,  1952. 

14.  Rogers,  J.  and  Robbins,  S.  L. : Intercapillary  Glomerulo- 
sclerosis : A Clinical  and  Pathologic  Study.  I.  Specificity  of  the 
Clinical  Syndrome,  Am.  J.  Med.  12:688,  1952. 

15.  Rogers.  J.,  Robbins,  S.  L.  and  Jeghers,  H. : Intercapillary 
Glomerulosclerosis : A Clinical  and  Pathologic  Study.  II.  A 
Clinical  Study  of  100  Anatomically  Proven  Cases,  Am.  J.  Med. 
12:692,  1952. 

16.  Wilson,  J.  L..  Root,  H.  F.,  and  Marble,  A. : Diabetic  Ne- 
phropathy, New  Eng.  J.  Med.  245 :513,  1951. 

17.  Zubrod,  C.  G.,  Eversole,  S.  L.  and  Dana,  G.  W. : Ameliora- 
tion of  Diabetes  and  Striking  Rarity  of  Acidosis  in  Patients 
with  Kimmelstiel-Wilson  Lesions,  New  Eng.  J.  Med.  245 :518, 
1951. 


The  Role  of  Calcium  in  Soft  Tissue  Calcification* 

A.  C.  CURTIS,  M.D. 

Prof,  of  Dermatology,  University  of  Michigan 
Ann  Arbor,  Michigan 


The  author  discusses  calcification  of  soft  tissues,  local  or 
more  or  less  generalized.  He  relates  these  rather  rare 
conditions  to  local  tissue  injury  and  to  the  so-called  col- 
lagen diseases.  He  shows  that  in  many  instances  the  cal- 
cium and  phosphorous  levels  in  the  serum  are  normal 
but  believes  the  calcification  due  to  "a  disturbance  of 
factors  regulating  blood  serum  calcium  and/or  phosphorus 
levels".  In  the  twelve  new  cases  which  he  adds  to  the 
fifty-four  found  in  the  literature,  the  majority  seem  as- 
sociated with  collagen  disease. 

EDITOR 

The  topic  which  I wish  to  discuss  briefly 
is  the  role  of  calcium  in  soft  tissue  calcifica- 
tion. Calcinosis  of  soft  tissues  is  uncommon. 
When  a physician  has  a patient  with  this 
condition  he  is  immediately  confronted  with 
a difficult  problem  in  differential  diag- 
nosis. Too  often  the  first  studies  done  are 
serum  calcium,  phosphorus  and  phosphatase 
determinations.  If  these  are  normal,  as  is 
often  true,  the  diagnostitian  does  not  pur- 
sue the  possible  etiology  further  or  think  of 
the  other  conditions  which  might  produce 
them.  Many  of  the  latter  are  associated 
with  normal  serum  calcium,  phosphorus  and 
phosphatase  levels. 

Many  classifications  of  soft  tissue  calcifi- 

♦Read  before  Annual  Convention  Nebraska  State  Medical  As- 
sociation, May  14,  1952. 


cation  are  descriptive  or  pathologic.  These 
are  of  little  help  in  solving  the  diagnostic 
riddle.  Such  terms  as  calcinosis  circumscrip- 
ta and  calcinosis  universalis  only  tell  the 
extent  of  the  pathologic  disorder — not  its 
cause. 

The  role  played  by  the  collagenous  tissue 
group  of  diseases  in  producing  soft  tissue 
calcification  is  poorly  recognized,  yet  most 
important,  especially  when  the  calcification 
is  generalized.  This  group  of  diseases  will 
be  further  emphasized  in  this  discussion. 

Our  interest  in  this  field  occured  when  a 
little  girl  was  brought  into  our  clinic  with 
multiple  areas  of  calcification  over  the  lat- 
eral sides,  the  top  of  her  head  and  over  the 
mastoid  processes.  Each  lesion  was  a nodule 
and  each  nodule  had  calcium  in  it.  When 
we  finally  got  the  history  of  the  develop- 
ment of  these  lesions  from  the  mother,  it 
was  learned  that  the  little  girl  had  developed 
tetany;  was  taken  into  a local  hospital  and 
given  intravenous  injections  of  calcium  glu- 
conate. In  each  of  the  areas  where  intraven- 
ous calcium  gluconate  had  been  injected,  she 
developed  a nodule  of  calcinosis.  It  was  then 
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we  realized  that  in  most  examples  of  calcifi- 
cation of  soft  tissues  we  had  seen,  some 
etiologic  factor  for  the  calcification  had  been 
present.  A restudy  of  our  clinical  material 
and  the  cases  reported  in  the  literature  fur- 
ther supported  this  supposition. 

Etiologically,  soft  tissue  calcification  can 
be  divided  into  two  major  groups,  illustrated 
in  Table  I. 

TABLE  I 

A.  Calcification  due  to  tissue  injury. 

1.  Calcification  associated  usually  with  local- 
ized injury  and  a known  injurious  agent — 

the  so-called  dystrophic  calcification. 

a.  Mechanical  or  physical  trauma 

b.  New  growths 

1.  Benign 

2.  Malignant 

c.  Parasitic  infestation 

d.  Foreign  body 

e.  Circulatory  disorders 

1.  Venous 

2.  Arterial 

f.  Infectious  processes 

g.  Congenital  defects 

2.  Calcification  associated  with  widespread  tis- 

tissue  injury  of  unknowm  origin 

a.  Scleroderma  and/or  Raynaud’s 

syndrome 

b.  Dermatomyositis 

c.  Lupus  erythemotosus 

d.  Rheumatoid  arthritis 

e.  Acrodermatitis  chronica  atrophicans 

f.  Mixed  collagen  disease 

B.  Calcification  due  to  abnormality  of  calcium 
and/or  phosphorus  regulation  remote  from  the 
site  of  the  deposit.  Abnormal  levels  of  serum 
calcium  and/or  serum  phosphorus  obtain  in  this 
group 

1.  Hyperparathyroidism 

2.  Renal  insufficiency 

3.  Vitamin  D intoxication 

4.  Destructive  bone  disease 

a.  Metastatic  carcinoma 

b.  Osteomyelitis 

c.  Leukemia 

d.  Multiple  myeloma 

e.  Paget’s  disease  of  bone 

5.  Pseudohyperparathyroidism 

At  times  both  tissue  injury  and  remote 
metabolic  abnormalities  operate  in  patho- 
logic calcification,  but  in  such  instances  one 
factor  is  usually  so  dominant  that  the  above 
classification  is  still  functional.  In  this 
scheme,  group  B includes  the  so-called  meta- 
static calcifications  as  well  as  those  due  to 
hormonal  abnormalities,  because  the  basic 
disturbance  of  serum  calcium  and  phosphorus 
levels  is  present  in  both  groups  so  that  es- 
sentially the  same  fundamental  cause  of  the 
calcification  is  represented. 


Since  1938,  there  are  found  in  the  litera- 
ture fifty-four  instances  of  calcinosis  of  the 
circumscript  or  universal  varieties.  If 
twelve  cases  from  the  University  Hospital 
are  added,  sixty-six  cases  of  soft  tissue  cal- 
cification can  be  studied.  Primary  diagnoses 
of  scleroderma,  Raynaud’s  syndrome  or  der- 
matomyositis may  be  assigned  to  most  of 
them.  Table  II  indicates  the  distribution  of 
the  primary  diagnoses  in  these  patients. 

TABLE  II 

Distribution  of  Primary  Diagnoses  of  66  Patients 
With  Calcinosis  Circumscripta  and  Calcinosis 
Universalis  in  Whom  Blood  Serum  Concentra- 
tions of  Calcium  and  Phosphoms  Were  Normal 

No.  of 

Disease  Patients 


Dermatomyositis  alone  or  with  features  of 
poikiloderma,  lupus  erythematosus, 

scleroderma  24 

Scleroderma  with  or  without  Raynaud’s 

syndrome  24 

Raynaud’s  syndrome  alone 2 

Acrodermatitis  chronica  atrophicans 

( ? late  scleroderma)  1 

Rheumatoid  arthritis 2 

“Gout”  ( ? rheumatoid  arthritis) 1 

Lupus  erythematosus  (10  years  duration) 1 

Following  “chicken  pox” 1 

No  evident  primary  disease 10 

Total  66 


If  there  had  been  more  intensive  investi- 
gation in  the  group  of  ten  patients  recorded 
as  “no  evident  primary  disease,’’  some  ab- 
normality preceding  and  responsible  for  the 
calcification  probably  would  have  been  found. 
In  fact,  as  the  records  stand,  it  takes  very 
little  reading  between  the  lines  in  half  of 
these  cases  to  assign  diagnoses  of  dennato- 
myositis  or  scleroderma  to  them.  For  this 
reason  these  cases  are  not  listed  as  idio- 
pathic calcinosis.  This  term  should  be  aban- 
doned, since  it  tends  to  produce  a false  sense 
of  satisfaction  in  a “diagnosis”  and  prevents 
proper  study  for  the  detection  of  the  pi'i- 
mary  disease. 

If  primary  disturbances  of  calcium  and 
phosphorus  metabolism  are  eliminated,  it  can 
be  seen  that  there  is  predominance  of  sclero- 
derma and  dermatomyositis  as  causative 
conditions  for  calcinosis  circumscripta  and 
calcinosis  universalis.  Although  a patient 
with  scleroderma  may  show  widespread  de- 
posits, usually  there  are  only  a few.  Con- 
versely, a patient  with  dermatomyositis  may 
show  only  a few  deposits,  but  much  more 
often  widespread  calcification  is  produced. 
Instead  of  segregating  these  patients  into 
the  two  groups,  calcinosis  circumscripta  and 
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calcinosis  universalis,  on  the  basis  of  the 
extent  of  deposited  calcium,  they  are  separ- 
ated into  the  scleroderma  group  with  calcifi- 
cation and  the  dermatomyositis  group  with 
calcification.  Patients  suffering  from  Ray- 
naud’s syndrome,  acrodermatitis  chronica 
atrophicans,  rheumatoid  arthritis  and  lupus 
erythematosus  are  included  in  the  sclero- 
derma group. 

The  scleroderma  group  contains  thirty- 
four  patients,  of  which  there  were  four  white 
males  and  thirty  white  females.  The  average 
age  of  onset  of  the  primary  disease  is  given 
as  thirty-one.  At  the  time  the  case  was  re- 
ported, the  duration  of  the  disease  averaged 
sixteen  and  one-half  years  and  the  duration 
of  the  calcium  deposits  averaged  about  ten 
years.  Four  deaths  are  reported,  after  40, 
15,  20  and  17  years  of  the  disease.  One  pa- 
tient is  recorded  as  dying  at  the  age  of  sixty- 
six,  of  heart  failure,  one  at  age  seventy  of 
a cerebrovascular  accident,  and  the  other  pa- 
tient at  sixty-six  of  bronchopneumonia  and 
renal  failure. 

The  clinical  and  laboratory  features  do  not 
differ  from  those  in  any  other  collection  of 
patients  suffering  from  scleroderma,  rheu- 
matoid arthritis,  acrodermatitis  or  Ray- 
naud’s syndrome,  except  for  the  presence  of 
the  calcium  deposits.  The  calcifications  tend 
to  be  small  and  localized  to  the  hands,  feet, 
elbows,  knees,  hips,  and  pelvic  areas.  There 
is  frequently  a troublesome  inflammatory  re- 
sponse about  the  deposits,  and  there  is  a 
tendency  to  extrusion  of  lime  salt  with  sub- 
sequent ulceration  and  scarring.  Treatment 
of  many  types  is  ineffective  in  dissolving  the 
deposits  and,  if  spontaneous  disappearance 
of  the  deposits  occurs,  it  must  be  very  rare. 

Because  of  differential  value,  certain  fea- 
tures of  the  scleroderma  group  are  empha- 
sized. There  is  seldom  fever,  tachycardia 
or  loss  of  weight.  The  white  blood  count  is 
usually  normal,  unless  there  is  an  inflam- 
matory process  about  a calcium  deposit.  Oc- 
casionally mild  anemia  is  present.  There  are 
no  changes  in  bone  in  roentgenograms  ex- 
cept the  osteoporosis  of  disuse  and  the  bony 
rarefaction  often  seen  in  women  of  this  age 
group.  At  times  there  is  the  dissolution  and 
spontaneous  amputation  of  bone  of  the  ter- 
minal phalanges  as  is  found  in  patients  with 
scleroderma,  whether  calcinosis  is  present  or 
not.  The  urinalysis  is  usually  negative,  but 
traces  of  albumin  and  a few  formed  elements 
may  be  found.  Renal  function  as  measured 
by  the  non-protein  nitrogen  or  the  urea 


clearance  is  normal.  The  serum  phosphorus, 
calcium  and  alkaline  phosphatase  values  are 
normal.  Urinary  calcium  values  are  within 
the  normal  range.  Any  muscle  atrophy  or 
limitation  of  motion  depends  upon  the  loca- 
tion and  extent  of  the  scleroderma  and  is  not 
extreme  as  in  the  dermatomyositis  group. 
Skin  and  muscle  biopsies  are  helpful  in  estab- 
lishing a correct  primary  diagnosis. 

The  dermatomyositis  group  of  thirty-two 
patients  includes  eleven  white  males,  eighteen 
white  females,  two  colored  females  and  one 
Indian  female.  The  average  age  of  onset  of 
the  primary  disease  is  fifteen  years.  At  the 
time  of  submission  of  the  reports,  the  aver- 
age length  of  duration  of  the  disease  was 
seven  and  one-half  years,  and  the  average 
duration  of  the  calcium  deposits  was  five 
years.  It  is  appreciated  that  the  exact 
length  of  time  the  calcium  deposits  have 
been  present  cannot  be  established  with  cer- 
tainty. There  are  probably  microscopic  de- 
posits for  some  time  before  the  gross  ac- 
cumulations are  noticed.  Five  deaths  are 
reported  in  this  group  of  thirty-two  patients. 
One  patient  died  of  pneumonia  at  age  thirty- 
one,  two  years  after  the  onset  of  her  disease. 
The  second  lived  for  two  years  after  the 
disease  began,  and  died  at  age  eleven,  short- 
ly after  parathyroidectomy.  The  third  died 
of  pulmonary  tuberculosis  at  age  twenty- 
nine,  one  and  one-half  years  after  the  onset 
of  her  illness.  The  fourth  patient  died  at  age 
fourteen  of  acute  gastroenteritis  after  being 
sick  for  two  years.  The  fifth  patient  died 
three  years  after  the  onset  of  his  illness. 
At  the  time  of  death  he  was  seventeen. 
Death  occured  outside  of  a hospital,  so  that 
the  immediate  cause  of  death  is  unknown. 

Aside  from  the  youth  of  the  patients  and 
the  tendency  for  the  disease  to  be  severe, 
there  is  no  essential  difference  between 
dermatomyositis  with  or  without  calcinosis. 
The  deposition  of  lime  salts  is  connective  tis- 
sue is  extensive  in  a well  developed  case. 
Tendons,  skin,  subcutaneous  tissue  and 
muscle  may  be  involved.  In  rare  instances 
the  abnormal  deposit  is  found  in  the  kidney. 
The  face  and  neck  are  practically  always 
spared.  The  buttocks,  thighs,  arms  and 
trunk  are  prone  to  accumulate  large  deposits. 
Particularly  troublesome  are  the  inflamma- 
tory reactions  about  the  calcified  areas  and 
the  large,  slowly  healing  ulcers  that  fre- 
quently form.  Contractures,  muscle  atrophy 
and  failure  of  an  extremity  to  develop  are 
often  extreme.  The  calcium  deposits  are 
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often  discernible  within  a few  weeks  or 
months  after  the  disease  begins.  If  the  pa- 
tient dies,  the  outcome  is  usually  related  di- 
rectly to  his  disease,  and  death  comes  about 
two  years  after  the  onset  of  his  illness.  Oc- 
casionally spontaneous  cure  of  the  disease 
and  resorption  of  the  calcium  deposits  are 
reported.  It  seems  doubtful  that  any  fonn 
of  treatment  thus  far  devised  has  influenced 
the  disease  process. 

Again,  because  of  differential  value,  cer- 
tain features  of  the  dermatomyositis  group 
with  calcification  are  presented.  Fever, 


blood  calcium  or  phosphorus,  calcinosis  cir- 
cumscripta and  calcinosis  universalis  are 
pratically  always  secondary  to  tissue  damage 
produced  by  one  of  the  “collagen  diseases.” 

DIFFERENTIAL  DIAGNOSIS 
Because  the  nature  and  location  of  calcium 
deposits  arising  in  the  course  of  several  path- 
ologic conditions  may  mimic  exactly  those 
occurring  in  association  with  the  collagen 
diseases,  it  is  important  to  consider  the  dif- 
ferential diagnosis.  Particular  attention 
must  be  given  to  the  serum  calcium,  phos- 
phorus and  alkaline  phosphatase  levels,  to 


TABLE  III 

Diseases  to  Be  Considered  and  Laboratory  Tests  to  Be  Done  When 
Calcinosis  Universalis  or  Calcinosis  Circumscripta  Is  Found 

Alkaline 

Phospha-  Renal 

Disease  Serum  Ca  Serum  P tase  Urine  Ca  Function  Bone  X-Rays 


Sclprodprma 

N 

N 

N 

N 

N 

Osteoporosis  of  disuse; 
amputation  terminal 
phlanges 

Dprmat.omt.osit.is 

N 

N 

N 

N 

N 

Osteoporosis  of  disuse; 
small  bones 

Raynaud’s  Svnd. 

..  N 

N 

N 

N 

N 

Osteoporosis  of  hands 

Rbpiimat.nid  Arth. 

N 

N 

N 

N 

N 

Osteoporosis  of  disuse; 
joint  changes 

Acrodermatitis 
Chronica  Atrophicans 

N 

N 

N 

N 

N 

Osteoporosis  at  times 

Hyperparathyroidism 

t 

i 

N or 

t 

t 

N 

or 

Normal  or  generalized 
osteitis  fibrosa  cystica 

Vitamin  D intoxication 

t 

t 

or 

N or 

N or 

t 

T 

N 

or 

Noimal  or  diffuse  change 

Metastatic  bone  disease 

t 

t 

or 

N or 

t 

t 

N 

Localized  bone  disease 

1 

Multiple  myeloma 

'I'  or 

N 

t 

or  N 

t 

^ or  N 

N 

or 

4 

Localized  bone  disease 

Paget’s  disease  of  bone 

'I'  or 

N 

t 

or  N 

t 

or  N 

N 

or 

i Localized  bone  disease 

Renal  failure 

N or  1 

t 

t 

N or  4, 

Generalized  osteitis  fibrosa 
cystica 

Pseudo-hypoparathyroidism. 

- i 

N or 

N 

Increased  bone  density; 
short  metacarpal  and 
metatarsal  bones 

tachycardia  and  loss  of  weight  are  likely 
to  occur.  A moderate  leukocytosis  and  a 
mild  eosinophilia  are  often  found.  A mild 
to  moderate  anemia  is  the  rule.  Serum  pro- 
tein abnormalities  are  likely  to  be  apparent, 
especially  if  studied  by  electrophoretic  meth- 
ods. In  about  one-third  of  the  cases,  uri- 
nalysis reveals  albuminuria  and  the  presence 
of  formed  elements,  but  renal  function  is 
normal  as  measured  by  the  blood  non-pro- 
tein nitrogen  and  the  urea  clearance.  Roent- 
genograms of  the  bones  indicate  changes  ex- 
plainable on  the  grounds  of  disuse.  Values 
are  normal  for  serum  calcium,  phosphorus 
and  alkaline  phosphatase.  Urinary  calcium 
values  are  within  the  normal  range.  Skin 
and  muscle  biopsies  are  often  helpful  in  es- 
tablishing a primary  diagnosis. 

In  the  absence  of  abnormal  values  for 


roentgen-ray  examination  of  the  bones,  to 
urinary  calcium  values  and  to  renal  function. 
Table  III  presents  these  important  features 
in  association  with  the  disease  entities  that 
may  develop  widespread  soft  tissue  calcifica- 
tion. 

SUMMARY  AND  CONCLUSIONS 

1.  Calcification  occurs  as  a result  of  either 
local  tissue  injury  or  abnormalities  of  cal- 
cium and/or  phosphorus  regulation  remote 
from  the  site  of  calcium  deposition. 

2.  Calcinosis  circumscripta  and  calcinosis 
universalis  represent  descriptive  terms 
rather  than  primary  diagnoses.  Calcification 
of  this  type  may  be  secondary  to  a disturb- 
ance of  factors  regulating  blood  serum  cal- 
cium and/or  phosphorus  levels.  It  may  also 
occur  in  the  so-called  collagen  diseases  as  a 
result  of  tissue  injury. 


Diagnosis  and  Treatment  of  Common  Knee  Injuries* 

W.  R.  HAMSA,  M.D. 

Omaha,  Nebraska 


Doctor  Hamsa  states  that  the  majority  of  injuries  to  the 
knee  joint  are  due  to  common  stresses  and  limited  to  the 
soft  tissues.  To  help  diagnose  the  injury  and  institute 
proper  therapy,  the  author  reviews  briefly  but  clearly 
the  clinical  anatomy  and  physiology  of  this  joint;  indi- 
cates the  methods  of  examination  which  will  point  to  the 
site  and  character  of  the  injury;  suggests  the  minimal 
x-ray  help  needed;  and,  briefly  recites  the  type  of  ther- 
apy which  will  be  adequate  for  each  type  of  traumatic 
pathology. 

EDITOR 

No  other  joint  so  frequently  suffers  de- 
rangement of  its  function  and  loss  of  its 
stability  as  does  the  knee  joint.  Its  com- 
plicated mechanism  and  structure  makes  ac- 
curate diagnosis  of  its  disabilities  difficult 
and  uncertain.  The  manifestations  of  in- 
jury, however,  do  not  materially  differ  from 
those  in  other  joints.  This  discussion  con- 
cerns itself  with  the  common  pathological 
entities  of  the  knee  joint  seen  in  everyday 
office  practice. 

Visualize  the  joint  anatomy  to  appreciate 
the  pathology  present.  A few  degrees  of 
knock-knee  is  normal.  The  security  of  the 
knee  joint  depends  upon  the  powerful  liga/- 
ments  binding  the  component  bones  together 
and  on  the  muscles  which  surround  it;  it 
does  not  depend  on  the  intrinsic  shape  of  its 
articular  surfaces,  as  in  the  hip  joint. 

The  medial  ligament  is  a flat  band,  at- 
tached proximally  to  medial  femoral  condyle 
and  distally  to  anteromedial  aspect  of  the 
tibia.  The  posterior  portion  of  this  liga- 
ment is  closely  bound  to  the  internal  semi- 
lunar cartilage,  slightly  behind  the  mid  por- 
tion. 

Tlie  lateral  ligament  stretches  between 
the  lateral  femoral  condyle  and  the  head  of 
the  fibula  and  is  separated  from  the  lateral 
semilunar  cartilage  by  the  popliteus  tendon. 
With  the  medial  ligament,  it  resists  lateral 
movement  of  the  joint;  by  their  construc- 
tion, they  are  taut  in  full  extension,  slightly 
lax  on  flexion  of  10  to  20  degrees. 

Posteriorly,  the  joint  capsule  is  thickened 
by  an  expansion  of  the  semi-membranosis 
tendon,  forming  the  posterior  ligament. 

The  semilunar  cartilages  are  crescent 
shaped  fibro-cartilages  arranged  around  the 
periphery  of  the  articular  surface  of  tibia. 
Along  with  the  tibial  spine,  the  cartilages 

♦Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1951. 


form  two  depressions  for  better  reception  of 
the  femoral  condyles.  The  medial  cartilage 
is  larger  and  more  oval  than  the  lateral  car- 
tila,ge.  Its  two  horns  are  attached  to  the  an- 
terior and  posterior  parts  of  the  non-articu- 
lar  surface  of  the  tibia;  the  lateral  cartilage 
horns  attach  within  the  area  of  the  horns  of 
the  medial  cartilage.  Both  cartilages  move 
posteriorly  on  flexion  of  the  knee  joint  and 
anteriorly  on  extension.  The  lateral  car- 
tilage, however,  moves  as  a whole,  whereas 
the  medial  cartilage,  attached  to  the  pos- 
terior portion  of  the  medial  ligament,  is  mo- 
bile in  its  anterior  half  only. 

Although  flexion  and  extension  are  the 
chief  movements  of  the  knee  joint,  rotatory 
movement  is  also  possible;  this  takes  place 
between  the  medial  condyle  of  femur  and 
the  medial  semilunar  cartilage,  and  only 
when  the  knee  is  flexed  to  relax  its  medial 
and  lateral  ligaments.  The  last  few  degrees 
of  noraial  extension  of  femur  on  tibia  are 
associated  with  an  internal  rotation  of  the 
former,  described  as  a “screw-home”  motion. 

The  two  cruciate  ligaments  bind  the  fe- 
mur and  tibia  together  by  attaching  to  non- 
articular  surfaces.  The  anterior  cruciate 
ligament  is  tense  when  the  knee  is  extended 
and  also  when  the  femur  is  rotated  internal- 
ly on  the  fixed  tibia.  The  posterior  cruciate 
ligament  is  most  taught  in  flexion. 

An  intracapsular,  but  extrasynovial  pad  of 
fat  is  situated  behind  the  patellar  ligament. 
An  extension  of  this  pad  backward,  known  as 
the  alar  pad,  reaches  toward  the  gliding  sur- 
faces of  femur  and  tibia.  The  importance  of 
these  anatomical  features  lies  in  the  fact 
that  hypertrophy  of  the  pad  may  cause 
symptoms  suggesting  derangement. 

As  in  other  portions  of  the  body,  friction 
is  decreased  by  the  presence  of  bursae.  That 
portion  of  the  knee  joint  which  extends  up- 
w’ard  on  the  front  of  the  femur  is  called  the 
suprapatellar  or  quadriceps  bursa.  Although 
developed  as  a separate  cavity,  it  is  a portion 
of  the  knee  joint  space.  The  deep  infrapatel- 
lar bursa  lies  between  the  patellar  tendon  and 
upper  border  of  tibia.  Superficially,  the  pa- 
tella is  separated  from  the  skin  by  a pre- 
patellar bursa.  Posteriorly,  a small  bursa  is 
present  beneath  the  inner  head  of  the  gas- 
trocnemius and  may  communicate  with  the 
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knee  joint.  Although  nine  bursal  cavities 
are  present  in  most  knees,  the  remainder  are 
of  less  clinical  importance. 

Clinical  examination  of  the  knee  is  based 
upon  a knowledge  of  its  kinetics  and  anato- 
my. For  this  purpose,  the  patient  is  dressed 
only  in  a pair  of  trunks.  Observe  the  gait 
and  alignment,  comparing  it  with  that  of 
the  sound  side;  the  use  of  the  knee  in  a 
restricted  range  of  motion  is  indicative  of 
joint  irritation  with  secondary  muscle  guard. 
Note  the  presence  of  any  prominences  or 
depressions.  Record  the  range  of  active  and 
passive  motion,  using  a goniometer  or  ordi- 
nary protractor ; lacking  these,  compare  with 
the  sound  side.  This  record  will  aid  greatly 
at  subsequent  periods  when  progress  is  esti- 
mated. Complete  passive  with  incomplete 
active  extension  suggests  the  localization  of 
pathology  in  the  extensor  mechanism  and 
that  it  may  be  extra-articular.  Incomplete 
active  and  passive  extension  suggests  liga- 
ment damage  or  intra-articular  change. 
Flexion  range  block  is  usually  due  to  effusion, 
but  may  be  due  to  mechanical  block.  The 
presence  of  effusion  is  apparent  when 
marked;  if  mild,  it  can  be  demonstrated  by 
manual  compression  of  the  suprapatellar 
pouch  which  displaces  the  patella  anteriorly, 
allowing  a ballotment  of  the  patella  by  per- 
cussion with  a finger  of  the  other  hand. 

The  site  of  pain  should  be  designated  by 
the  patient  — it  is  not  pathognomonic,  but 
may  be  an  aid.  Attempt  to  reproduce  this 
pain  by  digital  pressure.  Typical  points  of 
tenderness  are  (a)  immediately  medial  and 
lateral  to  patellar  tendon,  usually  designated 
as  fat  pad  areas;  (b)  over  ends  of  medial 
and  lateral  ligaments,  namely  medial  femoral 
and  tibial  condyles,  lateral  femoral  condyle 
and  head  of  fibula,  or  any  portions  of  liga- 
ment length ; and,  (c)  a point  midway  be- 
tween fat  pads  and  ligaments  corresponding 
to  anteromedial  and  anterolateral  joint 
spaces,  commonly  known  as  the  semilunar 
cartilage  areas.  Definite  tenderness  is  often 
present  over  the  anterior  portions  of  the 
knee  joint.  The  following  test  is  very  valu- 
able: With  the  knee  flexed  to  a 90  degi’ee 
angle,  thumb  pressure  is  applied  to  the  an- 
teromedial or  anterolateral  joint  space.  As 
the  knee  is  extended,  both  fat  pads  and  semi- 
lunar cartilages  move  forward,  coming  in 
contact  with  the  thumb  and  causing  pain. 
This  suggests  damage  to  either  fat  pad  or 
semilunar  cartilage.  Lastly,  the  tibial  tuber- 


osity and  posterior  aspect  of  knee  joint  are 
tested  for  pressure  sensitivity. 

Crepitation  in  the  knee  joint  is  caused 
by  friction  of  irregular  surfaces.  It  is  a 
common  finding  and  not  necessarily  symp- 
tomatic. The  latter  type  is  probably  due  to 
synovial  villi  being  extruded  from  the  fric- 
tion surfaces  without  actual  impingement. 
Palpation  of  the  patella  while  the  knee  is 
actively  extended  against  resistance  allows 
evaluation  of  friction  surfaces  between  pa- 
tella and  femur.  Palpable,  coarse  grating 
reproduced  in  this  manner  suggests  changes 
in  the  normal  smooth  surfaces  expected  in 
articular  cartilage.  With  the  knee  relaxed 
in  full  extension,  passive  movement  of  the 
patella  superiorly  and  interiorly,  as  well  as 
laterally  and  medially,  further  evaluates  the 
character  of  articular  cartilage  and  esti- 
mates capsular  control  of  the  patella  itself. 
Coarse  grating  between  tibia  and  femur  can 
be  localized  by  the  examining  finger  during 
active  extension  of  the  joint  against  resist- 
ance. A “click”  or  “snap”  is  often  heard  on 
flexion-extension.  Attempt  to  localize  this 
area  with  the  examining  finger  and  note  the 
effect  of  pressure  on  this  area  while  allow- 
ing flexion-extension.  Disappearance  of  the 
click  suggests  extra-articular  tendon  snap- 
ping over  some  bony  prominence. 

Ligamentous  stability  is  now  evaluated. 
The  medial  and  lateral  ligaments  being  tight 
in  full  extension  only,  it  is  necessary  to  test 
the  joint  in  this  position.  With  the  patient 
lying  on  the  table  with  knee  fully  extended 
and  relaxed,  grasp  the  ankle  with  one  hand 
and  apply  a medially  directed  force  with  the 
other  hand  against  the  knee  joint.  This 
places  strain  on  the  medial  knee  ligament ; 
if  it  is  relaxed,  an  opening  may  be  palpated 
in  the  region  of  medial  joint  space;  if  the 
test  is  painful,  record  the  site  of  pain,  which 
is  usually  in  the  medial,  femoral,  or  tibial 
condyle.  Conversely,  a laterally  directed 
force  to  the  knee  joint  tests  the  lateral  liga- 
ment. Should  full  extension  of  the  joint  be 
impossible  for  any  reason,  the  status  of 
these  two  ligaments  cannot  be  ascertained 
at  that  time. 

The  crucial  ligaments  are  tested  in  two 
positions,  both  with  relaxed  muscles.  With 
the  joint  extended  on  the  table,  force  the 
tibia  forward  with  one  hand  posteriorly, 
holding  lower  end  of  femur  backward  with 
the  other.  Prevention  of  displacement  of 
any  degree  beyond  that  degree  present  in  the 
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normal  knee  is  the  function  of  an  intact  an- 
terior crucial  ligament.  The  opposite  ma- 
neuver, namely  posterior  displacement  of 
tibia  on  femur,  tests  the  posterior  crucial 
ligament.  With  the  joint  flexed  to  90  de- 
grees over  the  edge  of  the  table,  the  tibial 
condyles  are  grasped  with  both  hands,  esti- 
mating the  degree  of  anterior  and  posterior 
tibial  displacement  on  the  femur,  comparison 
being  made  with  the  normal  knee.  This 
latter  test  is  likened  to  pulling  a drawer  out 
of  a desk,  hence,  its  designation  as  “the 
drawer  sign.”  The  examiner  should  not  ex- 
pect marked  crucial  ligament  changes  in  the 
presence  of  good  medial  and  lateral  liga- 
ments. 

The  semilunar  cartilages  are  evaluated 
through  the  medium  of  several  tests  intend- 
ed to  put  these  structures  through  their 
respective  functions.  The  majority  of  these 
tests  are  carried  out  in  some  degree  of 
flexion  to  relax  the  medial  and  lateral  liga- 
ments, thereby  allowing  semilunar  cartilage 
movement.  With  the  patient  sitting  on  the 
edge  of  the  table,  grasp  the  knee  with  both 
hands,  thumbs  over  anterior  joint  spaces, 
ankle  steadied  between  examiner’s  body  and 
arm. 

Circumduction  through  a small  circle, 
of  the  slightly  bent  knee,  causes  semilunar 
cartilage  excursion.  A coarse  click  in  either 
side  of  knee  joint  would  suggest  semilunar 
cartilage  injury  in  its  anterior  end;  it  in- 
dicates that  the  injured  cartilage  has  moved 
between  articular  surfaces  of  tibia  and  fe- 
mur from  a normal  to  a displaced  position  or 
vice  versa.  In  another  test,  the  knee  is 
placed  into  full  flexion  and  tibia  rotated  in- 
ternally on  the  femur.  Gradual  extension 
of  the  knee  joint  may  nip  a semilunar  car- 
tilage fragment  as  the  femoral  condyle 
crosses  the  lesion,  causing  a click,  pain,  or 
both.  Acute  flexion  with  tibia  rotated  ex- 
ternally, followed  by  slow  extension  may  aid 
further  in  localization  of  an  injury.  A 
fourth  test  places  traction  on  the  tibia  while 
the  knee  is  flexed  over  the  table  edge  and 
the  tibia  is  rotated  internally  and  externally. 
Pain  produced  in  this  distracted  joint  would 
suggest  capsular  or  ligament  injury.  With 
the  patient  in  a prone  position,  the  knee  is 
flexed  to  the  90  degree  position,  force  is 
applied  to  compress  tibia  against  femur,  and 
tibia  is  rotated  internally  and  externally. 
This  “grinding”  test  usually  causes  pain  in 
an  injured  area. 


An  accurate  record  of  all  measurements 
of  both  legs  must  be  kept.  This  includes 
leg  length  and  the  circumference  of  calf, 
over  the  tibial  tuberosity,  over  the  patella, 
two  inches  above  the  patella,  and,  at  a point 
six  inches  above  the  patella.  Bear  in  mind 
that  a right  handed  individual  is  usually 
larger  in  his  right  arm  and  leg.  A slightly 
larger  leg  may  have  more  stresses  in  slight 
flexion  to  equalize  functional  leg  length.  The 
amount  of  swelling  over  the  three  levels  is  an 
easy  method  of  observing  changes.  The  size 
of  thigh  musculature  indicates  the  degree  of 
recent  muscle  function;  thus  thighs  of  equal 
size  suggest  normal  function  to  recent  date; 
atrophy  beyond  the  minimum  expected  in 
a master  leg  suggests  decreased  function 
of  several  weeks  duration. 

Lastly,  note  the  patient’s  general  condi- 
tion. Record  reflex  changes  and  signs  of 
focal  infection.  A patient  handicapped  by 
a systemic  pathological  process  should  re- 
ceive general  treatment  to  take  advantage 
of  local  therapy. 

Minimum  x-ray  examination  is  careful  an- 
tero-posterior  and  lateral  views  of  the  joint, 
properly  labeled  and  dated.  To  these  may 
be  added  oblique  views,  antero-posterior 
views  in  flexion,  anterior  views  of  flexed 
knee  for  patellar-femoral  detail,  as  well  as 
pneumo-arthrography  in  selected  cases. 
These  special  studies  are  seldom  necessary  in 
the  common  knee  joint  injury.  The  majority 
of  knee  injuries  involve  soft  tissue  only  and 
x-ray  studies  are  valuable  in  that  bony 
changes  are  proven  absent  or  are  demon- 
strated as  changes  that  antedate  the  injury. 
The  latter  status  is  of  great  medico-legal 
importance. 

In  everyday  office  practice,  the  common- 
est injuries  consist  of  soft  tissue  damage, 
causing  ligament  strain,  effusion  of  the 
joint,  or  bursitis. 

Injuries  of  the  medial  and  lateral  liga- 
ments are  relatively  common.  This  is  par- 
ticularly true  in  activities  such  as  athletics 
or  in  hazardous  occupations.  The  mecha- 
nism may  be  a direct  cross  strain  on  the  ex- 
tended knee,  but  more  frequently,  it  results 
from  a sudden  torsion  strain  on  the  partial- 
ly flexed  knee,  such  as  occurs  in  the  offen- 
sive halfback  charging  the  line  and  receiv- 
ing a laterally  applied  tackle.  This  latter 
mechanism  applied  to  a knee  joint,  carrying 
its  usual  few  degrees  of  valgus,  causes 
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strain  of  medial  ligament  much  more  fre- 
quently than  of  the  lateral  ligament. 

Diagnosis  of  ligament  injury  should  be 
made  as  soon  as  possible  before  the  picture 
is  masked  by  subsequent  muscle  spasm  and 
effusion. 

Mild  ligament  strain  signs  consist  of  slight 
limp,  walking  in  semiflexion  of  knee.  In  se- 
vere injury,  there  is  complete  disability  and 
the  knee  is  unstable.  Effusion  is  present 
late  in  mild  cases,  immediately  in  severe 
injuries.  Tenderness  is  present  early  over 
the  strained  or  torn  ligament.  Lateral  mo- 
bility tests  are  painful  and  may  show  definite 
relaxation  with  separation  of  joint  space. 
Patellar  elevation,  secondary  to  effusion,  is 
apparent.  The  x-ray  examination  may  be 
negative  or  show  a small  chip  fracture. 

Treatment  of  ligament  strain  consists  of 
relief  from  pain  and  from  stresses  to  the 
injured  tissues.  If  effusion  is  demonstrable, 
the  knee  should  be  decompressed  by  aspira- 
tion. Under  aseptic  technique  and  local  anes- 
thesia, a needle  is  inserted  into  the  joint 
space  or  into  one  of  its  extensions.  The 
supra-patellar  pouch  is  preferred,  hence,  the 
usual  site  is  above  level  of  patella  and  either 
lateral  or  medial  to  the  quadriceps  tendon. 
Fluid  obtained  is  invariably  under  pressure 
and  its  study  will  demonstrate  the  presence 
of  blood  or  fat.  Blood  suggests  tearing  of 
ligament  and  synovia  of  some  degree.  Fat 
suggests  some  type  of  intra-articular  frac- 
ture which  x-ray  examination  may  not  have 
demonstrated.  Pain  relief  is  usually  imme- 
diate, following  the  removal  of  all  possible 
fluid.  Rest  of  the  injured  soft  tissues  is  ob- 
tained by  application  of  elastic  bandage  pres- 
sure to  knee  and  support  with  two  crutches, 
by  splint  or  cast,  immobilization  in  slight 
flexion,  or  by  seven  to  ten  days  of  bed  rest 
depending  on  degree  of  injury  and  on  toler- 
ance or  reaction  of  the  patient. 

Mild  injuries  may  permit  weight  bearing 
as  soon  as  soreness  has  disappeared ; support 
is  discontinued  gradually  if  increased  activ- 
ity produces  no  pain  or  further  effusion. 
Severe  injuries  should  be  protected  in  splint 
or  cast  for  at  least  two  weeks  and  with 
crutches  for  three  to  four  weeks,  the  knee 
being  stabilized  by  an  elastic  bandage  or 
knee  cap  for  six  to  eight  weeks.  Quadri- 
ceps exercises  are  started  as  soon  as  possible 
and  increased  according  to  range  of  motion 
tolerated  by  the  patient.  When  weight  bear- 


ing is  tolerated  on  the  injured  side,  the 
shoe  should  be  wedged  to  throw  strain  on  the 
side  of  the  knee  joint  with  intact  ligament 
— thus  strain  of  medial  ligament  is  protect- 
ed by  a i/4-inch  wedge  to  inner  heel  and 
sole.  In  very  severe  injuries,  the  torn  liga- 
ment should  be  repaired  by  early  open  op- 
eration. 

Bursitis  is  suggested  by  the  presence  of 
swelling  in  the  knee  joint  anteriorly,  not  as- 
sociated with  accumulation  of  fluid  in  supra- 
patellar pouch  area,  the  knee  joint  prefer- 
ring a fully  extended  position.  Trauma  of 
repeated  nature  is  usually  responsible;  a 
prime  example  is  the  swollen  knee  of  the 
carpet  layer.  However,  an  infectious  eti- 
ology must  be  considered,  especially  if  fever 
or  inguinal  adentitis  are  also  present.  Treat- 
ment consists  primarily  of  removal  of  the 
irritating  factor.  Aspiration  of  the  swelling 
is  carried  out  carefully  to  avoid  contaminat- 
ing the  knee  joint.  If  fluid  proves  to  be 
simple  effusion,  pressure  with  an  elastic 
bandage  and  repeated  aspiration  are  usually 
sufficient  to  obtain  regression  of  symptoms. 
Recurrence  of  effusions  into  the  bursa  may 
respond  to  small  doses  of  sclerosing  solutions 
such  as  sylnasol  in  1/2  cc.  doses.  If  suppura- 
tion is  demonstrated  in  the  fluid  study,  a 
course  of  antibiotics  such  as  penicillin  should 
be  given ; few  cases  require  surgical  drainage 
or  removal. 

CONCLUSION 

The  majority  of  knee  injuries  encountered 
in  everyday  office  practice  result  from  com- 
mon stresses  and  are  limited  to  soft  tissue 
damage.  Accurate  recognition  of  degree  of 
injmy  is  possible  only  by  an  appreciation 
of  the  normal  knee  anatomy.  Conservative 
treatment  alone  is  usually  adequate  for  re- 
covery, but  it  must  be  carried  on  for  the 
period  of  time  dictated  by  the  tissue  injured. 


ARMY  MEDICAL  SERVICE  SAVES  HALF 
MILLION  ANNUALLY  WITH  NEW 
PARTIAL  DENTURE  ALLOY 
The  Army  Medical  Sendee  is  saving  approximate- 
ly $5()0,()0()  annually  by  the  substitution  of  a chrome- 
cobalt  alloy  for  gold  in  the  manufacture  of  partial 
dentures  and  dental  replacements  at  five  central 
dental  laboratories,  the  Department  of  the  Army 
announced  today. 

Besides  being  considerably  cheaper  than  gold,  the 
improved  alloy  material  is  sturdier  and  more  dur- 
able and  weighs  less  than  the  older  type  partial 
dentures,  according  to  Major  General  Walter  D. 
Love,  Chief  of  the  Army  Dental  Coi^ps.  General 
Love  reported  chrome-cobalt  is  easier  to  clean  than 
gold  and  thus  promotes  better  oral  hygiene. 


Evaluation  of  the  PVA  Method  of  Fixing  Ameba 
Trophozoites  for  Shipment  to  Diagnostic 
Laboratories 

GEORGE  W.  KELLEY 
Nebraska  State  Health  Department 
Division  of  Laboratories 
Lincoln,  Nebraska 


The  author  presents  and  evaluates  a simple,  effective 
method  of  fixation  of  trophozoites  of  amebae  which  per- 
mits shipment  to  distant  laboratories  for  examination.  If 
the  fixation  in  PVA  is  carried  out  properly  under  ideal 
circumstances  one  may  expect  a high  degree  of  accuracy. 
While  this  method  serves  a very  useful  purpose  it  should 
be  reiterated  that  it  can  not  duplicate  the  accuracy  of  im- 
mediate examination  of  fresh,  warm  stools  obtained  after 
proper  preparation  of  the  patient. 

EDITOR 

As  a general  rule  persons  with  intestinal 
amebiasis  pass  cysts  in  feces  when  conditions 
are  such  that  the  stools  are  solid,  while  the 
trophozite  stage  of  amebae  usually  will  be 
found  in  the  stools  from  diarrheic  patients 
or  from  persons  who  have  been  purged  with 
caroid  and  bile  salts,  or  saline  cathartics. 
This  trophozoite  stage  is  very  susceptible  to 
bacterial  action  and  will  disintegrate  so 
rapidly  that  at  the  end  of  thirty  minutes 
their  presence  usually  cannot  be  demonstrat- 
ed in  unpreserved  specimens.* 

Thus,  when  submitting  a stool  specimen  to 
a laboratory  which  is  situated  more  than 
thirty  minutes  away,  it  becomes  necessary  to 
preserve  the  stool  as  soon  as  it  is  passed  by 
the  patient. 

The  purpose  of  the  following  discussion  is 
to  present  the  PVA  technique  for  fixing  and 
preserving  stool  specimens,  the  two-vial 
method  of  submitting  stool  specimens  to 
diagnostic  laboratories  and  data  obtained  in 
the  State  Department  of  Health  Laboratory 
which  evaluates  this  method. 

Polyvinyl  alcohol  (PVA)  is  a water  soluble 
synthetic  resin  that  has  been  used  in  several 
laboratory  techniques  because  of  its  clearing 
action  and  resinous  characteristics. 


PVA  fixative  may  be  prepared  as  follows :(l) 

Powdered  PVA  5.0  gm. 

Modified  Schaudinn’s  Sol. 93.5  ml. 

(2  pts.  sat.  aqueous  mercuric  chloride 
to  1 pt.  95%  ethyl  alcohol.) 

Glacial  acetic  acid 5.0  ml. 

Glycerol  1.5  ml. 


Five  grams  of  powdered  PVA  are  added  to  a 
mixture  containing  1.5  ml.  of  glycerol,  5 ml.  of 
glacial  acetic  acid,  and  93.5  ml.  of  Schaudinn’s 
solution  (2  parts  saturated  aqueous  mercuric 

♦(Editor’s  Note:  The  trophozoite  probably  is  more  susceptible 

to  changes  in  pH  of  the  stool,  than  to  bacterial  action.  Proper 
preparation  of  the  patient  to  assure  a compatible  pH  of  stool 
permits  survival  and  activity  of  trophozoites  for  many  hours, 
at  room  temperature). 


chloride  to  1 part  of  95%  ethyl  alcohol).  These  in- 
gredients are  mixed  at  room  temperature,  then 
heated  to  approximately  75  degrees  C.  while  stir- 
ring. This  facilitates  the  preparation  of  a water- 
clear  solution.  The  solution  is  ready  to  use  as  soon 
as  it  has  cooled  to  about  50  degrees  C.  or  less. 

A small  portion  of  the  freshly  passed  feces 
is  placed  in  a vial  along  with  about  three 
times  its  volume  of  the  PVA  fixative  and 
thoroughly  mixed.  After  standing  about  ten 
minutes  the  material  will  be  completely  fixed 
and  when  placed  in  tightly  sealed  vials  the 
organisms  will  remain  preserved  indefinitely 
and  can,  thusly,  be  shipped  to  diagnostic 
laboratories  situated  at  any  distance  from 
the  source.  A film  for  miscroscopic  ex- 
amination is  made  by  placing  a drop  or  two 
of  the  mixture  on  a slide  which  has  been 
thoroughly  cleaned  in  acid  and  alcohol  in  a 
manner  similar  to  that  used  for  cleaning 
slides  for  hematology  smears.  The  material 
is  spread  evenly  over  an  area  about  2x4  cm. 
with  an  applicator  stick,  toothpick,  or  some 
other  suitable  object.  If  the  slides  are  not 
perfectly  clean  and  oil-free  or  if  the  film  is 
too  thick,  it  will  fall  off  the  slide  during  the 
staining  and  dehydrating  process.  Practice 
will  soon  acquaint  the  technician  with  this 
proper  thickness.  After  drying  for  twelve  or 
more  hours  in  an  incubator  (37  degrees  C.) 
the  film  is  ready  to  be  stained. 

Any  iron  hematoxylin  method  will  stain 
the  trophozoites  imbedded  in  the  PVA  resin. 
This  laboratory  uses  a modified  rapid  method 
involving  automatic  destaining  with  phos- 
photungstic  acid2.  The  method  is  as  follows: 

The  dried  film  is  first  placed  in  a staining  dish 
containing  70  percent  alcohol  to  which  has  been 
added  enough  iodine  crystals  to  impart  a mahogany 
color,  and  left  there  for  ten  minutes.  This  is  neces- 
sary to  remove  any  mercuric  chloride  crystals  from 
the  specimen. 

The  rest  of  the  procedure  follows  in  outline: 


tap  water  wash 2 min. 

4%  iron  alum  mordant 10  min. 

tap  water  wash 1 min. 

stain  0.5%  aqueous  hematoxylin 30  sec. 

tap  water  wash 3 min. 

2%  phosphotungstic  acid  destain 3 min. 


(this  step  is  automatic  and  does  not  re- 
quire control  by  mici’oscopic  obseiwa- 
tion) 
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tap  water  wash  (mnning  water) 5 min. 

709r  alcohol  3 min. 

95%  alcohol  5 min, 

carbol-xylene  5 min. 

xylene  3 min. 


The  film  can  be  mounted  in  Canada  bal- 
sam, in  Clarite  or  in  any  other  suitable 
mounting  medium ; or,  after  drying,  the  film 
may  be  examined  under  the  oil  immersion 
objective  of  the  microscope  without  being 
covered. 

A practice  followed  in  this  laboratory  con- 
sists of  receiving  stool  specimens  submitted 
for  parasite  examination  in  two  portions. 
One  portion  consists  of  a jar  of  unpreserved 
specimen  which  will  reveal  any  helminth 
eggs  or  protozoan  cysts.  The  other  portion 
is  a small  vial  of  fecal  material  which  has 
been  preserved  in  the  above  described  man- 
ner as  soon  as  it  was  passed  by  the  patient. 
In  this  PVA-preserved  portion  will  be  any 
trophozoites  which  were  present  in  the  orig- 
inal feces. 

To  determine  the  efficiency  of  the  PVA 
fixative  two-vial  method,  comparisons  have 
been  made  on  seventy-four  specimens  which 
were  submitted  to  this  laboratory  for  par- 
asitological examination  by  Nebraska  doc- 
tors. The  unpreserved  portion  was  examined 
by  the  approved  zinc  sulphate  concentration 
method  for  recovering  helminth  eggs  and 
protozoan  cysts.  One  stained  film  of  the 
PVA-fixed  counterpart  of  each  specimen  was 
examined  under  the  oil  immersion  objective 
of  the  microscope.  There  was  no  way  to  de- 
tennine  how  long  the  stool  had  stood  after  it 
was  passed  before  it  was  placed  in  the  fixa- 
tive. Of  course,  if  the  stool  were  diarrheal 
and  had  stood  for  thirty  minutes  before  fix- 
ing, then  both  specimens  would  be  expected 
to  be  negative  and  no  amount  of  microscopic 
examination  would  reveal  parasites  even 
though  ameba  trophozoites  had  been  present 
in  the  freshly-passed  feces. 

Results  of  microscopic  examination  of 
fresh  and  PVA-preserved  fecal  specimens  for 


ameba : 

No. 

No. 

E. 

E. 

E. 

Exam- 

Posi- 

Histo- 

ined 

tive 

Ivtica 

Coli 

Nana 

Unpreserved 

74 

1 

0 

If 

0 

PVA-presei'ved 

_ 74 

11* 

3 

9 

1 

t — Very  few  eight-nucleated  cysts 
* — Two  multiple  infections 


Seventy-four  diarrhetic  specimens  of 
stool  were  thus  examined.  Parasitism  was 
discovered  in  only  one  of  the  unpreserved 
specimens.  In  this  one  unpreserved  specimen 


a very  few  eight-nucleated  cysts  of  END- 
AMOEBA  COLI  were  found,  while  in  the 
PVA  portion  of  the  same  specimen  num- 
erous pre-cystic  stages  of  E.  COLI  were 
found.  This  suggests  to  the  author  that  in 
this  case  the  ameba  had  advanced  far  enough 
toward  the  cystic  stage  that  encystment  con- 
tinued in  a relatively  few  of  the  organisms 
while  the  majority  disintegrated. 

Eleven  of  the  seventy-four  fixed  counter- 
parts were  positive  for  intestinal  amebae. 
Trophozoites  of  E.  HISTOLYTICA  were  pres- 
ent in  three  specimens.  Nine  displayed  tro- 
phozoites of  E.  COLI  and  ENDOLIMAX 
NANA  was  found  in  one.  Two  of  the  stools 
had  two  different  amebae  present.  E.  COLI 
and  E.  NANA  in  one  and  E.  COLI  and  E. 
HISTOLYTICA  in  the  other. 

These  results  clearly  demonstrate  that  the 
two-vial  method  of  submitting  specimens  for 
parasitological  examination  is  a valuable  aid 
for  correct  diagnosis  of  intestinal  amebae 
since  three  instances  of  E.  HISTOLYTICA 
parasitism  were  discovered  by  this  method 
which  would  have  otherwise  been  overlooked. 
The  presence  of  the  other  two  intestinal 
amebae,  E.  COLI  and  E.  NANA,  in  the  PVA 
portion,  but  not  in  the  unpreserved  portion, 
is  also  indicative  of  the  effectiveness  of  this 
method.  Trophozoites  of  these  two  amebae 
undergo  disintegration  at  the  same  rate  as 
those  of  E.  HISTOLYTICA  and  are  thus  an 
effective  check  of  the  proficiency  of  the  PVA 
method  as  an  aid  in  diagnosing  intestinal 
amebiasis.  However,  it  must  again  be  em- 
phasized that  the  feces  should  be  fixed  while 
still  fresh  and  warm,  and  that  infection  with 
E.  HISTOLYTICA  should  not  be  ruled  out 
until  three  specimens  collected  on  three  dif- 
ferent days  have  been  found  to  be  negative. 

The  PVA  method  of  fixing  and  preserving 
stool  specimens  has  been  presented  along 
with  a description  of  a two-vial  method  for 
submitting  such  specimens  for  parasitolog- 
ical examination. 

Both  the  unpreserved  and  the  PVA-fixed 
portions  of  stool  specimens  submitted  by 
physicians  using  the  two-vial  method  were 
examined.  Trophozoites  of  E.  HISTOLY- 
TICA were  found  in  three  of  the  PVA  speci- 
mens while  none  of  the  unpreserved  stools 
demonstrated  its  presence. 
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Tuberculosis  Abstracts 

THE  TUBERCULOSIS  DIABEl’IC  PATIENT 

— Michael  A.  Ferrara.  M.D..  The  New  England  Journal  of 

Medicine.  January  10.  1952. 

A total  of  3,178  patients  with  pulmonaiy  tuber- 
culosis were  admitted  to  the  Uncas-on-Thames  Tu- 
berculosis Hospital  from  July  1,  1937  to  July  1, 
1950.  Of  these,  68  or  2.1  per  cent  had  associated 
diabetes  mellitus.  This  study  is  concenied  with  the 
course  of  tuberculosis  in  these  diabetics  and  with 
their  present  status. 

Many  writers  believe  that  some  peculiar  relation 
exists  between  diabetes  mellitus  and  tuberculosis 
and  that  the  diabetic  is  more  prone  to  develop 
tuberculosis  than  is  the  nondiabetic.  Some  author- 
ities have  stated  that  the  prevalence  of  tuberculosis 
is  more  than  three  times  as  high  among  diabetics 
than  among  the  general  population.  It  has  been 
shown  that  the  frequency  of  pulmonary  tubercu- 
losis in  diabetics  at  autopsy  appears  to  be  at  least 
two  to  four  times  as  great  as  it  is  in  nondiabetics. 
The  mortality  from  tuberculosis  among  diabetics 
has  shown  no  fall  comparable  with  the  fall  in  rate 
among  the  general  population.  The  causes  of  the 
increased  susceptibility  of  diabetics  to  tuberculosis 
and  of  these  patients’  poor  resistance  to  their  dis- 
ease after  it  has  developed  (if  this  is  tiaie)  are  not 
known.  Numerous  explanations  of  this  have  been 
offered,  but  to  date  the  answer  is  still  conjectural. 
Hyperglycemia,  acidosis,  increased  glycerol  produc- 
tion, altered  function  of  the  leukocytes  and  tissues 
in  general  and  lowered  pulmonary  concentration  of 
phospholipids  and  lipids  have  all  been  advanced  as 
possible  causes. 

Early  recognition  and  prompt  treatment  of  tuber- 
culosis in  the  diabetic  is,  of  course,  of  great  im- 
portance if  this  condition  is  to  be  arrested  in  a 
higher  proportion  of  diabetics  than  has  heretofore 
been  true.  It  has  been  stated  that  the  average  life 
expectancy  of  a tuberculosis  patient  with  diabetes 
is  barely  half  what  it  would  be  in  one  with  tuber- 
culosis uncomplicated  by  diabetes. 

Tuberculosis  discovered  in  the  minimal  stage  in 
a diabetic  is  rare.  This  is  showm  in  the  literature 
and  is  corroborated  by  this  study.  Of  68  patients 
studied  only  one  had  minimal  tuberculosis.  Of  the 
remaining  67  cases,  16  or  24.6  per  cent  were  mod- 
erately advanced  and  51  or  75  per  cent  were  far 
advanced.  Of  the  68  patients,  53  have  been  dis- 
charged and  15  are  still  hospitalized.  Of  the  53 
discharged,  35  are  known  to  be  dead,  two  are  alive 
with  active  tuberculosis,  the  disease  has  been  ar- 
rested in  11  for  a period  ranging  from  six  months 
to  nine  years  and  five  are  untraceable.  Of  the  15 
cases  still  hospitalized,  seven  have  active  tuber- 
culosis, unimproved,  and  the  disease  of  eight  is  ac- 
tive, improved.  It  would  appear,  then,  that  the 
prognosis  for  the  patient  with  tuberculosis  and 
diabetes  is  poor  — and  worse  than  for  the  patient 
with  tuberculosis  alone. 

The  diabetes  did  not  militate  against  the  use  of 
any  form  of  therapy  for  any  of  the  patients  in  this 
study,  and  all  forms  of  tuberculosis  therapy  were 
used  as  indicated.  Usually,  the  diabetics  with  tu- 
berculosis did  not  respond  to  treatment  as  well  as 
did  the  nodiabetics.  In  the  great  majority  of  cases, 
the  end  result  was  either  death  or  a long  course  of 
hospitalization  with  slowly  progressing  tuberculosis. 


The  x-ray  appearance  of  the  tuberculosis  in  this 
series  of  diabetics  was  not  significantly  different 
from  that  in  nondiabetics. 

The  diabetes  was  mild  in  11  per  cent,  moderate 
in  28  per  cent  and  severe  in  61  per  cent  of  the 
cases.  It  was  diagnosed  prior  to  the  discovery  of 
tuberculosis  in  47  or  69  per  cent  and  after  tuber- 
culosis developed  in  five  or  seven  per  cent  of  the 
cases.  The  two  diseases  were  diagnosed  together 
in  16  or  24  per  cent  of  the  total.  Table  1 shows 
the  duration  of  diabetes  prior  to  the  development  of 
tuberculosis. 


TABLE  1 

DURATION  OF  DIABETES  PRIOR  TO  THE 
DEVELOPMENT  OF  TUBERCULOSIS 


Duration  of  Number 

Disease  of  Patients 

0-  2 years 8 

3-  5 years 15 

6-10  years 15 


Duration  of  Number 

Disease  of  Patients 

11-15  years 6 

16-20  years 2 

21-25  years 1 


Frequent  routine  x-ray  examination  of  the  lungs 
of  all  diabetics  would  uncover  tuberculous  lesions 
in  earlier  rather  than  advanced  stages  and  might 
well  improve  the  prognosis  for  their  tuberculosis. 

The  blood  sugar  was  kept  below  150  mg.  per 
100  cc.  wherever  possible;  this  was  achieved  in  the 
majority  of  cases.  No  significant  relation  was 
noted  between  the  degree  of  control  of  the  diabetes 
and  the  course  of  the  patient’s  tuberculosis.  The 
diabetic  status  of  the  11  arrested  cases  was  no  dif- 
ferent from  that  of  the  majority  of  the  other  57 
patients. 

More  than  two  thirds  of  the  patients  were  over 
forty-four  years  of  age.  The  older  diabetic  should 
not  receive  x-ray  examination  less  frequently  than 
others  merely  because  of  age.  Table  2 shows  how 
long  those  who  died  lived  after  their  tuberculosis 
was  diagnosed.  Only  three  patients  lived  longer 
than  six  years;  50  per  cent  died  within  two  years. 


TABLE  2 

DURATION  OF  LIFE  AFTER  TUBERCULOSIS 
WAS  DIAGNOSED 


Duration  of  Number 

Life  of  Patients 

0- 1  year 9 

1- 2  years 10 

2- 3  years 5 

3- 4  years  5 

4- 5  years — 


Duration  of  Number 

Ivife  of  Patients 

5- 6  years 3 

6- 7  years — 

7- 8  years 2 

8- 9  years 1 


CONCLUSIONS 

Of  3,178  patients  admitted  to  the  Uncas-on- 
Thames  Tuberculosis  Hospital  with  pulmonary  tu- 
berculosis from  July  1,  1937  to  July  1,  1950,  68  or 
2.1  per  cent  had  associated  diabetes  mellitus.  Of  the 
68  patients,  53  were  discharged  and  15  are  still 
hospitalized.  Of  the  53  discharged,  35  are  known 
to  be  dead,  the  disease  has  been  arrested  in  11  for 
periods  ranging  from  six  months  to  nine  years,  two 
are  living  with  active  tuberculosis  and  five  are 
untraceable.  Of  the  15  patients  still  hospitalized, 
the  disease  of  seven  is  active,  unimproved,  and  the 
disease  of  the  remaining  eight  is  active,  improved. 

The  prognosis  for  the  tuberculosis  patients  who 
have  diabetes  is  graver  than  for  the  tuberculous  pa- 
tient who  does  not  have  diabetes. 

All  diabetics  should  have  a chest  x-ray  examina- 
tion at  least  every  six  months  — or  more  often, 
if  signs  or  symptoms  warrant  more  frequent  x-ray 
examination  of  the  chest. 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 
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Organization  Section 

CEREBRAL  PALSY  UNIT 

The  Cerebral  Palsy  Unit,  established  last 
spring  by  the  Board  of  Control,  is  now  in 
full  operation.  The  unit  is  housed  in  the 
Orthopedic  Hospital  in  Lincoln  and  is  staffed 
by  two  physicians  and  three  therapists.  A 
full  program  of  training  and  rehabilitation 
of  these  children  is  being  offered.  Occupa- 
tional, speech  and  physical  therapy,  under 
the  supervision  of  staff  physicians,  is  avail- 
able to  these  patients.  Children  may  be  ad- 
mitted between  birth  and  the  age  of  21. 
The  most  favorable  results  are  usually  ob- 
tained when  training  is  started  between  one 
and  five  years  of  age. 

Patients  are  hospitalized  for  about  four 
weeks,  during  which  their  problems  are  ex- 
plored thoroughly  and  a suitable  therapy 
program  is  established  for  the  child.  Each 
patient  is  given  a psychometric  examination 
and  is  examined  by  appropriate  members  of 
the  Orthopedic  Hospital  staff.  During  the 
last  week  of  his  stay  in  the  unit,  the  patient’s 
mother  comes  to  Lincoln  for  several  hours  of 
instruction  in  the  care  of  her  child.  Neces- 
sary directions  are  given  for  the  construction 
of  equipment  in  the  home,  such  as  parallel 
bars  and  standing  tables.  If  braces  are  need- 
ed, they  are  made  and  fitted  in  the  hospital. 

It  should  be  noted  here  that  the  Nebraska 
Society  for  Crippled  Children  has  guaranteed 
up  to  $5,000  annually  for  braces  required  by 
children  in  the  unit.  This  is  a marvelous 
contribution  to  the  rehabilitation  of  these 
children  and  is  gratefully  accepted  by  the 
unit’s  staff. 

The  parents  are  asked  to  return  their  chil- 
dren to  the  Cerebral  Palsy  Unit  periodically 
for  follow-up  examinations,  re-evaluation  and 
new  instructions.  Readmissions  to  the  unit 
may  be  recommended  from  time  to  time  as 
this  seems  advisable. 

The  average  occupancy  of  the  unit  has 
been  from  half  to  three-quarters  capacity. 
The  staff  would  like  to  operate  at  or  near 
capacity.  Preferred  route  of  admission  is 
through  the  extension  clinics  of  Services  for 
Crippled  Children,  the  Dr.  J.  P.  Lord  School, 
the  Bruner  Clinics  and  the  clinics  of  the  Or- 
thopedic Hospital  in  Lincoln.  However,  if 
any  physician  has  a patient  whom  he  would 
like  to  have  admitted,  he  is  invited  to  write 
Dr.  John  Thomas,  in  care  of  the  unit. 

JOHN  M.  THOMAS,  M.D., 

Chief  of  Service. 

Cerebral  Palsy  Unit. 
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LOCATION  BUREAU 

Every  physician  is  no  doubt  aware  that 
his  state  medical  organization,  the  Nebraska 
State  Medical  Association,  was  founded  not 
only  to  serve  physicians,  but  also  to  enable 
the  medical  profession  to  be  of  greater  serv- 
ice to  the  people  of  the  state  and  their  com- 
munities. This  theory  has  existed  through- 
out the  life  of  the  association,  and  through 
practical  application  h a s,  year  - by  - year, 
evolved  into  greater  significance. 

One  of  the  best  examples  of  this  dual  re- 
sponsibility is  the  Location  Bureau  which  is 
maintained  in  the  headquarters  office  of  the 
state  medical  association.  The  purpose  of 
the  bureau  is  twofold : 

1.  Assist  physicians  in  finding  a suitable 
location  in  the  state  or  in  relocating. 

2.  Help  secure  physicians  for  those  com- 
munities which  have  inadequate  or  no  readily 
available  medical  care. 

Here,  briefly  is  how  the  placement  service 
operates.  When  a community  notifies  the 
association  that  it  is  in  need  of  a physician, 
comprehensive  information  is  secured  from 
that  community  concerning  its  socio-eco- 
nomic-medical aspects.  This  data  is  then 
mimeographed  and  kept  on  file.  When  a 
physician  inquires  about  locations  in  Nebras- 
ka, the  information  sheet  on  each  town  is 
sent  to  him  with  the  request  that  he  contact 
the  person  designated  in  the  towns.  In  ad- 
dition, the  names  of  these  physicians  are  sent 
to  the  communities  seeking  help.  By  that 
means,  each  is  put  in  contact  with  the  other. 
The  bureau  also  helps  practicing  physicians 
find  an  associate  when  such  is  requested. 
There  are  generally  ten  to  fifteen  of  these 
requests  on  file. 

Since  the  end  of  World  War  II,  the  Loca- 
tion Bureau  has  been  instrumental  in  locat- 
ing over  450  physicians  in  Nebraska  towns. 
Thus,  in  this  instance  the  responsibility  of 
serving  both  the  citizens  and  physicians  of 
the  state  has  been  accomplished. 

Any  doctor  who  is  interested  in  locating  in 
Nebraska  is  invited  to  write  the  headquarters 
office  for  information  about  openings  in  the 
state.  This  is  also  true  for  those  who  may 
wish  to  make  a change  in  their  location.  All 
members  are  welcome  to  utilize  this  service 
at  any  time. 


REGIONAL  POSTGRADUATE 
COURSES 

All  Nebraska  physicians  are  cordially  in- 
vited to  attend  the  Regional  Post-Graduate 
Courses,  November  17-22,  1952,  which  are 
again  being  sponsored  by  the  Speakers  Bu- 
reau Committee  of  the  state  medical  associa- 
tion. The  formal  announcement  and  pro- 
gram were  sent  to  each  member  the  latter 
part  of  October  and  should  now  be  in  your 
hands. 

These  courses  were  begun  last  year  and 
proved  to  be  one  of  the  most  popular  activi- 
ties sponsored  by  your  association  in  recent 
years.  The  interest  shown  in  them  clearly 
showed  that  there  is  a very  real  demand  for 
this  type  of  postgraduate  work  on  the  re- 
gional level.  If  you  have  not  marked  your 
calendar  for  the  course  nearest  your  town, 
please  do  so  right  away. 

Courses  will  be  held  in  the  following 
towns : 

Scottsbluff — November  17. 

North  Platte — November  18. 

McCook — November  19. 

Grand  Island — November  20. 

Norfolk — November  21. 

Beatrice — November  22. 

These  towns  were  selected  because  of  their 
proximity  to  the  larger  doctor  populations 
in  all  areas  of  the  state.  Each  course  will 
start  at  1:30  p.m. 

The  1952  Guest  Faculty  consists  of  an- 
other outstanding  group  of  physicians.  They 
are: 

James  Maiwin  Baty,  M.D.,  Tufts  College 
Medical  School,  Boston,  Mass. 

Corrin  H.  Hodgson,  M.D.,  Mayo  Founda- 
tion, Rochester,  Minn. 

Harry  F.  Southwick,  M.D.,  University  of 
Illinois  College  of  Medicine,  Chicago,  111. 

Claude-Starr  Wright,  M.D.,  Ohio  State 
University  College  of  Medicine,  Columbus,  O. 

The  committee  also  wishes  to  express  its 
appreciation  to  the  Nebraska  Trudeau  So- 
ciety and  the  Nebraska  chapters  of  the 
American  Heart  Association  and  the  Ameri- 
can Cancer  Society.  Each  has  contributed 
funds  for  these  postgraduate  courses. 

If  you  plan  to  attend  one  of  these  courses, 
you  are  urged  to  return  promptly  the  reserv- 
ation card  which  has  been  sent  to  you.  This 
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is  very  important  because  of  the  fact  that 
arrangements  must  be  made  in  six  different 
towns  and  hotels. 


CRIPPLED  CHILDREN’S  CLINICS 

November  8 — McCook,  St.  Catherine’s 
Hospital;  Howard  Mitchell,  M.D.,  or  Fritz 
Teal  M.D.,  and  Michael  Crofoot,  M.D. 

November  22 — Grand  Island,  St.  Francis 
Hospital ; L.  S.  Campbell,  M.D.,  and  J.  Harry 
Murphy,  M.D. 


Announcements 

The  Fifth  Annual  Postgraduate  Course 
embracing  recent  advances  in  diseases  of  the 
chest  will  be  presented  at  the  Hotel  New 
Yorker,  New  York  City,  Nov.  10-14,  1952. 
It  is  open  to  all  physicians  and  approved  for 
credit  by  the  American  Academy  of  General 
Practice.  Attendance  limited  and  fee,  $50.00. 
Address  Executive  Director,  American  Col- 
lege of  Chest  Physicians,  112  East  Chestnut 
St.,  Chicago  11,  111.,  for  further  information. 


The  Eirst  Annual  Clinical  Session  of  the 
American  Academy  of  Obstetrics  and  Gyne- 
cology will  be  held  Dec.  15-17  at  the  Palmer 
House,  Chicago.  Eor  further  details,  write 
to  Ruth  Sutton,  Public  Relations  Counsel, 
American  Academy  of  Obstetrics  and  Gyne- 
cology, 116  South  Michigan  Ave.,  Chicago  3, 
111. 


The  InteiTiational  Medical  Assembly,  In- 
terstate Postgi’aduate  Medical  Association  of 
North  America,  will  hold  its  annual  meeting 
in  Cleveland,  Ohio,  November  10-13,  1952. 
You  are  invited. 


GP,  the  official  publication  of  the  Ameri- 
can Academy  of  General  Practice,  received  a 
signal  honor  in  being  selected  by  the  Ameri- 
can Institute  of  Graphic  Aids,  as  one  of  the 
publications  to  receive  an  award  this  year. 
GP  is  cited  particularly  for  its  excellence  in 
graphic  presentation.  The  editors  and  pub- 
lisher are  to  be  congratulated. 


The  Texas  Medical  Association  dedicated 
its  new  Medical  Library  in  Austin,  Septem- 
ber 19-21,  1952.  This  beautiful  new  build- 
ing, situated  in  lovely  surroundings,  houses 
the  Association’s  library  and  an  auditorium- 
lounge  on  the  first  floor,  and  the  offices  of 
the  Association  on  the  second. 


The  International  Academy  of  Proctology 
announces  its  Annual  Cash  Prize  and  Certifi- 
cate of  Merit  Contest  for  1952-1953.  The 
best  unpublished  contribution  on  Proctology 
or  allied  subjects  will  be  awarded  $100.00 
and  a Certificate  of  Merit.  Eor  further  de- 
tails, write  to  International  Academy  of  Proc- 
tology, 43-45  Kissena  Blvd.,  Flushing  55, 
New  York. 


The  Nineteenth  Annual  Meeting  of  the 
American  College  of  Chest  Physicians  will  be 
held  at  the  Hotel  New  Yorker,  New  York 
City,  May  28-31,  1953.  Physicians  who  wish 
to  present  papers  at  the  meeting  should  sub- 
mit titles  and  abstracts  to  Dr.  Arthur  M. 
Olsen,  Chairman,  Committee  on  Scientific 
Program,  American  College  of  Chest  Physi- 
cians, Mayo  Clinic,  Rochester,  Minnesota. 


The  Nebraska  Public  Health  Association 
announces  its  Second  Annual  Meeting.  This 
will  be  held  in  Omaha,  at  the  Fontenelle  Ho- 
tel, Nov.  20-21,  inclusive.  A very  interesting 
progTam  of  papers,  panel  discussions  and  sec- 
tional meetings  has  been  provided.  This  is 
a meeting  which  will  present  much  of  inter- 
est to  the  practitioner.  It  begins  at  9:00 
a.m.,  in  the  Ballroom,  Nov.  20th. 


News  and  Views 

From  The  Lincoln  Journal: 

“Its  time  for  registered  nurses  to  rise  and  fight 
for  improved  working  conditions  in  the  nursing  pro- 
fession,” the  executive  director  of  the  California 
State  Nurses  Association  says. 

Miss  Shirley  C.  Titus,  San  Francisco,  said  “some 
improvements,  at  last”  have  been  made.  She  was 
in  Omaha  in  September  to  attend  a meeting  of  the 
ANA  Committee  on  Improving  Conditions  of 
Registered  Nurses. 

“Nurses,  being  professional,  believe  that  tuming 
to  labor  unions  isn’t  exactly  the  thing  to  do,”  she 
said.  Therefore,  the  nurses’  associations  in  each 
state,  encouraged  by  the  national  organization,  have 
set  out  on  a three-point  program  which  includes 
better  public  relations,  psychological  moves  and  po- 
litical pressure. 


From  The  Omaha  World-Herald: 

The  American  Medical  Association,  renewing  its 
debate  with  President  Truman,  asserted  Thursday 
(September  25)  it  “will  never  cease  its  fight  against 
national  compulsory  health  insurance.” 

(Mr.  Ti-uman  said  earlier  that  he  thought  his 
Philadelphia  speech  had  caused  the  AMA  to  dis- 
band the  committee  which  it  set  up  to  work  against 
his  proposed  national  health  insurance  system.  His 
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Philadelphia  speech  was  delivered  before  the  an- 
nual meeting  of  the  American  Hospital  Association 
at  which  time  he  again  supported  his  pet  health 
program.  The  AMA  committee  he  refers  to  was 
the  National  Education  Campaign  Coordinating 
Committee). 

Dr.  Louis  H.  Bauer,  Hempstead,  N.Y.,  AMA  Presi- 
dent, said  the  AMA  will  never  give  up  its  fight 
against  compulsory  sickness  insurance.  He  said  the 
decision  to  disband  the  committee  was  announced 
in  June  (at  the  AMA  Annual  Session). 

His  statement,  issued  by  AMA  headquarters  in 
Chicago,  added: 

“The  National  Education  Campaign  was  merely 
an  intensive  phase  in  the  medical  profession’s  long- 
range  effort  to  keep  medical  care  on  a voluntaiy 
basis.  This  effective  effort  will  continue  as  long 
as  attempts  are  made  to  shackle  the  people’s  health 
in  bureaucratic  red  tape.” 


A mental  hygiene  clinic  for  western  Ne- 
braska was  scheduled  to  begin  operations  at 
the  St.  Mary  Hospital  (Scottsbluff)  some- 
time in  October. 

The  clinic,  which  has  received  the  sanction 
of  the  Scotts  Bluff  County  Medical  Society, 
will  be  staffed  by  psychiatrists  and  psycholo- 
gists of  the  University  of  Nebraska  College 
of  Medicine.  They  will  be  in  Scottsbluff  for 
two  days  every  two  weeks. 

It  is  the  only  psychiatric  unit  in  the  west- 
ern part  of  the  state.  If  present  plans  ma- 
terialize, the  unit  will  service  the  entire  Pan- 
handle area.  Services  will  be  available  to 
anyone  wishing  to  make  use  of  the  clinic. 


The  American  College  of  Surgeons,  at  its 
recent  meeting  in  New  York,  again  de- 
nounced fee  splitting  between  physicians  and 
surgeons  as  dishonest,  unethical  and  harmful 
to  patients. 

Thirteen  college  officials  told  of  a renewed 
drive  against  the  doctor  kick-backs  in  a frank 
news  conference  with  science  writers.  One 
of  the  best  weapons  against  this  practice, 
they  said,  is  to  tell  the  public  all  the  facts. 
Tlieir  views  were  given  nation-wide  promi- 
nence in  the  press  and  radio. 

Dr.  Alton  Ochsner,  New  Orleans,  imme- 
diate past  President  of  the  college,  warned 
the  public  to  be  suspicious  of  fee  splitting  if : 

1.  Your  doctor  sends  you  to  only  one  surgeon  and 
later  you  get  a statement  only  from  the  surgeon  and 
not  the  physician. 

2.  Your  doctor  does  not  give  you  a choice  of  sur- 
geons to  do  the  operation  he  says  is  necessaiy  or 
does  not  ask  you  what  surgeon  you  want  to  do  it. 


The  University  of  Nebraska  Board  of  Re- 
gents has  announced  that  four  staff  members 
of  the  University  of  Nebraska  College  of 
Medicine  have  received  grants  totaling  more 
than  $56,000  to  continue  research  and  train- 
ing programs  under  their  direction.  This 
figure  is  included  in  the  $135,739  received  in 
grants  by  the  university  from  various  agen- 
cies. 

The  four  medical  grants  were : 

1.  $25,000  from  the  U.S.  Public  Health  Seiwice 
to  Dr.  Howard  B.  Hunt  for  continuation  of  the 
cancer  training  program  under  his  direction. 

2.  $15,000  from  the  U.S.  Public  Health  Seiwice  to 
Dr.  Richard  Young  for  the  psychiatric  training  pro- 
gram under  his  supeiwision. 

3.  $14,000  from  the  U.S.  Public  Health  Seiwice  to 
Dr.  F.  Lowell  Dunn,  a training  grant  for  cai’dio- 
vascular  training. 

4.  $2,333  fi’om  the  U.S.  Public  Health  Seiwice 
to  Dr.  Cecil  L.  Wittson  for  a training  program  in 
clinical  psychology. 

All  of  these  grants  were  received  by  the 
university  between  June  1 and  September  1. 
In  all,  the  university  received  17  grants  com- 
prising the  $135,739  total.  The  U.S.  Public 
Health  Service  made  11  grants,  totaling 
$118,644. 


The  Annual  Fall  Clinic  Meeting  of  the  Ne- 
braska Heart  Association  was  held  at  Joslyn 
Memorial  Museum  in  Omaha  on  September 
27th.  The  meeting  was  highlighted  by  the 
talks  given  by  Dr.  George  C.  Griffiths,  Pro- 
fessor of  Medicine,  University  of  Southern 
California,  and  Dr.  Robert  P.  Glover,  Clinical 
Professor  of  Thoracic  Surgery,  Hahnemann 
Medical  College,  Philadelphia.  Very  interest- 
ing papers  and  case  reports  were  presented 
by  Doctors  G.  E.  Stafford,  Willis  D.  Wright, 
Richard  L.  Egan,  Donald  F.  Purvis,  C.  M. 
Wilhemji,  S.  L.  Magiera  and  Dean  F.  G. 
Gillick.  An  open  meeting  for  laymen  and 
doctors  was  held  in  the  evening. 


A considerable  number  of  patients  with  active  tu- 
berculosis refuse  to  accept  hospitalization  and  re- 
main at  home  to  infect  others.  Since  the  advent 
of  streptomycin,  home  treatment  has  become  in- 
creasingly apparent.  Whatever  the  cause  — lack 
of  understanding,  financial  worries  or  the  false 
hope  that  adequate  treatment  is  possible  at  home — 
home  management  of  active  tuberculosis  is  exti’eme- 
ly  difficult  under  the  best  of  circumstances  — is 
rarely  adequate  and  often  dangerous,  and  every 
effort  should  be  made  to  have  the  patient  accept 
hospitalization.  Paul  S.  Phelps,  M.D.,  and  Regi- 
nald C.  Edson,  M.D.,  Conn.  State  Med.  J.,  May,  1952. 
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Know  Your 
Blue  Shield  Plan 


Reports  for  sen’ices  rendered  to  members  of  other 
Blue  Shield  Plans  should  be  sent  directly  to  the 
Plan  of  which  the  patient  is  a member.  Unlike 
Blue  Cross,  Blue  Shield  has  no  inter-plan  reciprocity 
ag’reements. 


Quite  often,  medical  reports  do  not  show  the  age 
of  the  patient,  and  must  be  returaed.  Since  Blue 
Shield  membership  records  do  not  cany  the  ages 
of  dependents,  it  is  essential  that  the  doctor’s  re- 
port give  this  infonnation. 


Doctors  who  have  entered  practice  recently  and 
have  not  signed  as  Blue  Shield  Participating  Physi- 
cians are  invited  to  do  so  this  month,  so  that  their 
names  can  be  listed  in  the  new  Roster.  A copy  of 
the  Agreement  and  supplies  for  participation  may 
be  secured  by  writing  to  Blue  Shield,  518  Kilpatrick 
Building,  Omaha. 


Blue  Shield  can  pay  for  microscopic  examination 
of  tissue  only  if  a report  signed  by  the  pathologist 
is  submitted.  It  is  suggested  that  when  a doctor 
sends  a tissue  to  a pathologist,  he  accompany  it 
with  a Blue  Shield  fonn  with  the  top  part  com- 
pleted and  the  assignment  form  signed  by  the  pa- 
tient. 


AUGUST  SUMMARY 


Blue  Cross 

Membership,  Sept.  1,  1952 236,166 

Cases  in  August 2,945 

Payments  in  August $176,228.32 

Percent  of  Income  for  Cases  89.57 


Blue  Shield 
203,841 
4,887 
$139,263.07 
83.79 


Reminder:  The  new  Roster  of  Blue  Shield  Par- 

ticipating Physicians  will  be  printed  soon.  Listed 
will  be  the  names  of  all  doctors  who  have  signified 
that  they  will  provide  seiadce  benefits  to  Blue 
Shield  patients  whose  annual  incomes  are  under 
$2,400  (single)  or  $3,200  (family).  All  but  140  Par- 
ticipating Physicians  have  signed  and  returned  the 
Amendment. 


Most  people  resist  education  and  only  the  few 
seek  it.  Educators  tell  us  there  are  three  periods 
in  life  when  the  individual  is  veiy  ready  to  learn; 
(1)  The  little  child  who  is  eager  to  leam  every- 
thing. (2)  The  young  mother  who  wants  to  leam 
how  to  care  for  her  child.  (3)  The  person  who  is 
ill  is  very  anxious  to  leaiu  how  to  regain  his  health. 
The  patient  is  a member  of  a community;  he  is 
anxious  to  leam  how  to  get  well  and  stay  well,  but 
he  cannot  learn  without  a teacher.  The  logical 
persons  to  reinforce  the  foimal  instiuction  which 
the  patient  receives,  whether  that  instiuction  be 
given  by  the  doctor  or  a nurse,  are  the  members  of 
the  nursing  staff  in  their  daily  contacts  with  the 
patient.  Aileen  Flett,  R.N.,  Medical  Papers  of  the 
Annual  Meeting  of  the  Canadian  Tuberculosis  As- 
sociation, May,  1951. 


The  Woman's  Auxiliary 

AUXILIARY  PRESIDENTS’ 
CONFERENCE 

The  Ninth  Annual  Conference  of  State 
Presidents,  Presidents-elect  and  National 
Committee  Chairmen  will  be  held  Thursday 
and  Friday,  November  6 and  7 at  the  La  Salle 
Hotel,  Chicago.  This  conference,  an  inten- 
sive study  of  auxiliary  plans  and  objectives, 
increases  in  interest,  attendance  and  value 
each  year.  There  will  be  eight  panel  discus- 
sion periods  of  which  National  Chairmen  will 
seiwe  as  moderators  and  State  Presidents 
the  participants.  These  panels  will  discuss 
Organization,  Program,  Nurse  Recruitment, 
Civil  Defense,  Today’s  Health,  Public  Rela- 
tions, Legislation  and  The  American  Educa- 
tion Foundation. 

The  luncheon  meetings  will  be  addressed 
by  outstanding  speakers.  On  Thursday,  Ar- 
thur L.  Conrad,  President,  Heritage  Foun- 
dation, will  speak  on  “The  Meaning  of  Educa- 
tion in  the  Modern  World.’’  Mrs.  Oscar  Ahl- 
gren.  President,  General  F ederation  of 
Women’s  Clubs,  will  address  the  conference 
Friday.  Her  subject  is  “The  Time  Has 
Come.” 

Mrs.  Richard  Garlinghouse,  Lincoln,  and 
Mrs.  James  Donelan,  Omaha,  will  represent 
the  Nebraska  Auxiliary  at  the  conference. 


Mrs.  Leo  Hughes  of  Omaha  has  accepted 
the  appointment  of  Civil  Defense  Chairman 
for  the  State.  Mrs.  Hughes  is  also  Civil  De- 
fense Chairman  for  Douglas  County. 


BASIC  SUGGESTIONS  FROM  YOUR  NURSE 
RECRUIT.MENT  COMMITTEE 

1.  Fonn  “Future  Nurses  Clubs”  in  high  schools, 
preferably  in  the  freshman  year  and  8th  grade. 

a.  Cooperate  with  school  advisors  and  school 
nurses. 

b.  Have  monthly,  varied  programs. 

c.  Use  student  nurses,  graduate  nurses  and  doc- 
tors as  speakers. 

d.  Know  requirements  needed  to  enter  training 
schools  and  advise  students. 

e.  Take  students  through  hospitals. 

2.  Publicize  available  scholarships  to  high  school 
councilors. 

3.  Help  the  student  to  select  the  right  school  for 
her  needs  (practical,  graduate  or  collegiate). 

4.  Know  the  training  schools  in  Nebraska  and  what 
they  have  to  offer. 

5.  Encourage  inactive  registered  nurses  to  offer 
their  services  to  the  community. 

6.  Educate  the  public  to  the  need  for  nurses  by 
providing  speakers  before  clubs. 

7.  Obtain  scholarships  for  deseiwing  students. 
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8.  Use  newspaper,  radio  and  television  as  a medium 

to  infoi-m  the  public. 

a.  Programs  for  grade  students. 

b.  High  school  students. 

c.  Parents  — do  not  forget  the  parents  — many 
are  prejudiced  against  nursing  as  a profes- 
sion. 

9.  Show  movie  films  to  interested  groups. 

a.  “For  You  to  Decide”  (400  ft. — ranning  time, 
ten  minutes). 

b.  “Girls  in  White”  (600  ft. — ninning  time,  18 
minutes). 

Request  films  from  Nebraska  State  Department 
of  Health.  Request  far  in  advance  due  to  popu- 
larity. Films  are  sent  out  free  with  the  under- 
stan^ng  that  return  transportation  (express  or 
postage)  and  insurance  will  be  paid  by  user. 

$50.00  value  for  each  400  ft.,  black  and  white 
$75.00  value  for  each  400  ft.,  color  print 
$100.00  value  for  each  800  ft.,  black  and  white 
$100.00  value  for  each  800  ft.,  color  print 
Your  nurse  reciniitment  chaiiTnan  has  all  informa- 
tion in  her  kit  “All  About  Nursing.” 

Individuals  living  in  areas  where  there  is  no  aux- 
iliary can  be  members-at-large.  Write  me  for  fur- 
ther infoiTnation.  Every  doctor’s  wife  should  con- 
sider herself  a member  of  the  Nurse  Recruitment 
Committee  and  see  that  there  is  a “Future  Nurses 
Club”  organized  in  every  high  school.  The  need  for 
nurses  is  great!  Few  hospitals  met  their  quota 
this  fall  due  to  the  lack  of  quantity  of  applicants 
from  which  to  pick  quality  students.  WE  MUST 
HELP! 

MRS.  C.  FRED  FERCIOT, 

Nurse  Recruitment  Chairman, 

1225  South  49th  Street, 

Lincoln,  Nebraska 


FLUSH  METHOD  PRACTICAL  FOR  BLOOD 
PRESSURE  OF  NEWBORN 

The  flush  technique,  a visual  method  for  blood 
pressure  determinations,  is  simpler  and  more  prac- 
tical for  newborn  infants  than  auscultatory  or  pal- 
pation methods,  as  revealed  by  tests  at  the  St.  Louis 
Children’s  Hospital. 

Results  on  three  newborn  babies  compared  favor- 
ably with  established  blood  pressure  findings.  Re- 
sults were  similarly  satisfactory  when  the  technique 
was  compai’ed  with  auscultatory  and  palpation  meth- 
ods in  seven  older  children  with  normal  pressures, 
three  with  hypertension,  and  three  with  coarctation 
of  the  aorta. 

In  the  flush  method,  the  cuff  of  the  sphygmoma- 
nometer is  placed  on  the  infant’s  ankle  or  wrist  in 
the  usual  manner.  An  improvised  nabber  bandage 
is  wrapped  around  the  foot  or  hand,  starting  distal- 
ly,  forcing  the  blood  from  the  extremity.  The  cuff 
is  inflated  to  a pressure  slightly  above  the  suspect- 
ed systolic  pi’essure;  the  bandage  is  then  removed 
and  the  pressure  slowly  released  from  the  cuff  not 
faster  than  six  to  seven  millimeters  per  second.  The 
approximate  systolic  pressure  is  the  reading  at 
which  the  extremity  suddenly  flushes  as  blood  re- 
enters. 

It  is  concluded  that  this  method  “is  a reasonably 
accurate  and  simple  means  of  detennining  the  ap- 
proximate systolic  pressure  in  noiTnal  newborn  in- 
fants and  in  infants  with  certain  abnomialities.” 


Human  Interest  Tales 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  1315  Sharp  Bldg:.,  Lincoln. 

Dr.  and  Mrs.  W.  H.  Hill,  Fremont,  vacationed 
in  Colorado  in  September. 

Dr.  Loyd  Wanger,  Leigh,  has  returned  home  after 
being  hospitalized  in  Columbus  with  polio. 

Dr.  O.  A.  Kostal,  Hastings,  was  re-elected  Presi- 
dent of  the  Mary  Lanning  Memorial  staff. 

Dr.  L.  E.  Dickinson,  Ravenna,  was  recently  the 
subject  of  a feature  article  in  the  Ravenna  News. 

Di’.  Daniel  Miller,  Omaha,  attended  the  meeting 
of  the  American  College  of  Surgeons  in  New'  York. 

Dr.  John  A.  Rasmussen  of  Omaha  has  recently  be- 
come a Diplomate  of  the  American  Board  of  Sur- 
gery. 

The  JouiTial  extends  its  deepest  sympathy  to  Dr. 
C.  W.  Thomas,  Wymore,  on  the  death  of  his  w'ife, 
September  9. 

Dr.  William  J.  McMartin,  Omaha,  on  September 
13  became  a member  of  the  International  Society 
of  Urologists. 

Dr.  Louis  E.  Moon,  Omaha,  w’as  guest  speaker  at 
a meeting  of  the  Scotts  Bluff  County  Medical  So- 
ciety, October  7. 

Dr.  Stephen  E.  Wallace,  Wahoo,  has  been  ap- 
pointed as  the  medical  member  of  the  Saunders 
County  Mental  Board. 

Dr.  J.  Allan  Davis,  Omaha,  spoke  to  the  Dundee 
Kiw'anis  Club,  October  4,  on  the  formation  of  the 
Omaha  Hearing  School. 

Dr.  LaMont  Whittier  of  Holdrege  is  attending 
postgraduate  courses  at  the  Cook  County  Graduate 
School  of  Medicine  in  Chicago. 

Dr.  Frank  R.  Barta,  Omaha,  has  published  a book 
entitled  “The  Moral  Theoiy  of  Behavior,  a New'  An- 
swer to  the  “Enigma  of  Mental  Illness.” 

Dr.  Charles  Tompkins,  Omaha,  w'as  leader  of  the 
Christian  Family  Life  Clinic  held  at  the  Atkinson, 
Nebraska,  Methodist  Church,  October  3-5. 

Dr.  Joseph  F.  Van  Ackeren,  graduate  of  the 
Creighton  University  School  of  Medicine,  has  been 
appointed  chief  medical  officer  of  the  Coast  Guard. 

Dr.  Guy  Crook  and  Dr.  William  Glenn  Crook, 
Falls  City,  have  been  named  assistant  surgeons  for 
their  tow’n  by  the  Missouri  Pacific  Hospital  Asso- 
ciation. 

Miss  Dorothy  Ann  Kunkel,  daughter  of  Dr.  and 
Mrs.  L.  N.  Kunkel,  Weeping  Water,  was  crowned 
queen  of  Plattsmouth  King  Korn  Karnival  in  mid- 
September. 

Dr.  S.  B.  Koory,  who  practiced  for  many  years 
in  Schuyler,  was  honored  at  a testimonial  dinner  in 
his  hometown,  September  22.  He  has  now  moved 
to  California. 

Dr.  F.  G.  Gillick,  Omaha,  Dean  of  the  Creighton 
University  School  of  Medicine,  spoke  at  a meeting 
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of  the  Omaha  Chapter  of  Medical  Record  Librarians, 
September  11. 

Dr.  George  Johnson,  Omaha,  and  Dr.  Rudolph 
Sievers,  Blair,  presented  the  program  at  the  meet- 
ing of  the  Tri-County  Medical  Society  in  Fremont, 
September  29. 

Dr.  J.  D.  McCarthy,  Omaha,  past  President  of 
the  Nebraska  State  Medical  Association,  has  been 
elected  Vice  Chairman  of  the  A.M.A.  Council  on 
Medical  Sei-vice. 

Dr.  A.  E.  Reeves,  North  Platte,  whose  wife  passed 
away  August  13  in  an  Omaha  hospital,  plans  to 
spend  most  of  the  winter  in  Florida  and  other 
southem  states. 

Dr.  John  McGi'eer,  Lincoln,  and  Dr.  Leroy  Lee, 
Omaha,  attended  the  Public  Relations  Institute  spon- 
sored by  the  American  Medical  Association  in  Chi- 
cago, September  4-5. 

Dr.  Janet  Palmer,  Lincoln,  spoke  to  members  of 
the  Women’s  Diviison  of  the  Nebraska  Chamber  of 
Commerce  on  “New  Trends  in  Caring  for  the  Men- 
tally 111,”  September  16. 

Through  the  Joumal,  members  of  the  Nebraska 
State  Medical  Association,  proffer  their  utmost  sym- 
pathy to  Dr.  and  Mrs.  Paul  Q.  Baker,  Scottsbluff, 
on  the  death  of  their  son. 

Dr.  E.  A.  Rogers,  Lincoln,  Acting  Director  of  the 
State  Department  of  Health,  discussed  the  polio 
crisis  before  the  Lincoln  Rotary  Club  during  the 
early  part  of  September. 

Mrs.  R.  E.  Garlighouse,  Lincoln,  President  of 
the  auxiliary  of  the  State  Medical  Association,  spoke 
to  members  of  the  Buffalo  County  Medical  Society 
auxiliary  on  September  23  in  Keamey. 

Dr.  and  Mrs.  Jacob  Krieg  and  family,  Scottsbluff, 
vacationed  for  five  weeks  in  New  England  and 
Canada  during  September  and  October.  Dr.  Kreig 
also  attended  a postgraduate  course  in  Chicago. 

Dr.  J.  P.  Tollman,  Omaha,  Dean  of  the  University 
of  Nebraska  College  of  Medicine,  has  been  ap- 
pointed a national  consultant  in  the  fields  of  path- 
ology and  laboratory  medicine  for  the  Air  Force. 

Dr.  Arthur  W.  Anderson,  Jr.,  son  of  Dr.  Arthur 
W.  Anderson,  Sr.,  of  Lexington,  reported  for  duty 
at  Great  Lakes  Naval  Training  Station  on  Oct.  1, 
1952.  He  had  been  a resident  in  psychiatry  at  Michi- 
gan State  Hospital,  Ypsilanti,  Michigan. 

Dr.  E.  G.  Surber,  Norfolk,  is  the  new  President  of 
the  Norfolk  Lutheran  Hospital  staff.  Dr.  Val 
Verges,  Norfolk,  was  elected  Vice  President;  Dr. 
John  Pollack,  Norfolk,  Secretai-y-Treasurer.  Dr. 
Surber  also  talked  to  the  local  Junior  Chamber  of 
Commerce,  September  16,  about  several  aspects  of 
polio. 

Several  Nebraska  physicians  spoke  at  the  sem- 
inar sponsored  by  the  Nebraska  Heart  Association 
in  Omaha,  September  25.  They  were:  Drs.  G.  E. 
Stafford,  Lincoln;  Willis  D.  Wright,  Omaha;  Rich- 
ard L.  Egan,  Omaha;  D.  F.  Purvis,  Lincoln;  C.  M. 
Wilhelmj,  Omaha;  Eugene  E.  Simmons,  Omaha; 
F.  G.  Gillick,  Omaha,  and  S.  L.  Magiera,  Omaha. 


Several  Nebraska  physicians  were  made  Fellows 
of  the  American  College  of  Surgeons  at  its  recent 
meeting  in  New  York  City.  They  are:  Drs.  Robert 
Fitzgibbons,  Omaha;  Richard  Lawton,  Omaha;  Ar- 
nold Lampha,  Omaha;  John  H.  Kehne,  Lincoln; 
Samuel  Moessner,  Hastings;  Herschel  B.  Morton, 
Lincoln;  Carrol  Nelson,  Fremont;  James  J.  O’Neill, 
Omaha;  Roberta  Rice,  Grand  Island,  and  Samuel 
Swenson,  Omaha. 

Following  the  clinical  program  of  the  heart  sem- 
inar put  on  by  the  Nebraska  Heart  Association 
during  the  latter  part  of  September  in  Omaha,  the 
lay  public  was  invited  to  be  present  and  ask  ques- 
tions of  a panel  of  physicians.  This  panel  consisted 
of  one  guest  speaker  and  four  Nebraska  physicians. 
The  Nebraska  physicians  were  Drs.  0.  V.  Calhoun, 
Lincoln;  O.  A.  Kostal,  Hastings;  Harry  McCarthy, 
Omaha,  and  John  Gedgoud,  Omaha. 


INSURANCE  FOR  THE  DIABETIC 

(Continued  fi'om  page  346) 

“We  prefer  that  the  duration  of  the  dis- 
ease be  not  over  twelve  years,  and  that  there 
be  no  evidence  of  hypertension  or  other  CVR 
diseases.  We  do  not  take  children  ages  0-14, 
nor  do  we  usually  consider  persons  61  years 
of  age  or  over.  In  between  those  age  groups, 
our  handling  is  on  the  basis  of  an  extra  mor- 
tality of  75  to  125. 

“Additional  debits  will  be  made  to  those 
not  qualifying  as  outlined  in  the  above  para- 
graph, which  gives  us  a fairly  complete  cov- 
erage to  persons  with  diabetes.” 

It  is  well  for  us  physicians  to  ponder  about 
the  importance  of  complete  supervision  of 
our  diabetic  patients.  Whether  or  not 
these  are  to  be  given  an  opportunity  for  the 
protection  which  life  insurance  affords,  their 
long  range  welfare  still  remains  our  respon- 
sibility. National  Diabetes  Week,  November 
16-22,  1952  aims  at  education  and  stimula- 
tion of  the  diabetics  towards  consciousness 
of  periodic  observation  and  continuous  care. 
In  addition,  it  aims  also  at  the  discovery  of 
the  unknown  early  diabetics,  with  the  chance 
this  may  afford  them  of  prolonging  their 
lives  and  minimizing,  if  not  avoiding,  compli- 
cations. 

MORRIS  MARGOLIN.  M.D.. 

Omaha.  Nebraska. 


The  lead  article  in  the  August  16  issue  of  Collier’s 
Magazine  is  “Antivivisectionists  — Are  They  Fin- 
ished?” by  Bill  Davidson.  The  article  points  out 
that  the  enemies  of  animal  experimentation  now  ap- 
pear definitely  to  have  lost  their  long  bitter  battle 
against  essential  medical  research.  They  have  been 
subjected  both  to  the  withering  attack  of  an  aroused 
medical  profession  and  to  the  battering  of  repeated 
legislative  reverses. 
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COOK  COUNTY 

Graduate  School  of  Medicine 


Announces  Continuous  Courses 

SURGERY  — Intensive  ('ourse  in  Surgical  Technic.  2 Weeks, 
staiting  Nov.  J>,  .Tan.  1!),  Kebr.  2. 

Surgical  Technic.  Surgical  Anatomy  ami  Clinical  Surgery. 
4 Weeks,  .starling  March  2. 

Surgical  .Vnatoiny  and  Clinical  Surgery.  2 Weeks,  .starting 
March  Ifi. 

Surgeiy  of  Colon  and  Rectum.  1 Week,  starting  Nov.  17. 
March  2. 

Broncho.'‘copy.  1 Week,  by  appointment. 

General  Surgery.  1 Week,  starting  Febr.  9. 

Fractures  and  Traumatic  Surgery,  2 Weeks,  starting  March  2. 

GYNECOLOGY  — Intensive  (’oui'se.  2 Weeks,  starting  Febr.  16. 
Vaginal  Approach  to  Pelvic  Surgery.  1 Week,  starting  March  2. 

OBSTETRICS  — Intensive  Oourse,  2 Weeks,  starting  Nov.  3. 
March  2. 

MEDICINE  — Inten.sive  General  Course,  2 Weeks,  starting  May  4. 
Gastroscopy  and  Gastroenterology.  2 Weeks,  starting  Nov.  3. 

UROLOGY  — Two  Week  Intensive  CouiNe  staiting  v\pril  27. 
Ten-Day  Practical  Course  in  Cysto.scopy  staiting  every  two 
weeks. 


TEACHING  FACULTY— ATTENDING  STAFF 
OF  COOK  COUNTY  HOSPITAL 


Address : 

Registrar.  707  South  Wood  Street,  Chicasro  12,  Illinois 


The  Neurological  Hospital 

2625  >Vest  Pasco, 

KANSAS  CITY,  MISSOURI 

★ ★ ★ 


A voluntary  hospital  providing  the  care 
and  treatment  of  nervous  and  mental  pa- 
tients and  associate  conditions. 


n 


THEj 

IjEDIC  AI;  BROTEGTIVEf 
CjGltMPAt^jK: 

KortWayite,  InPIAJJAx 

PROFESSIONAL  PROTECTION 
EXCLUSIVELY 
SINCE  1899 


HUNTINGTON  Office: 

1011  Sixth  Avenue  | 

Telephone  2-1819 


Laboratories  of 
Clinical  Pathology 


731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.D.,  Director 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 
Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 


WARN  AGAIN  PROMISCUOUS  USE  OF  MORE 
THAN  ONE  ANTIBIOTIC 

Promiscuous  use  of  the  combinations  of  antibiotics 
may  result  in  one  of  the  drugs  deterring  the  effect 
of  the  other  on  a disease-causing  organism. 

Only  if  an  organism  proves  resistant  to  a sing'e 
antibiotic  by  laboratory  test  or  adequate  therapeutic 
trial  should  combinations  of  antibiotics  be  used,  it 
was  stated  in  the  current  (October  18)  Journal  of 
the  American  Medical  Association.  The  report  was 
made  to  the  Council  on  Pharmacy  and  Chemistry  of 
the  A.M.A.  by  Dr.  Ernest  Jawetz  and  J.  B.  Gunnison, 
M.A.,  both  of  San  Francisco. 

They  divided  antibiotics  into  two  groups:  (1) 

penicillin,  streptomycin,  bacitracin  and  neomycin, 
and  (2)  aureomycin,  chloramphenicol,  terramycin 


and,  possibly,  sulfonamides.  They  said  that  a com- 
bination of  drugs  within  either  group  will  not  antag- 
onize each  other  and  that  simple  additive  effects 
from  their  multiple  use  are  often  observed.  How- 
ever, the  combination  of  a drug  in  one  group  with 
one  of  the  other  group  may  interfere  with  the  ef- 
fectiveness of  the  drugs. 

In  addition,  the  report  stressed  the  disadvantages 
of  taking  fixed  ratios  of  mixtures  of  antimicrobial 
agents  prepared  by  pharmaceutical  firms.  The  rea- 
sons included  the  possibility  that  (1)  such  mixtures 
may  enhance  the  development  of  drug  sensitivities 
in  the  patient,  (2)  the  dose  I’elationships  for  paren- 
teral administration  are  often  incongruous,  and  (3) 
there  is  little,  if  any,  objective  evidence  to  indicate 
that  the  mixture  is  more  effective  in  a specific  in- 
fection than  is  an  individual  component. 
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Meat... 

and  its  Wide  Clinical  Applicability 


That  meat  is  an  important  component  of 
the  high  protein  dietl  employed  in  the  treat- 
ment of  many  pathologic  states  is  evident 
from  the  following  dietary  suggestions  that 
have  been  recommended  by  some  authorities 
in  the  field  of  nutrition: 

Protein  of  good  quality  and  in  adequate 
amounts  is  the  most  effective  dietary  agent 
for  protecting  the  liver  from  damage  and  for 
promoting  its  repair. 2 In  the  long-term 
management  of  chronic  liver  disease,  a sug- 
gested diet  includes  at  least  4 ounces  of 
lean  lamb,  veal,  or  beef  in  both  the  noon  and 
evening  meals. 3 

Among  the  nutritional  needs  of  patients 
with  chronic  ulcerative  colitis  is  protein.^  For 
such  patients  a recommended  diet  includes 
4 ounces  of  tender  meat  with  luncheon  and 
with  dinner.S'^ 

In  diabetes  mellitus,  maintenance  of  pro- 
tein reserves  is  important  for  supporting 
well-being  and  vigor,  for  maintaining  resist- 
ance to  infection,  and,  in  conjunction  with 
good  general  management,  for  minimizing 
many  of  the  degenerative  changes  commonly 
seen  in  this  condition. 6’ 7 One  ounce  of  bacon 
at  breakfast  and  214  ounces  of  cooked  meat 

1.  Lewis,  H.  B. : Proteins  in  Nutrition,  in  Handbook  of 
Nutrition,  American  Medical  Association,  ed.  2,  Phila- 
delphia, The  Blakiston  Company,  1951,  p.  1. 

2.  Patek,  A.  J.,  Jr.:  Evaluation  of  Dietary  Factors  in  Treat- 
ment of  Laennec's  Cirrhosis  of  Liver,  j.  Mt.  Sinai  Hosp. 
14.'l  (May-June)  1947. 

3.  Portis,  S.  A.,  and  Weinberg,  S.:  Recent  Advances  in  the 
Medical  Treatment  of  Cirrhosis  of  the  Liver,  J.A.M.A. 
i49.T265  (Aug.  2)  1952. 

4.  Welch,  C.  S.;  Adams,  M.,  and  Wakefield,  E.  G.;  Metabolic 
Studies  on  Cbtonic  Ulcerative  Colitis,  J.  Clin.  Investigation 
i6.T6l  (Jan.)  1937. 

5.  (a)  Mayo  Clinic  Diet  Manual,  Philadelphia,  W.  B. 

Saunders  Company,  1949,  p.  89. 

(b)  Ibid.,  p.  133. 


at  each  of  the  other  two  meals  are  valuable 
in  a diabetic  diet. 5** 

A program  of  treatment®  found  useful  in 
atherosclerosis  of  the  coronary  vessels  in- 
cludes an  adequate  diet  low  in  fat  (20-25  Gm. 
daily)  and  normal  or  moderately  high  in 
protein  (60-100  Gm.  daily),  in  conjunction 
with  lipotropic  agents.  A sample  menu  of 
this  diet  lists  2 ounces  of  lean  meat  at 
both  the  noon  and  evening  meals. 

Underweight  or  average  weight  patients 
with  persistent  low  blood  sugar  levels  are 
benefited  by  a high  protein  diet  providing 
meat  two  or  three  times  a day. 9 In  over- 
weight patients  of  this  type,  lean  meat  is 
served  at  luncheon  and  at  dinner. 

During  convalescence  from  infectious  dis- 
ease, the  importance  of  ' high  protein-high 
calorie”  diets  including  generous  servings  of 
meat  deserves  emphasis. 1®  For  this  purpose, 
a suggested  typical  daily  menu  schedule 
which  results  in  weight  gain,  improved  vigor, 
and  a restored  sense  of  well-being  furnishes 
Vi  ounce  of  bacon  at  breakfast  and  3 ounces 
of  meat  at  each  of  the  other  meals.  Supple- 
mentary feedings  may  include  additional 
amounts  of  meat. 

6.  Mosenthal,  H.  O. : Management  of  Diabetes  Mellitus,  An 
Analysis  of  Present-Day  Methods  of  Treatment,  Ann.  Int. 
Med.  29:19  (July)  1948. 

7.  McLester,  J.  S. : Nutrition  and  Diet  in  Health  and  Disease, 
ed.  5,  Philadelphia,  W.  B.  Saunders  Company,  1949,  p.  364. 

8.  Morrison,  L.  M.:  Arteriosclerosis:  Recent  Advances  in  the 
Dietary  and  Medical  Treatment,  J.A.M.A.  145.T232 
(Apr.  21)  1951. 

9.  Low  Blood  Sugar  Level ; Queries  and  Minor  Notes,  J.A.M.A. 
149:1358  (Aug.  2)  1952. 

10.  Goodman,  J.  L,  and  Garvin,  R.  O.:  Results  of  High 
Calorie  Feeding,  Gastroenterology  6:537  (June)  1946. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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Vast  changes  have  taken  place  in  our  understand- 
ing of  tuberculosis,  the  methods  of  its  control  and 
treatment,  and  the  possibility  of  its  ultimate  eradi- 
cation. As  far  back  as  1937  Dr.  Wade  Frost  dem- 
onstrated epidemiologically  that  this  possibility  could 
be  made  a reality  even  with  the  public  health  con- 
trol methods  then  available,  provided  we  intensified 
our  efforts  sufficiently.  The  goal  is  still  distant 
but  new  methods  and  discoveries  give  us  coverage 
to  pursue  it  still  more  energetically.  Kendall  Em- 
erson, M.D.,  Conn.  State  Med.  J.,  May,  1952. 


Both  the  medical  student  and  the  nurse  in  train- 
ing must  be  made  to  appreciate  that  tuberculosis 
work  is  an  interesting  and  worthy  vocation.  Too 
many  general  hospitals  still  refuse,  or  are  reluc- 
tant to  provide,  facilities  for  the  modern  treatment 
of  tuberculous  patients,  so  that  both  student  and 
nurse  receive  only  a hazy  and  remote  impression 
of  the  subject.  This  impression  can  easily  de- 
velop into  the  idea  that  one  only  does  tuberculosis 
work  as  a last  resort.  Frederick  Heaf,  Editorial, 
The  Lancet,  November  3,  1951. 
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EDITORIAL 

GOVERNMENT  BY  TREATY 

The  Constitution  of  the  United  States,  in 
one  sense,  provides  for  its  own  destruction. 
Article  VI,  paragraph  2,  is  as  follows: 

“This  Constitution,  and  the  laws  of  the 
United  States  which  shall  be  made  in  pur- 
suance thereof ; and  ALL  TREATIES  MADE, 
OR  WHICH  SHALL  BE  MADE  (capitaliza- 
tion ours)  under  the  authority  of  the  United 
States,  shall  be  the  supreme  law  of  the  land ; 
and  the  judges  in  every  State  shall  be  bound 
thereby,  anything  in  the  Constitution  or  laws 
of  any  State  to  the  contrary  notwithstand- 
ing.” 

When  a treaty  passes  from  the  executive 
branch  of  the  government  to  the  Senate 
there  is  little  fanfare  unless  it  be  of  such 
general  public  interest  that  it  has  been  dis- 
cussed at  some  length  in  the  press.  The 
Senate  may  ratify  a treaty  by  a two-thirds 
vote  of  members  present  and  voting,  provid- 
ing only  that  a quorum  be  present.  One  can 
easily  discern  from  this  the  ease  with  which 
constitutional  changes  can  be  made.  These 
changes  may  not  follow  the  original  intent 
of  the  men  who  framed  our  Constitution, 
yet  they  become  the  supreme  law  of  the 
United  States  and  of  each  and  every  state. 

The  United  States  is  one  of  the  nations 
which  ratified  the  United  Nations  charter, 
thus  making  it  a part  of  international  law. 
The  United  Nations  has  ramifications  about 
which  the  average  citizen  knows  nothing. 
For  instance,  the  International  Labor  Organ- 
ization is  an  integral  part  of  the  UN.  Ref- 
erence to  an  editorial  in  the  September  issue 
of  the  Journal  will  show  how  the  latest  “con- 
vention” (treaty)  framed  by  this  organiza- 
tion can  result  in  the  ultimate  in  socialized 
medicine  providing  only  that  our  Senate 
ratifies  this  convention.  It  has  been  said  on 


good  authority  that  approximately  twenty  of 
these  apparently! !)  minor  treaties  are  await- 
ing our  next  congress.  The  ILO  “conven- 
tion” is  probably  amongst  them.  One  might 
assume  that  certain  elements  of  our  popula- 
tion have  selected  this  method  of  gradual  and 
piecemeal  destruction  of  our  Constitution. 

When  a bill  comes  before  Congress  by  the 
usual  method  it  becomes  a matter  of  public 
knowledge.  Physicians,  lawyers,  and  Mr. 
Average  Citizen  may  easily  ascertain  what 
such  a law  holds  in  store  in  relation  to  his 
life  and  work.  The  citizen  has  a good  chance 
of  preventing  legislation  that  he  believes 
detrimental  to  him  or  the  people  at  large. 
It  is  not  so  in  the  case  of  the  treaties  such 
as  we  are  discussing.  Here  we  must  depend 
upon  the  watchfulness  and  integi’ity  of  our 
friends  in  the  Senate. 

The  writer  has  a letter  from  the  Italian 
Ambassador  addressed  to  the  Bureau  of  Ex- 
amining Boards  of  Nebraska  under  date  of 
October  29,  1952.  It  shows  one  sorry  result 
of  the  “Treaty  of  Friendship,  Commerce 
and  Navigation”  between  the  United  States 
and  Italy,  signed  in  February,  1948.  Unfor- 
tunately space  prevents  quoting  the  whole 
letter  but  we  shall  try  to  summarize  the  im- 
portant points. 

The  letter  points  out  that  the  treaty  estab- 
lished that  “the  nationals  of  either  High 
Contracting  Party,  be  permitted  to  exercise 
commercial,  manufacturing,  processing,  fi- 
nancial, scientific,  educational,  religious,  phil- 
anthropic and  professional  activities,  except 
the  practice  of  law.” 

When  the  Italian  Embassy  asked  the  De- 
partment of  State  for  its  interpretation  in 
relation  to  the  practice  of  medicine  and  den- 
tistry, the  following  opinion  was  given : “The 
treaty  provisions  would  require  the  States, 
each  according  to  its  own  proceedure,  to  ad- 
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mit  Italian  nationals  to  the  practice  of  medi- 
cine on  teiTns  as  favorable  as  those  on  which 
each  admits  its  own  citizens  . . . Such  treaty 
rights  would  be  enforcible  by  Italian  nation- 
als in  the  State  and  Federal  courts  of  justice. 
State  laws  or  regulations  forbidding  aliens 
to  practice  medicine,  or  providing  conditions 
more  burdensome  than  for  the  State’s  own 
citizens,  would  be  inoperative  with  respect 
to  Italian  nationals  . . 

The  letter  ends  with  a polite  request  that 
the  following  questions  be  answered: 

“1.  Aside  from  the  question  of  the  recog- 
nition of  academic  titles,  are  there  in  your 
State  laws  or  regulations  forbidding  foreign- 
ers to  practice  medicine  or  dentistry? 

“2.  If  so,  WHAT  STEPS  HAVE  BEEN 
TAKEN  TO  RENDER  INOPERATIVE 
SUCH  LAWS  AND  REGULUATIONS  with 
respect  to  Italian  nationals?  (caps  ours). 

“3.  What  proceedure  should  an  Italian 
citizen  follow  to  obtain  recognition  in  your 
State  of  the  specific  treaty  rights  which  put 
him  in  the  same  position  of  a national  of  the 
United  States  in  regard  to  the  condition  of 
citizenship,  when  applying  for  the  exercise 
of  medicine  or  dentistry?” 

This  treaty  clearly  demonstrates  the  effect 
upon  our  Constitution  and  upon  the  rights  of 
the  State  which  may  result  from  GOVERN- 
MENT BY  TREATY.  A constitutional 
amendment  will  be  introduced  in  the  next 
Congress  to  prevent  such  legislation  by 
treaty.  Every  physician  should  support  this 
amendment  in  every  possible  way.  Such  an 
amendment  may  take  several  years  for  rati- 
fication. In  the  interim,  we  should  each 
urge  his  Senator  to  be  ever  watchful  in  pre- 
venting the  ratification  of  treaties  which 
tend  to  destroy  our  Constitution  and  to  ig- 
nore the  rights  of  the  State. 


VIGILANCE  STILL  NECESSARY 

The  election  on  November  4th  marked  the 
heaviest  voting  ever  recorded  in  an  election 
in  this  country,  for  over  fifty-five  million 
citizens  exercised  their  franchise.  This  is  a 
healthy  situation! 

American  Medicine  can  be  justly  proud  of 
the  part  that  it  has  played  in  the  phenomenal 
voting  record,  but  more  especially  it  can  be 
proud  of  the  fact  that  it  was  among  the  first 
to  point  out  that  while  it  was  under  open  at- 
tack by  the  administration,  equally  danger- 


ous plans  were  being  readied  to  socialize  agri- 
culture, industry,  banking  and  the  law. 

It  is  well  substantiated  that  medicine’s 
dramatic  and  uphill  fight  during  the  past 
four  years  did  much  to  crystalize  public  sen- 
timent against  the  burgeoning  socialistic 
trends  in  government.  The  result  of  this 
awakening  of  the  people  to  these  evils,  plus 
the  Korean  War  and  the  “mess  in  Washing- 
ton,” was  the  mandate  given  to  General 
Eisenhower  on  election  day. 

The  news  wires  have  recently  quoted  some 
medical  leaders  to  the  effect  that  now  that 
the  election  is  over  doctors  could  forget  poli- 
tics and  go  back  to  the  practice  of  medicine. 
Some  Nebraska  physicians  have  voiced  the 
same  opinion.  This,  were  it  true,  would  be 
good  news  — welcome  news,  in  fact  — be- 
cause it  would  be  just  what  all  of  us  would 
like  to  do ; however,  medicine  has  its  hardest 
work  yet  ahead. 

The  November  4th  decision  has  taken 
Oscar  Ewing  out  of  the  picture  and  has,  in 
effect,  silenced  his  cohorts  for  the  time  be- 
ing at  least.  President  - elect  Eisenhower, 
and  the  Republican  party,  are  not  in  favor 
of  compulsory  health  insurance,  nor  as  far 
as  can  be  determined,  any  of  the  Fabianistic 
skulduggery  of  the  past.  These  battles  we 
have  won,  but  there  is  a considerable  amount 
of  unfinished  business  ahead  of  us.  Now  is 
the  time  for  a vigorous,  constructive  offen- 
sive to  the  end  that  the  position  that  medi- 
cine occupies  today  will  never  again  be  at- 
tacked. 

Paramount  among  the  problems  facing 
medicine  is  that  of  broadening  the  base  of 
voluntary  health  insurance  along  sound  ac- 
tuarial experience.  The  issues  of  catastro- 
phic illness  and  chronic  disease  must  be 
faced  and  solved  during  the  next  four  years. 
Riding  hand  in  glove  with  the  insurance 
problems  is  need  for  realization  on  the  part 
of  physicians  everywhere  that  there  are  a 
few  among  us  who  seek  to  profit  unduly  at 
the  expense  of  the  insurance  companies  and 
their  own  patients.  These  few  must  be 
sought  out  through  machinery  already  estab- 
lished and  be  convinced  of  the  onus  that 
they  have  brought  on  the  profession  at  large. 

In  the  sphere  of  public  relations,  we  must 
seek  to  remove  the  sources  of  irritation  that 
still  exist  in  our  personal  relations  with  pa- 
tients. Too  often  the  questions  of  night 
calls,  inability  to  secure  the  seiwices  of  a 
(Continued  on  page  394) 


Common  Fallacies  Concerning  Gallbladder  Disease 

ROBERT  S.  SPARKMAN,  M.D. 

Department  of  Surgery,  Southwestern  Medical  School 
University  of  Texas,  Dallas,  Texas 


Doctor  Robert  S.  Sparkman,  the  author,  notes  that  in  gall- 
bladder disease,  as  in  some  other  conditions,  traditional 
concepts,  generally  accepted  for  a long  time  should  be  sub- 
jected to  re-evaluation.  He  selected  ten  statements  em- 
bodying ten  such  concepts  of  gallbladder  disease  and 
shows  that  well  grounded  evidence  either  denies  or  de- 
mands modification  of  every  one  of  them.  The  general 
practitioner,  the  internist,  and  the  surgeon  will  do  well 
to  ponder  his  conclusions. 

EDITOR 

The  most  difficult  idea  to  accept  is  one 
which  contradicts  a traditional  belief.  Yet, 
if  traditional  concepts  are  subjected  to  crit- 
ical re-evaluation  from  time  to  time,  it  is  sur- 
prising to  see  how  many  of  them  require 
modification. 

Ten  statements  have  been  selected,  having 
to  do  with  various  aspects  of  gallbladder  di- 
sease. Each  of  these  represents,  or  has 
represented  at  some  time,  an  attitude  which 
has  been  entertained  more  or  less  generally. 
In  some  instances  the  statement  reflects  a 
point  of  view  more  likely  to  be  taken  by  the 
internist  or  general  practitioner,  and  less 
likely  to  be  agreed  upon  by  the  surgeon.  An 
attempt  is  made  to  evaluate  each  of  these 
statements  in  the  light  of  available  infonna- 
tion. 

The  statements  which  have  been  selected 
for  appraisal  are  as  follows: 

1.  Cholelithiasis  occurs  predominantly  in  obese 
multiparous  women  of  middle  age. 

2.  In  individuals  harboring  gallstones,  dietary  in- 
discretion is  the  principal  factor  in  the  precipi- 
tation of  attacks  of  colic. 

3.  A single  large  gallstone  is  less  dangerous  than 
multiple  small  stones. 

4.  Stone  in  the  common  bile  duct  usually  causes 
jaundice. 

5.  Exploration  of  the  common  bile  duct  adds  little 
to  the  morbidity  of  cholecystectomy. 

6.  Acute  cholecystitis  is  accompanied  by  fever  and 
leukocytosis. 

7.  Perforation  of  the  gallbladder  is  rare. 

8.  Quiescent  gallstones  may  safely  be  left  alone 
until  they  begin  to  cause  trouble. 

9.  Patients  may  safely  be  relieved  of  attacks  of 
gallstone  colic  by  opiates,  allowing  performance 
of  cholecystectomy  at  a time  of  election. 

10.  Gallstones  become  less  dangerous  as  the  sub- 
jects reach  more  advanced  ages. 

Cholelithiasis  Occurs  Predominantly  in 
Obese  Multiparous  Women  of  Middle  Age: 
That  portion  of  the  foregoing  statement  which 

’Read  before  Annual  Convention  Nebraska  State  Medical  As- 
sociation, May  15.  1962. 


refers  to  age  is  especially  deserving  of  ap- 
praisal. Too  little  attention  has  been  paid  to 
the  relative  frequency  with  which  gallblad- 
der disease  becomes  apparent  at  an  early  age. 
As  early  as  1914,  Deaver  and  Ashhurst^^^ 
expressed  the  belief  that  in  the  majority  of 
instances  the  symptomatology  of  gallbladder 
disease  begins  in  early  adult  life  rather  than 
in  middle  life,  and  presented  their  own  and 
other  writers’  statistics  in  support  of  this 
belief.  It  is  generally  accepted  that  gallblad- 
der disease  tends  to  appear  at  earlier  ages  in 
women  who  have  borne  children.  In  the  late 
decades,  the  relative  incidence  of  gallbladder 
disease  in  the  male  is  approximately  the 
same  as  that  in  the  female  for  a given  age 
group. 

Gerwig  and  Thistlethwaite^'^>  have  called 
attention  to  the  frequency  with  which  gall- 
stone colic  appears  in  slender  young  women 
shortly  after  parturition.  Ten  such  patients, 
all  of  slender  build  and  less  than  thirty  years 
of  age,  were  seen  by  them  within  a period  of 
six  months. 

In  Individuals  Harboring  Gallstones,  Dietary 
Indiscretion  Is  the  Principal  Factor  in  the 
Precipitation  of  Attacks  of  Colic:  Although 
dietary  factors  are  unquestionably  of  great 
importance  in  the  precipation  of  attacks  of 
gallstone  colic,  it  should  be  recognized  that 
no  such  association  can  be  demonstrated  in 
many  instances.  This  is  especially  true  in  the 
early  history  of  the  disease. 

The  author  has  been  impressed  by  the  fre- 
quency with  which  emotional  factors  are  of 
apparent  importance  in  bringing  about  at- 
tacks of  gallstone  colic.  Such  influences  as 
domestic  difficulties,  financial  reverses,  fear, 
anxiety,  or  excitement  can  be  implicated  as 
inciting  factors. 

The  tendency  in  some  patients  for  attacks 
to  develop  during  sleep  in  the  early  hours  of 
the  morning  suggests  a postural  influence. 
It  is  known  that  stones  tend  to  gravitate  to 
the  most  dependent  portion  of  the  gallblad- 
der, which,  in  the  dorsal  recumbent  position, 
would  be  the  region  of  the  cystic  duct. 

The  relationship  of  unrelated  operations  or 
illness  to  the  development  of  acute  cholecy- 
stitis has  been  noted  by  Glenn and  by 
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the  author The  likelihood  of  develop- 
ment of  colic  in  the  immediate  postpartum 
period  has  already  been  noted. 

There  is  evidence  that  the  individual  at- 
tack may  be  instigated  in  response  to  a varie- 
ty of  influences,  of  which  dietary  indiscrea- 
tion  is  only  one.  The  establishment  of  a re- 
gime of  dietary  management  provides  only  a 
limited  degree  of  protection  against  future 
attacks. 

A Single  Large  Gallstone  Is  Less  Dangerous 
Than  Multiple  Small  Stones:  It  is  inferred 
that  a single  large  stone  is  less  likely  to  block 
the  narrow  cystic  duct  or  to  pass  through  into 
the  common  duct,  and  is  therefore  less  dan- 
gerous than  multiple  small  stones.  The 
imaginative  pathologist,  Boyd^^b  stated 
that  “as  regards  biliary  colic,  little  stones, 
like  little  dogs,  make  the  most  noise.”  A 
contrary  view  is  held  by  Mechling  and  Wat- 
son(io),  who  analyzed  a series  of  387  cases 
of  gallstone  disease  from  the  standpoint  of 
the  relative  hazard  of  large  single  stones  as 
contrasted  with  multiple  small  stones.  In 
twenty  cases  of  this  group  harboring  single 
large  stones,  the  mortality  rate  and  the  in- 
cidence of  major  complications  were  each 
twice  as  high  in  the  group  with  single  stones 
as  in  the  group  with  multiple  stones. 
Empyema  and  gangrene  were  observed  more 
frequently  in  patients  with  single  large 
stones. 

The  development  of  cholecysto-enteric 
fistula  and  of  gallstone  ileus  occurs  more 
frequently  in  association  with  a large  stone. 
Although  this  complication  is  relatively  in- 
frequent, it  is  associated  with  a high  mortal- 
ity, and  should  be  considered  in  any  appraisal 
of  the  potiential  hazard  of  a single  large 
stone. 

Stone  in  the  Common  Bile  Duct  Usually 
Causes  Jaundice : It  is  usually  taken  as  a mat- 
ter of  course  that  stones  in  the  common  bile 
duct  are  associated  with  jaundice  of  some 
degree,  either  persistent  or  intermittent  in 
appearance.  It  is  always  a surprise  to  be  con- 
fronted with  statistical  evidence  of  the  fre- 
quency of  proved  common  duct  stone  in 
which  jaundice  has  never  been  clinically  ap- 
parent. In  an  analysis  of  439  explorations  of 
the  common  bile  duct,  Buxton  and  Burk^^) 
reported  an  absence  of  jaundice  in  thirty- 
seven  per  cent  of  all  cases  in  which  stone  was 
recovered  from  the  duct.  The  application  of 
this  information  is  clear:  It  is  not  possible  to 
predict  which  cases  will  require  exploration 


of  the  common  bile  duct  prior  to  operation; 
this  decision  must  be  made  finally  after  con- 
sideration not  only  of  the  history  but  also 
of  the  findings  at  operation. 

Exploration  of  the  Common  Bile  Duct  Adds 
Little  to  the  Morbidity  of  Cholecystectomy: 
This  is  more  characteristically  a medical  than 
a surgical  point  of  view.  Almost  without  ex- 
ception, analysis  of  various  series  of  gall- 
bladder operations  by  different  authors  has 
disclosed  a significant  rise  in  mortality  when 
exploration  of  the  common  bile  duct  is  added 
to  simple  cholecystectomy.  Moreover,  an  in- 
creased morbidity  can  be  anticipated  from 
the  addition  of  this  procedure.  Buxton  and 
Burk (2)  reported  sixteen  per  cent  incidence 
of  postoperative  Complications  among  439 
patients  who  underwent  exploration  of  the 
common  duct.  Heyd<'*>  recognized  that  the 
necessity  for  common  duct  exploration  in- 
creased numerically  in  proportion  to  the  du- 
ration of  symptoms  of  gallbladder  disease. 
The  best  safeguard  against  common  duct  in- 
volvement is  operation  early  in  the  course 
of  the  disease.  The  hazard  of  failure  to  ex- 
plore a common  duct  containing  a stone  is 
well  known ; the  hazard  of  indiscriminate  ex- 
ploration of  the  common  duct  without  ade- 
quate cause  should  receive  comparable  em- 
phasis. 

Acute  Cholecystitis  Is  Accompanied  by 
Fever  and  Leukocytosis:  In  the  initial  stages 
of  its  development,  acute  cholecystitis  is 
more  characteristically  obstructive  than  in- 
fectious in  nature.  It  is  not  uncommon  to  re- 
cover sterile  bile  from  a gallbladder  which 
shows  gangrene  of  its  wall.  In  an  analysis  of 
135  cases  of  acute  cholecystitis,  Eliason  and 
Stevens  recorded  normal  blood  counts  in 
twenty-one  per  cent  of  cases  and  normal  tem- 
peratures in  twenty-three  per  cent.  Progres- 
sion of  acute  cholecystitis  to  the  point  of  gan- 
grene may  occur  in  the  absence  of  significant 
fever  or  leukocytosis. 

Perforation  of  th  e Gallbladder  Is  Rare : The 
statement  is  often  made  that  perforation  of 
the  gallbladder  occurs  so  infrequently  as  to 
contribute  very  little  to  the  overall  hazard 
of  acute  cholecystitis.  Fletcher  and  Ray- 
din  conclude  that  perforation  occurs  in  five 
to  ten  per  cent  of  conservatively  treated 
cases  of  acute  cholecystitis,  and  that  ten  to 
twenty  per  cent  of  the  perforations  will  be 
associated  with  a fatal  outcome.  Perforation 
contributes  very  significantly  to  the  overall 
mortality  of  gallbladder  disease. 
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Quiescent  Gallstones  May  Safely  Be  Left 
Alone  Until  They  Begin  to  Cause  Trouble : In 
many  instances  a policy  of  non-surgical  man- 
agement may  be  applied  to  patients  with 
quiescent  gallstones  without  harm.  The  de- 
cision to  adopt  such  a policy  should  be  ac- 
companied by  an  awareness  of  the  difficul- 
ties which  may  ensue.  Unfortunately,  there 
is  no  way  to  ascertain  which  patients  will  be 
spared  the  future  development  of  symptoms 
and  which  will  not. 

The  subject  of  carcinoma  of  the  gallblad- 
der has  been  reviewed  by  Mohardt^^’^b  whose 
statistics  are  of  interest.  It  is  accepted 
that  carcinoma  of  the  gallbladder  develops 
largely  in  individuals  harboring  gallstones. 
It  is  estimated  that  four  to  five  per  cent  of 
those  harboring  gallstones,  if  not  subjected 
to  cholecystectomy,  may  be  expected  to  de- 
velop gallbladder  cancer.  In  twenty  per  cent 
of  those  so  afflicted,  the  carcinoma  will  de- 
velop without  antecedent  symptoms  refer- 
able to  the  gallstones. 

Apart  from  the  danger  of  carcinoma,  the 
patient  is  exposed  to  the  risk  that  his  initial 
attack  may  be  a severe  and  complicated  one. 
Technically,  there  is  a vast  difference  be- 
tween the  elective  removal  of  an  uninflamed 
gallbladder  and  the  urgent  removal  of  an 
obstructed  gallbladder  in  a fulminating  acute 
attack. 

It  is  also  significant  that  the  eventual 
necessity  for  removal  of  the  gallbladder  may 
arise  at  a time  which  is  relatively  unfavor- 
able, such  as  the  convalescent  period  follow- 
inb  an  unrelated  operation;  or,  if  the  stone 
in  allowed  to  remain  pending  the  develop- 
ment of  symptoms,  such  may  eventually  ap- 
pear when  the  subject  is  no  longer  a good 
surgical  candidate  by  reason  of  advanced 
age,  disease  of  the  cardiovascular  or  respira- 
tory system,  or  other  infirmity. 

The  decision  on  the  part  of  the  physician 
to  recommend  non-operative  treatment  of 
quiescent  gallstones  subjects  the  patient  to 
some  risk,  the  overall  magnitude  of  which  is 
disproportionate  to  the  risk  of  simple  cho- 
lecystectomy in  an  otherwise  healthy  sub- 
ject. 

Patients  May  Safely  Be  Relieved  of  At- 
tacks of  Gallstone  Colic  by  Opiates,  Allowing 
Performance  of  Cholecystectomy  at  a Time 
of  Election : There  is  no  gross  inaccuracy  in 
the  foregoing  statement,  but  a word  of  cau- 
tion is  in  order.  When  a patient  has  been  re- 


lieved of  recurrent  attacks  of  colic  by  opiates, 
there  is  sometimes  a tendency  on  the  part  of 
the  patient  to  refuse  operation  on  the  as- 
sumption that  if  it  was  not  necessary  in 
previous  episodes,  it  is  not  necessary  in  the 
present  one.  Such  patients  often  continue  to 
suffer  attacks  of  colic  for  years  after  cho- 
lecystectomy has  been  recommended  by  both 
internist  and  surgeon.  If  their  decision  is  fi- 
nally swayed  to  accept  operation,  it  is  usually 
because  of  the  development  of  some  new  and 
more  serious  complication,  such  as  jaundice 
from  a common  duct  stone. 

Gallstones  Become  Less  Dangerous  As  the 
Subjects  Reach  More  Advanced  Ages:  There 
is  a tendency  to  regard  gallstones  as  being 
relatively  innocuous  in  individuals  who  have 
attained  advanced  age.  Operative  mortality 
rates  for  surgery  are  distinctly  higher  in 
the  geriatric  group.  Fisher  and  White 
in  a survey  conducted  at  the  Denver  General 
Hospital,  disclosed  that  in  operations  on 
patients  beyond  the  age  of  seventy,  biliary 
tract  disease  ranked  next  to  carcinoma  of  the 
stomach  and  colon  in  mortality  and  next  to 
repair  of  hernia  in  frequency.  The  incidence 
of  complications  was  high,  and  perforation 
occurred  more  frequently  than  in  the  young- 
er age  groups.  Many  of  the  patients  had  ex- 
perienced symptoms  for  years,  and  could 
have  been  subjected  to  operation  much  more 
safely  at  an  earlier  age.  Earlier  operation 
affords  the  greatest  protection  against  the 
difficulties  encountered  in  this  group. 

SUMMARY 

The  concept  that  gallbladder  disease  be- 
gins to  make  its  appearance  around  the  age 
of  forty  should  be  revised  to  take  greater 
cognizance  of  the  frequent  appearance  of 
manifestations  of  this  disease  at  an  earlier 
age.  The  influence  of  parturition  in  hasten- 
ing or  precipitating  attacks  of  gallstone  colic 
in  slender  young  women  should  be  em- 
phasized. 

It  should  not  be  regarded  as  unusual  for 
attacks  of  gallstone  colic  to  bear  no  apparent 
relationship  to  diet.  Other  factors,  notably 
parturition  or  anxiety,  are  frequently  related 
to  the  onset  of  the  attack. 

The  need  for  exploration  of  the  common 
bile  duct  may  become  apparent  in  the  course 
of  any  operation  upon  the  gallbladder,  how- 
ever simple  the  problem  may  have  appeared 
before  hand.  Extension  of  the  surgical  pro- 
cedure to  include  exploration  of  the  ducts, 
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however,  is  associated  with  a substantial  in- 
crease in  surgical  mortality  and  morbidity. 
Thus,  while  it  is  a grave  error  to  fail  to  per- 
fonn  a necessary  exploration  of  the  common 
duct,  it  is  also  inadvisable  to  explore  the 
duct  indiscriminately. 

Absence  of  fever  or  leukocytosis  may  co- 
exist with  progressive  acute  cholecystitis  or 
even  with  early  gangrene  of  the  gallbladder. 
Perforation  of  the  gallbladder  is  a serious 
and  not  infrequent  complication  which  is  as 
likely  to  occur  in  association  with  a single 
large  stone  as  with  multiple  small  stones, 

With  respect  to  quiescent  gallstones,  a pol- 
icy of  surgical  intervention  is  recommended 
unless  specific  contraindication  to  operation 
exists.  This  attitude  is  based  upon  the  ex- 
pected incidence  of  carcinoma  in  calculous 
gallbladders,  and  upon  the  strong  probability 
of  development  of  obstructive  or  inflamma- 
tory symptoms  at  some  future  date.  Ad- 


vanced age  offers  no  protection  against  the 
development  of  such  symptoms,  and  it  is  ob- 
viously less  hazardous  to  perform  an  elec- 
tive cholecystectomy  in  middle  age  than  an 
urgent  cholecystectomy  in  later  years. 
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Oral  Pathology  — A Field  of  Mutual  Interest 
for  Dentists  and  Physicians* 

FRANK  H.  TANNER,  M.D.  and  DONALD  T.  WAGGENER,  D.D.S. 
Department  of  Pathology,  College  of  Dentistry,  University  of  Nebraska 
and  the  Departments  of  Pathology  of  the  Lincoln  Hospitals 


The  authors  have  collected,  tabulated,  correlated  and  com- 
pard  the  pathologic  lesions  removed  from  the  mouth  struc- 
tures in  the  clinics  at  the  College  of  Dentistry,  University 
of  Nebraska,  and  at  three  general  hospitals  in  Lincoln. 
Their  study  indicates  that  the  time  and  effort  spent  in 
teaching  the  dental  student  about  these  lesions  is  justified; 
that  the  number  of  oral  lesions  treated  by  physicians  sug- 
gests the  value  of  the  dentist's  viewpoint  in  many  instances; 
that  medical  curricula  might  well  include  courses  cover- 
ing the  dental  aspects  of  oral  pathology;  and,  that  dental 
students  may  justifiably  be  taught  the  relationship  of  local 
lesions  to  general  disease. 

EDITOR 

The  field  of  oral  pathology  offers  one  of 
the  best  common  meeting  grounds  for  the 
association  of  the  physician  and  the  dentist, 
for  in  the  care  of  oral  lesions  it  is  frequently 
to  the  benefit  of  the  patient  to  have  the  com- 
bined service  of  members  of  each  of  the  pro- 
fessions. 

This  study  was  undertaken  primarily  to 
furnish  information  regarding  the  frequency 
of  certain  lesions  examined  in  the  Depart- 
ment of  Pathology,  College  of  Dentistry, 
University  of  Nebraska,  such  information  to 
aid  in  student  instruction  in  oral  pathology. 
We  had  occasionally  questioned  whether  we 
were  devoting  too  much  time  to  classroom 
and  laboratory  instruction  dealing  with  le- 
sions that  the  dental  practitioner  would 


rarely  see,  and  perhaps  insufficient  time  to 
those  lesions  that  would  be  most  commonly 
encountered.  Also,  it  was  hoped  that  cer- 
tain phases  of  this  study  would  serve  to  re- 
acquaint members  of  the  dental  and  medical 
profession,  as  well  as  students,  with  the  need 
for  close  cooperation  and  mutual  understand- 
ing of  the  problems  arising  in  the  care  of 
oral  lesions.  Lesions  removed  in  the  Dental 
Clinics  from  October,  1939  to  June,  1951, 
and  examined  in  the  Department  of  Path- 
ology of  the  University  were  reviewed  and 
reclassified.  For  the  most  part,  the  material 
represents  a good  cross  section  of  oral  lesions 
seen  in  ordinary  dental  practice. 

Certain  material  was  added  from  the  three 
general  hospitals  of  Lincoln,  Nebraska,  and 
was  included  in  order  to  furnish  lesions  re- 
moved in  the  hospital  practice  of  dentistry 
and  oral  surgery.  This  material  included 
all  oral  lesions  examined  in  the  surgical  path- 
ology departments  of  the  three  hospitals  for 
a period  of  one  year,  from  July,  1950  to 
July,  1951. 

In  both  groups  of  material,  teeth  extracted 
for  dental  caries  only,  tissues  removed  from 
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the  mouth  in  the  course  of  prophylactic  and 
reconstruction  work  were  not  included. 

The  material  obtained  from  the  Univer- 
sity Dental  Clinics  consisted  of  167  speci- 
mens. These  were  grouped  into  lesions  of 
odontogenic  (tooth)  origin,  totalling  eighty- 
one  specimens;  gingival  lesions,  thirty-one 
specimens;  bony  lesions  with  some  associat- 
ed developmental  defects  of  the  maxillo- 
facial area,  totalling  sixteen  specimens;  and 
other  oral  soft  tissue  lesions  including  those 
of  the  mouth,  lips,  maxillary  sinuses,  tongue 
and  salivary  glands,  etc.,  totalling  forty 
specimens.  The  complete  lists  of  these  le- 
sions divided  into  the  four  groups  are  given 
in  Tables  I to  IV  inclusive. 


TABLE  I 

ODONTOGENIC  LESIONS  (Clinic)— 81 

Pulp  lesions 6 

Inflammation  1 

Atrophy  1 

Polyp  1 

Necrosis 1 

Traumatic  inflammation 1 

Fibrosis 1 

Residual  root  tips 1 

Root  resorption 1 

Periodontal  lesions  (pyorrhaea) 1 

Supernumerary  teeth 3 

Follicular  cysts 10 

Apical  periodontitis  3 

Apical  granuloma  (dental  granuloma) 26 

Radicular  cysts > 12 

Odontoma  6 

Ameloblastoma  2 

Resorption  of  dentin 1 

Bony  metaplasia  of  dentin 1 

Ankylosis  of  tooth  to  bone 1 

Enamel  pearl ] 

Organized  fibrin  from  socket 1 

TABLE  II 

GINGIVAL  LESIONS  (Clinic)  — 81 

Dilantin  hyperplasia  2 

Tuberculosis ] 

Hypertrophy  due  to  inflammation  and/or 

irritation  15 

Chronic,  non-specific  gingivitis 2 

Epulis — 

Fibroma  type 7 

Inflammatory  type I 

Pregnancy  type 1 

Giant  cell  type 2 

TABLE  III 

BONY  LESIONS  AND  DEVELOPMENTAL 
DEFECTS  (Clinic)  — 15 

Exostosis  (torus)  1 

Localized  osteitis  fibrosa I 

Osteomyelitis  2 

Idiopathic  resorption  of  alveolar  bone I 

Traumatic  bone  cyst 1 

Tumors: 

Giant  cell  1 


Fibroma  (periosteal)  I 

Fibro-osteoma  2 

Naso-palatine  duct  cyst 5 

TABLE  IV 

ORAL  SOFT  TISSUE  LESIONS  (Clinic)  — 40 

Retention  cysts  of  mucous  glands 3 

Hyperkeratosis  or  leukoplakia 3 

Mucous  gland  inflammations 1 

Keratin  inclusion  (dermoid)  cysts I 

Hypertrophy  of  oral  mucosa  (with  subepi- 

thelial  fibrosis  and  inflammation) 8 

Inflammatory  maxillary  sinus  mucosa 2 

Tumors: 

Squamous  cell  carcinoma  of  mouth I 

Mixed  tumor  of  palate 2 

Mixed  tumor  of  buccal  mucosa I 

Fibroma  of  palate I 

Fibroma  of  cheek 6 

Epithelial  papilloma  of  cheek 7 

Hemangioma  of  lip I 

Fibropapilloma  of  tongue 2 

Ossifying  fibroma  of  mouth 1 


The  oral  lesions  collected  from  one  year’s 
review  of  material  from  the  Departments  of 
Pathology  of  the  Lincoln  Hospitals,  totalled 
135  and  they  are  presented  in  Tables  V to 
VIII.  A classification  similar  to  that  given 
above  was  made  and  gave  groupings  as  fol- 
lows: odontogenic  lesions,  fifteen;  gingival 
lesions,  fifteen ; bony  lesions  and  develop- 
mental defects,  nine;  other  oral  soft  tissue 
lesions,  ninety-six. 


TABLE  V 

ODONTOGENIC  LESIONS  (Hospital)  — 15 

Apical  granuloma  (dental  granuloma) 3 

Radicular  cysts 5 

Follicular  cysts 4 

Cementoblastoma  1 

Ameloblastoma  2 

TABLE  VI 

GINGIVAL  LESIONS  (Hospital)  — 15 

Chronic  non-specific  gingivitis 2 

Inflammatory  hyperplastic  gingivitis 4 

Leukoplakia  2 

Papilloma  (epithelial)  1 

Chronic  plasmacytic  gingivitis 1 

Inflammatory  granulation  tissue  from  gingiva 1 

Epulis — 

Fibroma  type 1 

Inflammatory  type  2 

Giant  cell  type 1 

TABLE  VII 

BONY  LESIONS  AND  CERTAIN  DEVELOP- 
MENTAL DEFECTS  (Hospitals)  — 9 

Ossifying  fibroma  of  maxilla 1 

Exostosis  of  maxilla 1 

Eosinophilic  granuloma  of  mandible 1 

Central  giant  cell  tumor  of  mandible 1 

Osteoma  of  mandible 1 

Osteomyelitis  of  maxilla 1 

Metastatic  fibrosarcoma  of  mandible 1 

Nasopalatine  duct  cyst 2 
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TABLE  VIII 

ORAL  SOFT  ISSUE  LESIONS  (Hospital)  — 96 

Squamous  cell  carcinoma  of  the  lip 16 

Leukoplakia  of  the  lip 13 

Inflammatoi-y  ulceration  of  lip 5 

Squamous  cell  carcinoma  of  the  tongue 5 

Fibropapilloma  of  tongue 6 

Benign  lymphoid  tissue  from  base  of  tongue 1 

Mixed  salivaiy  gland  tumors 4 

Squamous  cell  carcinoma  of  the  mouth 5 

Leukoplakia  of  mouth 5 

Hemangioma  of  mucosa  of  mouth 4 

Chi’onic  inflammatory  changes  of  buccal  mucosa-  4 

Chronic  sialadenitis  2 

Inflammation  of  mucous  glands  of  lip 1 

Fibroma  of  palate 3 

Epidei-mal  inclusion  cysts  of  mouth 1 

Squamous  cell  carcinoma  of  maxillary  sinus 1 

Papilloma  of  uvula 1 

Papilloma  of  palate 1 

Hemangioma  of  lip 1 

Lipoma  of  cheek 1 

Inflammatory  hyperplasia  and  hypertrophy  of 
mucosa  from  alveolar  ridge,  due  to  inflam- 
mation and  'or  irritation 3 

Lymphoepithelioma  of  base  of  tongue 1 

Squamous  cell  carcinoma  of  alveolar  rtdge 2 

Lymphangioma  of  tongue 2 

Papilloma  of  mucosa  of  mouth 5 

Inflammation  of  submaxillary  duct 1 

Leukemic  infiltration  of  tongue 1 

Tuberculosis  of  oral  mucosa 1 


COMMENT 

Prominent  differences  in  the  lesions  from 
the  two  sources  were  noticed.  It  was  found 
in  the  hospital  that  the  teeth  themselves 
were  not  as  carefully  examined  as  in  the  De- 
partment of  Pathology  at  the  University, 
and  rarely  were  decalcified  sections  of 
teeth  prepared  in  the  hospitals. 

Therefore,  few  odontogenic  lesions  were 
recorded.  Also,  as  might  be  expected,  the 
hospital  material  had  some  preponderance 
of  oral  soft  tissues  as  compared  with  the 
other  groups.  The  tabulation  of  lesions  from 
the  hospitals  indicates  a marked  increase  in 
neoplastic  diseases  as  compared  with  those 
seen  in  the  Dental  Clinics  of  the  University 
of  Nebraska.  This  is  understandable  since 
the  patients  with  obviously  malignant  oral 
lesions  or  those  thought  to  be  malignant 
would  probably  be  referred  to  the  hospital 
for  their  biopsies  and  treatments. 

The  study  of  both  groups,  we  believe,  in- 
dicates that  dental  college  faculties  are  justi- 
fied in  devoting  a considerable  amount  of 
time  to  neoplastic  diseases  of  the  mouth 
and  dental  structures.  This  has  been  the 
trend  in  the  teaching  programs  of  the  de- 
partments of  pathology  of  many  dental  col- 
leges for  the  last  several  years. 


The  volume  of  oral  lesions  removed  in  the 
hospital  indicates  that  many  physicians  are 
treating  oral  lesions,  which  suggests  that 
the  dentist’s  viewpoint  would  be  of  practical 
value  to  the  physician.  It  would  indicate 
that  our  medical  colleges  should  include  in 
their  curricula,  courses  conveying  the  dental 
aspects  of  oral  lesions. 

The  tabulations  can  be  redivided,  to  make 
a useful  clinical  classification,  for  purposes 
of  instruction  and  teaching  of  dental  and 
medical  students.  First,  the  group  of  le- 
sions in  the  mouth  which  may  be  the  reflec- 
tion of  systemic  conditions.  Such  lesions  as 
oral  tuberculosis,  leukemic  infiltrations,  dil- 
antin  hypertrophy  of  the  gingiva  and  preg- 
nancy epulis  are  such  examples.  The  clinical 
histories  (not  included  here)  indicated  that 
in  some  instances  the  oral  lesions  were  the 
first  signs  of  systemic  disease  and  occasion- 
ally the  clinical  diagnosis  was  first  estab- 
lished by  biopsy  of  the  oral  lesions.  This  is 
an  important  feature  to  stress  in  stimulating 
the  interest  of  dental  and  medical  students, 
as  well  as  graduates.  It  also  serves  to  re- 
mind the  medical  practitioner  of  the  diagnos- 
tic aids  he  may  find  in  careful  oral  examina- 
tion. This  is  particularly  true  in  those  condi- 
tions in  which  oral  manifestations  occur 
early  in  the  course  of  the  disease.  In  this 
gi’oup  of  conditions  the  medical  practitioner 
can  give  gi’eat  assistance  in  the  instruction 
of  dental  students. 

Tlie  second  clinical  group  of  lesions  con- 
sists of  local  mouth  conditions  which  are  not 
necessarily  peculiar  to  the  mouth,  but  which 
have  their  counterpart  in  many  tissues 
throughout  other  parts  of  the  body.  The 
squamous  cell  carcinomas  of  the  mouth,  lip 
and  tongue,  the  fibromas  and  osteomas  of 
jaws,  and  the  ordinary  inflammatory  and 
traumatic  lesions  are  examples  of  this  group. 
These  cases  illustrate  the  diversified  nature 
of  oral  lesions  and  stress  the  need  for  sound 
basic  instruction  in  general  pathology.  Path- 
ologic processes  in  the  mouth  are  funda- 
mentally the  same  as  in  other  body  tissues. 

The  third  clinical  group  consists  of  le- 
sions found  almost  exclusively  in  the  mouth 
and  adjacent  structures.  The  odontomas, 
ameloblastomas,  dental  cysts,  mixed  salivary 
gland  tumors,  pulp  diseases,  etc.,  are  ex- 
amples of  this  group.  The  dental  student 
should  be  most  thoroughly  informed  re- 
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garding  the  diagnostic  and  therapeutic  fea- 
tures of  this  group  if  he  is  to  serve  as  an 
intelligent  member  of  the  team  so  frequently 
concerned  in  the  diagnosis  and  treatment  of 
oral  lesions.  The  graduate  dentist,  in  his 
full  or  part  time  teaching  duties,  can  well  be 
utilized  in  the  instruction  of  students  in  the 
primarily-oral  group  of  lesions.  For  dental 
students  this  instruction  might  be  detailed, 
while  for  medical  students  it  may  be  more 
general  and  restricted,  but  not  omitted. 

The  tabulation  of  lesions  from  dental 
clinics  and  from  general  hospitals  indicates 
that  the  subject  of  oral  pathology  is  unique 
in  over-lapping  the  fields  of  dentistry  and 
medicine  and  in  illustrating  the  need  for 
mutual  assistance  in  the  under-graduate  and 
postgraduate  education  of  both  professions. 
The  general  pathologist,  in  his  role  of  diag- 
nostic consultant  to  both  professions,  can  do 
much  to  assist  in  the  fulfillment  of  this  need. 


SUMMARY 

1.  A tabulation  of  oral  lesions  encount- 
ered in  the  Department  of  Pathology,  Col- 
lege of  Dentistry,  University  of  Nebraska 
and  in  the  Departments  of  Pathology  of  the 
Lincoln  Hospitals  has  been  presented. 

2.  These  lesions  were  divided  into  groups 
of  odontogenic,  gingival,  bony  and  oral  soft 
tissue  origin,  and  the  quantitative  differ- 
ences in  lesions  operated  in  the  Dental  Clin- 
ics of  the  University  and  the  hospitals  were 
discussed. 

3.  A clinical  division  of  oral  lesions  into 
those  reflecting  systemic  diseases;  of  local 
lesions  with  counterparts  in  other  tissues; 
and  of  lesions  peculiar  to  the  mouth  alone 
was  made. 

4.  Some  comments  were  made  regarding 
student  and  postgraduate  instruction  in  oral 
pathology  as  suggested  by  this  study. 

(The  technical  assistance  of  Selma  Anderson, 
M.T.  (ASCP)  is  gratefully  acknowledged). 


The  Role  of  Calcium  and  Phosphorus  in 
Metabolic  Bone  Disease* 

STEFAN  S.  FAJANS,  M.D.** 

Department  of  Internal  Medicine,  University  of  Michigan 
Ann  Arbor,  Michigan 


Dr.  Fajans,  first  reviews,  in  a concise  manner,  the 
major  facts  of  calcium  physiology,  including  lonizable  and 
non-ionizable  fractions,  the  effect  on  their  levels  of 
acidosis,  alkalosis,  blood  protein  levels,  parathyroid  hor- 
mone and  vitamin  D.  He  then  takes  up  the  reciprocal 
relationship  between  calcium  and  phosphorus,  and  the  de- 
position and  withdrawal  of  calcium  from  bone  under  nor- 
mal and  pathologic  conditions.  He  discusses  osteoporosis 
and  osteomalacia  at  some  length. 

EDITOR 

I might  start  out  my  discussion  of  this 
phase  of  calcium  and  phosphorus  metabolism 
by  considering  briefly  the  state  of  serum  cal- 
cium and  the  factors  which  control  the  serum 
levels  of  calcium  and  phosphorus. 

The  total  serum  calcium  ranges  between 
9.0  and  11.0  mg.  per  cent.  Approximately 
fifty  per  cent  of  the  total  serium  calcium  is 
in  the  ionizable,  diffusible  form  as  calcium 
ions,  and  it  is  this  part  of  the  serum  cal- 
cium which  is  physiologically  active.  Ap- 
proximately fifty  per  cent  of  the  total  serum 
calcium  is  bound  to  serum  proteins.  This 
is  nonionizable,  nondiffusible  calcium  and  is 
more  or  less  inert  physiologically.  A small 

‘Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  14,  1952. 

“These  remarks  were  presented  as  one  part  of  a panel  dis- 
cussion on  "Some  Clinical  Aspects  of  Abnormal  Calcium  and 
Phosphorus  Metabolism." 


fraction,  approximately  five  per  cent  of  the 
total  serum  calcium,  is  present  in  nonioniz- 
able diffusible  form  such  as  calcium  citrate. 
There  are  several  factors  which  are  of  im- 
portance in  changing  the  ratio  of  ionizable, 
diffusable  calcium  to  nonionizable  calcium. 
When  there  is  an  increase  in  the  serum  pro- 
teins more  of  the  total  calcium  is  bound  to 
protein,  and  a relatively  smaller  amount  is 
present  as  ionizable  calcium.  On  the  other 
hand,  if  the  serum  proteins  are  decreased, 
relatively  more  of  the  total  serum  calcium  is 
present  in  ionizable  form.  The  pH  of  the 
blood  is  also  of  importance  in  regulating  the 
degree  of  ionization  of  calcium.  When  one 
gets  a decrease  in  pH  with  states  of  acidosis, 
relatively  more  of  the  total  serum  calcium  is 
present  in  ionizable  form.  In  states  of  alka- 
losis relatively  less  of  the  total  serum  cal- 
cium is  present  in  ionizable  form. 

To  give  you  an  example,  let  us  consider 
the  patient  with  chronic  nephritis.  This  pa- 
tient may  have  a low  total  serum  calcium  of 
7 mg.  per  cent,  which  ordinarily  is  thought 
to  be  at  a level  low  enough  to  precipitate 
tetany.  This  patient  under  consideration. 
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however,  does  not  have  tetany.  Why  not? 
The  patient  with  nephritis  may  have  low- 
ered serum  proteins ; therefore  relatively  less 
of  the  total  serum  calcium  is  bound,  and 
more  is  present  in  the  ionizable  form.  Also, 
this  hypothetical  patient  is  in  acidosis.  As 
we  just  heard,  acidosis  further  increases 
ionization  of  calcium,  and  so,  although  the 
total  serum  calcium  is  low,  the  ionizable  cal- 
cium is  not  as  low  as  one  might  suspect  and 
not  low  enough  to  cause  tetany. 

The  normal  concentration  of  serum  in- 
organic phosphorus  is  usually  from  3. 0-4.0 
mg.  per  100  cc.  of  blood.  Normally,  phos- 
phorus and  the  ionizable  calcium  maintain  a 
reciprocal  relationship.  When  the  serum 
level  of  phosphorus  goes  up  the  serum  cal- 
cium goes  down,  and  vice  versa.  In  other 
words,  the  product  of  the  serum  concentra- 
tion of  calcium  and  phosphorus  is  more  or 
less  constant.  This  product  is  very  close 
to  the  solubility  product  or  precipitation  level 
of  a calcium-phosphate  salt  and  by  maintain- 
ing this  product  constant  with  variations  of 
serum  calcium  and  serum  phosphorus,  pre- 
cipitation of  calcium  and  phosphate  in  bone 
is  facilitated  while  its  precipitation  in  the 
soft  tissues  is  prevented. 

Let  us  consider  briefly  some  of  the  factors 
which  control  a nomial  serum  calcium  and  a 
normal  serum  phosphorus.  First  of  all.  Vi- 
tamin D is  a factor.  Vitamin  D aids  in  the 
absorption  of  calcium  and  also  of  phosphorus. 
With  deficiencies  of  Vitamin  D one  gets 
a lowering  of  either  the  serum  calcium  or 
the  serum  phosphorus  or  both.  Vitamin  D 
has  also  a secondary  action  on  phosphorus 
diuresis,  as  I will  bring  out  a little  later. 

The  parathyroid  glands  have  their  pri- 
mary effect  on  phosphorus  diuresis.  With 
an  increase  in  parathyroid  hormone  secretion 
one  gets  an  increase  in  phosphorus  diuresis; 
with  an  increase  in  phosphorus  diuresis  one 
gets  a fall  in  serum  phosphorus ; this  is  fol- 
lowed by  a reciprocal  elevation  of  serum  cal- 
cium, leading  to  an  increase  in  urinary  excre- 
tion of  calcium,  since  urinary  excretion  of 
calcium  is  a renal  threshold  phenomenon. 
With  a deficiency  of  parathyroid  hormone 
secretion,  as  in  hypoparathyroidism,  the  con- 
verse chain  of  events  occurs.  A decrease 
of  urinary  phosphorus  excretion  leads  to 
phosphorus  retention  and  an  elevation  of  the 
serum  level  of  phosphorus.  This  in  turn, 
is  followed  by  a reciprocal  fall  in  the  serum 
calcium  and  consequently  by  a decrease  in 
urinary  calcium  excretion. 


Parathyroid  hormone  has  also  a direct  ef- 
fect on  bone  itself.  In  the  past  it  was  be- 
lieved by  some  that  parathyroid  hormone 
had  no  direct  effect  on  bone  and  that  the  de- 
calcification and  resorption  of  bone  seen  in 
hyperparathyroidism  was  secondary  to  the 
urinary  loss  of  calcium  alone.  There  is  some 
evidence  now  which  undoubtedly  points  in 
the  direction  of  direct  action  of  parathyroid 
hormone  on  bone  resorption. 

What  is  the  stimulus  to  normal  parathy- 
roid function  ? The  level  of  the  serum  cal- 
cium controls  normal  parathyroid  hormone 
secretion.  A lowered  serum  calcium  is  a 
stimulus  to  increased  secretion  of  parathy- 
roid hormone,  an  elevated  serum  calcium 
will  decrease  normal  parathyroid  hormone 
secretion.  Clinical  states  in  which  there  is 
a lowering  of  serum  calcium,  in  the  presence 
of  normal  parathyroid  function,  are  accom- 
panied by  increased  parathyroid  honnone  se- 
cretion. 

To  take  an  example  again,  let  us  go  back  to 
our  patient  with  nephritis.  This  patient  has 
renal  insufficiency,  accompanied  by  non- 

protein nitrogen  and  phosphorus  retention. 
The  resulting  increase  in  serum  phosphorus 
leads  to  a reciprocal  fall  in  serum  calcium 
so  that  there  will  be  an  increase  in  parathy- 
roid activity.  Thus  in  renal  insufficiency  one 
usually  gets  secondary  hyperparathyroidism. 

TABLE  1 

Intestinal  Urinary 

Calcium  Phosphorus 

Absorption  Excretion 

Vitamin  D + + + + 

Parathyroid  Hormone  __  O + + + + 

Dihydrotachysterol  -|-  + + + 

Table  1,  Relative  Effects  of  Vitamin  D,  Parathyroid  Hor- 
mone and  Dihydrotachysterol  on  Intestinal  Calcium  Absorption 
and  Urinary  Phosphorus  Excretion.  (Revised  from  Albrig’ht 
and  Reifenstein  (1)). 

Table  1 summarizes  the  actions  of  Vitamin 
D and  parathyroid  hormone.  This  chart  has 
been  taken,  and  slightly  revised,  from  Al- 
bright and  Reifenstein’s  book^^^  from 
which  I have  also  drawn  material  for  this 
discussion.  As  I mentioned.  Vitamin  D has 
its  major  action  on  calcium  absorption  and 
a secondary  action  on  urinary  phosphorus 
excretion,  while  the  parathyroid  hormone  has 
its  major  action  on  urinary  phosphorus  ex- 
cretion. In  the  treatment  of  hyi^oparathy- 
roidism,  a disease  characterized  by  paras- 
thesias,  muscular  cramps,  and  tetany,  one 
would  like  to  correct  the  abnormal  physi- 
ology by  increasing  phosphorus  excretion 
since  renal  phosphorus  retention  is  the  pri- 
mary defect.  Administration  of  parathyroid 
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hoiTnone  would  be  the  ideal  situation.  How- 
ever, parathyroid  hormone  first  of  all  has 
to  be  given  by  injection;  secondly,  after  con- 
tinued parathyroid  hormone  thei’apy  anti- 
hormones or  antibodies  are  formed  and  the 
hormone  loses  its  effectiveness.  Vitamin  D 
has  its  major  action  on  calcium  absorption 
and  only  a secondary  action  on  urinary  phos- 
phorus excretion. 

Dihydrotachysterol  or  A.T.  10,  or  Hyta- 
kerol  as  it  is  known  under  its  commercial 
name,  has  a more  powerful  action  on  urinary 
phosphorus  excretion  than  Vitamin  D,  and 
therefore  in  the  treatment  of  hypoparathy- 
roidism, A.T.  10  is  usually  the  treatment  of 
choice.  A maintenance  dose  of  this  prepara- 
tion would  be  anything  from  one  to  five  cap- 
sules per  day,  each  capsule  containing  0.625 
mg.  of  A.T.  10.  In  the  beginning  of  treat- 
ment of  hypoparathyroidism  one  has  to  use 
much  larger  amounts,  just  as  in  digitaliza- 
tion of  a cardiac  patient  one  has  to  start 
with  larger  dosages  than  used  for  mainten- 
ance therapy.  In  addition  to  A.T.  10,  cal- 
cium gluconate  in  a dosage  of  6-15  grams  is 
also  used  in  the  treatment  of  hypoparathy- 
roidism. If  hyperphosphatemia  persists,  a 
low  phosphorus  diet  or  administration  of  am- 
phojel  following  meals  may  be  tried.  Am- 
phojel  (aluminum  hydroxide),  by  combining 
with  phosphates,  decreases  the  intestinal 
absorption  of  the  latter.  Although  dihydro- 
tachysterol is  the  treatment  of  choice.  Vita- 
min D in  large  enough  doses  to  cause  phos- 
phorus diuresis,  such  as  100,000  - 400,000 
units  a day,  has  been  used.  The  use  of 
50,000  units  of  Vitamin  D in  addition  to 
A.T.  10  may  lower  the  requirements  for 
A.T.  10  and  thus  lower  the  cost  of  therapy  as 
Vitamin  D is  less  expensive  than  A.T.  10. 

Figure  1,  also  taken  from  Albright’s 
book^^b  illustrates  normal  bone  (A)  and 
three  types  of  abnormal  bone.  I might  point 
out  that  bone  consists  of  two  phases.  First 
of  all,  we  have  the  organic  bone  matrix,  de- 
picted as  the  white  area,  which  consists  of 
a protein  substance.  This  bone  matrix  is 
laid  down  by  the  osteoblasts.  The  osteoblasts 
also  secrete  the  enzyme  alkaline  phosphatase 
which  facilitates  precipitation  of  calcium 
phosphate  and  calcium  carbonate  into  the 
osteoid  tissue  to  form  calcified  bone,  shown 
as  the  black  area.  Also  shown  as  arrows, 
are  calcium  and  phosphorus  moving  into 
bone  in  new  bone  formation;  and  calcium 
and  phosphorus  leaving  bone  with  the  con- 
tinued reabsorption  of  bone  which  takes  place 


normally.  Some  of  these  ions  leaving  bone 
are  redeposited  in  the  newly  foi*med  osteoid 
matrix.  The  arrows  leading  to  and  leaving 
the  large  gray  rectangle  depict  these  elec- 
trolytes entering  the  body  via  the  gastro- 
intestinal tract  and  leaving  the  body  by  way 
of  the  urine  and  stool. 

I would  like  to  emphasize  that  bone  is  very 
much  a living  tissue,  not  a dead  or  inert 
tissue.  There  is  a constant  turnover  in  bone 
with  continual  bone  formation  and  bone  de- 
struction. 


The  other  three  diagrams  illustrate  three 
types  of  metabolic  bone  disease  associated 


Fijriire  1.  Schematic  diagrams  showing  differences  between 
Normal  Bone  (A).  Osteoporo;is  (B),  Osteomalacia  (C),  and 
Hyperparathyroidism,  with  Bone  Disease  (D).  From  Albright 
and  Reifenstein  (1).  Used  with  permission  of  the  Williams 
and  Willkins  Company.  Baltimore.  Maryland. 

with  a decrease  in  calcified  bone.  We  have 
talked  about  increased  parathyroid  function 
so  let  us  take  up  hyperparathyroidism 
(Phg.  1,  D).  Here  we  have  too  much  para- 
thyroid hormone  secretion  by  a parathyroid 
adenoma  or  due  to  hyperplasia  of  the  para- 
thyroids. Therefore,  there  is  excessive  phos- 
phorus excretion  and  a lowered  serum  phos- 
phorus. This  is  accompanied  by  an  elevation 
of  the  serum  calcium  and  excessive  calcium 
excretion.  The  loss  of  calcium  from  the 
body  is  larger  than  the  intake;  in  other 
words  the  patient  is  in  negative  calcium  bal- 
ance, and  one  sees  demineralization  and  re- 
sorption of  bone.  Weakening  of  bone  causes 
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an  increase  in  new  osteoid  tissue  formation. 
Some  of  the  calcium  leaving  bone  with  bone 
resorption  and  bone  destruction  will  be  re- 
deposited in  the  new  osteoid.  Although 
there  is  thus  increased  bone  formation  as 
well,  the  calcium  balance  is,  nevertheless,  a 
negative  one,  and  the  end  result  is  too  little 
calcified  bone.  The  alkaline  phosphatase  in 
serum  will  be  elevated  due  to  increased  osteo- 
blastic activity.  It  should  also  be  pointed 
out  that  hyperparathyroidism  is  not  synony- 
mous with  bone  disease.  If  the  intake  of 
calcium  is  very  large  the  patient  may  be  in 
calcium  balance  and  will  not  develop  bone 
disease. 

The  Sulkowitch  test  may  be  very  helpful 
in  the  diagnosis  of  suspected  hyperparathy- 
roidism. Ordinarily,  on  adding  an  equal 
volume  of  Sulkowitch  reagent  to  urine  one 
sees  a haziness  or  cloud.  If  this  cloud  is  in- 
creased to  the  point  of  flocculation  or  precipi- 
tation one  knows  that  an  abnormally  large 
amount  of  calcium  is  leaving  the  body  in  the 
urine.  On  the  other  hand,  if  no  precipitate 
forms,  as  one  adds  the  Sulkowitch  reagent 
to  urine,  one  knows  the  serum  calcium  must 
be  low  since  urinary  calcium  excretion  is  a 
threshold  phenomonon.  So  the  Sulkowitch 
reagent  may  be  helpful  in  the  diagnosis  and 
treatment  of  hypocalcemia  as  well. 

Let  us  consider  the  other  two  types  of 
abnormal  bone.  Figure  1,  B shows  osteo- 
porosis. In  osteoporosis,  protein  matrix  de- 
position by  the  osteoblasts  is  decreased, 
therefore  an  abnormally  small  amount  of 
osteoid  is  available  for  calcification  and  the 
result  is  too  little  calcified  bone.  As  bone 
resorption  continues  normally,  one  has  an 
increased  loss  of  calcium  from  the  body. 

There  are  several  factors  which  control 
formation  of  osteoid  tissue.  The  mechanical 
stresses  and  strains  which  the  muscles  place 
on  bone  are  a stimulus  to  normal  function 
of  osteoblasts.  When  one  gets  a decrease 
of  stress  and  strain  placed  on  bone,  as  with 
immobilization,  one  gets  a decrease  of  osteo- 
blastic activity  and  osteoporosis  results. 
This,  in  general,  is  the  mechanism  for  osteo- 
porosis of  disuse.  The  sex  steroids,  estro- 
gens and  androgens,  play  a very  important 
role  in  osteoid  tissue  formation.  In  the 
postmenopausal  state,  following  decrease  in 
estrogen  secretion  for  many  years,  one  finds 
the  so-called  postmenopausal  osteoporosis. 
This  is  the  most  common  cause  of  osteoporo- 
sis. Figure  2 shows  the  x-ray  of  the  spine 


of  a patient  with  severe  postmenopausal  os- 
teoporosis accompanied  by  compression  frac- 
tures of  vertebrae  due  to  the  weakening  of 
bone.  A decrease  of  androgens  from  the 
male  gonads  may  be  another  cause  for  osteo- 
porosis. In  senile  osteoporosis  the  combined 


Figure  2.  X*ray  film  of  spine  showing  post-menopausal 
osteoporosis. 

effects  of  generalized  tissue  atrophy,  disuse 
atrophy,  lack  of  estrogens  and  androgens, 
and  poor  protein  intake  may  be  important. 
The  protein  or  nitrogen  balance  is  an  im- 
portant factor  in  osteoid  tissue  formation. 
Under  conditions  of  protein  starvation  one 
sees  osteoporosis,  as  all  protein  tissues  are 
depleted.  Excessive  secretion  of  17-hydroxy- 
corticosterone  by  the  adrenal  cortex,  such  as 
in  Cushing’s  syndrome,  or  excessive  admin- 
istration of  cortisone  for  prolonged  periods 
of  time,  cause  negative  nitrogen  balance; 
again,  since  bone  is  a protein  structure,  one 
finds  osteoporosis.  The  levels  of  serum  cal- 
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cium  and  serum  phosphorus  are  usually  nor- 
mal in  osteoporosis  since  it  is  a disease  of 
protein  metabolism  rather  than  of  electrolyte 
metabolism. 

Let  us  next  consider  osteomalacia  (Fig. 
1,  C)  which  is  the  same  in  adults  as  rickets 
in  children.  Due  to  one  reason  or  another 
there  is  a low  or  sometimes  normal  serum 
phosphorus  and  a normal  or  low  serum  cal- 
cium. In  other  words  one  of  the  two  is  low 
or  both  are  low.  Due  to  the  undersaturation 
of  the  body  fluids  with  respect  to  the  prod- 
uct of  these  electrolytes  there  is  decreased 
mineralization  of  new  osteoid  tissue.  There 
is  nothing  wrong  with  osteoblastic  activity 
but  the  osteoid  formed  is  not  normally  cal- 
cified and  the  result  is  weak,  insufficiently 
calcified  bone.  Weak  bone  is  subject  to  an 
increase  of  stress  and  strain,  and  therefore 
one  finds  greater  than  normal  bone  matrix 
formation  and  an  elevated  serum  level  of  al- 
kaline phopshatase. 

The  most  common  cause  of  osteomalacia 
in  this  country  is  steatorrhea  in  which  one 
gets  decreased  absorption  of  Vitamin  D and 
calcium  from  the  gastrointestinal  tract.  In- 
gested calcium  combines  with  fatty  acids  to 
form  insoluble  soaps  which  are  excreted  in 
the  stool.  Vitamin  D is  a fat  soluble  vitamin 
and  therefore  is  also  lost  in  the  stool.  The 
resulting  hypocalcemia  may  lead  to  secon- 
dary hypei*parathyroidism  causing  phos- 
phorus diuresis,  a fall  in  the  serum  phos- 
phorus and  a reciprocal  rise  in  the  serum 
calcium,  frequently  to  normal  levels.  Osteo- 
malacia may  also  result  from  renal  acidosis 
unassociated  with  nitrogen  retention  where 
one  finds  an  increased  excretion  of  calcium 
in  the  urine  as  calcium  is  lost  as  a fixed 
base.  This  again  may  lead  to  hypocalcemia 
and  secondary  hyperparathyroidism  as  men- 
tioned above.  Vitamin  D lack  and  Vitamin 
D resistance  as  seen  in  children  usually  do 
not  occur  in  adults. 

Just  a word  about  the  treatment  of  osteo- 
porosis and  osteomalacia,  particularly  the 
former.  I think  it  is  quite  evident  that  the 
treatment  of  osteomalacia  consists  of  the 
correction  of  the  underlying  disordered 
physiology,  such  as  steatorrhea  or  acidosis, 
and  of  the  provision  of  an  adequate  intake 
of  calcium  and  Vitamin  D.  One  will  have 
more  frequent  occasion  to  treat  osteoporo- 
sis in  practice.  First  of  all  one  must  ensure 
a normal  or  higher  than  normal  intake  of 
protein  to  facilitate  foimiation  of  the  pro- 


tein matrix.  Secondly,  one  would  like  to 
use  preparations  which  have  a metabolic  ef- 
fect on  bone,  and  both  estrogens  and  andro- 
gens fulfill  that  role.  The  diet  should  also 
be  high  in  calcium  and  phosphorus  so  that 
the  newly  laid-down  osteoid  tissue  can  be 
calcified.  Thus,  for  example,  in  the  treat- 
ment of  postmenopausal  and  senile  osteoporo- 
sis, one  may  place  the  patient  on  a high  pro- 
tein diet  containing  at  least  one  quart  of 
milk  or  else  supplemental  calcium  and  Vi- 
tamin D.  One  adds  estrogens,  such  as  stil- 
bestrol,  1 or  2 mg.  orally  eveiy  day  for 
twenty  to  thirty  days  on  and  ten  days  off. 
One  may  add  small  amounts  of  androgens, 
such  as  methyltestosterone,  10  to  20  mg.  a 
day  buccally,  again  for  twenty  days  on  and 
ten  days  off.  Before  starting  a patient  on 
estrogen  therapy  one  should  always  rule  out 
a local  contraindication  to  such  therapy  in 
the  pelvis.  Immobilization,  if  present,  should 
be  avoided  or  minimized. 

I hope  that  this  brief  and  rather  incom- 
plete discussion  of  the  role  of  calcium  and 
phosphorus  in  metabolic  bone  disease  may 
prove  helpful. 

REFERENCES 

1.  Albright.  F.,  and  Reifenstein,  E.  C.,  Jr. : The  Parathyroid 

Glands,  and  Metabolic  Bone  Disease:  Selected  Studies.  Balti- 
more, William.s  and  Wilkins  Co.,  1948. 


HUNT  GAME  INSTEAD  OF  DEATH, 
A.M.A.  PLEADS 

Rules  given  by  the  A.M.A.  to  assure  happy  hunt- 
ing were: 

1.  Do  not  look  down  a gun  barrel. 

2.  Do  not  go  hunting  in  cowboy  boots  with  high 
heels. 

3.  Never  let  the  muzzle  of  the  gun  scoop  up  snow 
or  mud;  the  gun  might  explode  the  next  time  it  is 
fired. 

4.  Do  not  play  with  dogs  while  holding  loaded 
guns;  the  dogs  may  leap  up  and  catch  the  trigger 
of  the  gun  with  their  claws. 

5.  Never  climb  a tree  with  a loaded  gun. 

6.  Do  not  drink  when  you  hunt. 

7.  Never  lean  on  the  muzzle  of  the  gsin. 

8.  Never  tiy  acrobatics  while  clutching  a loaded 
gun. 

9.  Pass  the  gun  under  a wire  fence  before  climb- 
ing over  it.  To  cross  a barrier,  place  the  gun  to 
one  side,  muzzle  facing  foiward;  cross  over  at  a dis- 
tance far  enough  away  from  the  gun  so  it  will  not 
be  jarred. 

10.  Do  not  put  loaded  weapons  in  a car.  Break 
open  the  guns  and  remove  the  ammunition  so  that 
jolts  and  bumps  of  riding  cannot  set  them  off. 

Do  not  make  hunting  a hazard  for  yourself  or 
another  sportsman,  the  A.M.A.  stressed.  Make  sure 
you  hunt  game  — not  death. 


Anesthesia  for  Cesarean  Section* 
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The  authors  base  their  paper  on  observations  of  the  use 
of  various  anesthetic  agents  in  269  cesarean  sections  dur- 
ing a period  of  four  years.  They  present,  in  detail,  the 
reasons  for  choosing  the  various  types  of  anesthetics  un- 
der differing  clinical  conditions.  They  prefer  spinal  an- 
esthesia whenever  it  is  feasible,  having  employed  it  in 
115  of  the  cases,  and  give  in  considerable  detail  the 
methods  they  employ  in  inducing  anesthesia,  in  preop- 
erative preparation,  operative  management  and  postopera- 
tive care  when  this  type  of  anesthetic  is  employed. 

EDITOR 

The  material  in  this  paper  represents  the 
authors’  conclusions  based  on  experiences 
with  269  cesarean  sections  perfonned  in  the 
Immanuel  Hospital,  Omaha,  Nebraska  from 
June  1,  1948  to  May  12,  1952.  Most  of  the 
material  is  presented  in  outline  form  to  show 
the  advantages  and  disadvantages  of  the 
various  anesthetic  choices  for  cesarean  sec- 
tion. It  also  presents  in  detail  our  most  com- 
monly used  technics  of  anesthesia  for  cesare- 
an section.  This,  it  was  felt,  was  necessary 
in  order  to  clarify  the  questions  that  arise 
when  one  mentions  a specific  anesthetic  pro- 
cedure. Frequently  a technic  may  be  men- 
tioned as  “she  received  a spinal”  only  to  have 
“a  spinal”  mean  novacain  to  one  person,  pon- 
tocaine  to  another,  with  uncertainty  as  to 
the  dosage,  the  preparation  of  patient,  and 
the  maintenance  care  through  the  surgical 
procedure.  We  have  given  what  we  believe 
to  be  the  pertinent  details  of  our  technics. 

The  choice  of  anesthesia  for  non-elective 
cesarean  sections  is  presented  in  outline  form 
for  rapid  scanning.  If  one  has  a specific  in- 
dication for  non-elective  cesarean  section  the 
anesthetic  indications  are  so  listed.  Further 
detail  is  offered  under  the  outlines  showing 
advantages  and  disadvantages  of  the  vari- 
ous individual  anesthetic  indications. 

TABLE  I 

ANESTHETICS  USED 


Number  of  single  dose  spinals 115 

Number  of  general  anesthetics 78 

Local,  plus  pentothal  or  general 74 

Caudal  anesthetics  (continuous) 2 

Total  269 


The  local  anesthetics,  plus  pentothal  or 
general  anesthetics,  refers  to  cases  in  which 
local  anesthesia  was  used  until  time  of  cesa- 
rean delivery  when  pentothal  or  some  other 

’^Read  before  Annual  Convention  Nebraska  State  Medical  As- 
sociation, May  15,  1952. 
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general  anesthetic  agent  was  used  to  com- 
plete the  procedure. 

TABLE  II 
MORTALITY 


Gross  fetal  mortality 16  (5.9%) 

Stillbirths  5 

Premature  (25  weeks  and  less) 2 

Corrected  fetal  mortality 9 (3.3%) 

Maternal  mortality 1 


The  one  case  of  maternal  mortality  was  a 
death  due  to  a cerebral  hemorrhage  that  oc- 
curred twelve  hours  postoperatively.  The 
patient  received  a spinal  anesthetic.  Her  pre- 
operative blood  pressure  was  155  mm.  Hg. 
systolic  and  90  mm.  Hg.  diastolic.  Her  high- 
est systolic  pressure  during  operation  was 
160  mm.  Hg.  and  her  lowest  was  140  mm. 
Hg.  Tliere  was  no  indication  of  toxemia  pre- 
operatively  other  than  the  hypertension.  Au- 
topsy showed  a brain  cyst,  probably  of  long 
standing,  with  massive  hemorrhage. 

CHOICE  OF  ANESTHESIA  — SPINAL 
ANESTHESIA 

Advantages 

1.  Spontaneous  crying  of  baby,  minimal  sedation. 

2.  Uterine  tone  is  unaltered,  if  anything  tonicity 
is  increased  (1). 

3.  Less  blood  loss  (from  2). 

4.  Oxygen  saturation  good;  no  hypoxic  gases; 
100%  oxygen  may  be  given  (2). 

5.  Relaxation  good. 

6.  No  urgency  for  danger  of  fetal  depression. 

7.  Less  nausea  and  vomiting. 

8.  Smooth  convalescence,  less  abdominal  disten- 
sion. 

9.  Lowers  hypertension  of  toxemias. 

10.  Surgeon  may  give  spinal  then  turn  it  over 
to  nurse  after  stabilized. 

Disadvantages 

1.  Vasomotor  instability. 

2.  Occasional  difficulty  with  anesthesia  level. 

3.  Careful  supervision  necessary. 
Contraindications 

1.  Shock  or  suspected  hemorrhage. 

2.  Hypotension. 

3.  Severe  anemia. 

4.  Coronary  disease. 

5.  Hypertension  associated  with  arteriosclerosis. 

6.  Heart  failure,  decompensation. 

7.  Syphilitic  aortitis. 

8.  Presence  of  cutaneous  infection. 

9.  Lesions  of  central  nervous  system. 

10.  Cerebral  edema. 

TECHNIC  FOR  SPINAL  ANESTHESIA 
IN  CESAREAN  SECTION 

It  has  been  our  custom  to  give  Nembutal, 
grains  IV2  (0.1  gm.),  two  hours  before  and 
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scopolamine  grains  l/150th  or  l/200th  (0.4 
or  0.3  mg.)  seventy-five  minutes  prior  to  op- 
eration. The  patient  is  brought  to  the  oper- 
ating room  where  a blood  pressure  cuff  is 
placed  on  the  arm  and  the  blood  pressure  tak- 
en. The  cuff  is  left  on  the  arm.  An  intra- 
venous of  5 per  cent  glucose  in  water  is 
started  and  the  patient  is  turned  on  her  side 
preparatory  to  giving  the  spinal.  After  a 
sterile  “prep”  of  the  back,  the  skin  wheal  is 
made,  usually  between  the  second  and  third 
lumbar  vertebrae.  The  solution  is  1 per  cent 
procaine  with  one  of  the  vasopressors  in  the 
solution.  This  may  be  ephedrine  sulfate  50 
mg.,  methoxamine  10  mg.,  or  Methedrine  10 
mg.  One  may  give  the  vasopressor  intra- 
muscularly five  minutes  before  the  lumbar 
puncture  and  then  omit  it  in  the  procaine 
wheal  solution.  If  the  procaine-vasopressor 
solution  is  used  the  injection  is  made  into 
the  skin  wheal  and  the  greater  part  of  the 
solution  is  injected  deep  into  the  paraverte- 
bral muscle  in  the  back.  This  will  permit  a 
fairly  rapid  pickup  of  the  vasopressor  into 
the  circulatory  system.  About  five  minutes 
will  have  elapsed  before  the  lumbar  punc- 
ture is  done  because  that  much  time  may 
be  spent  in  final  adjustment  of  the  patient, 
completion  of  landmark  location,  the  draw- 
ing of  the  spinal  anesthetic  solution  into  the 
syringe  and  the  choosing  of  the  spinal  needle. 

The  anesthetic  solution  must  never  be  in- 
jected while  .the  patient  is  having  uterine  con- 
traction. If  this  is  done  there  is  too  rapid 
diffusion  of  drug  solution  and  the  anesthetic 
level  may  rise  too  high.  The  injection  must 
be  done  between  uterine  contractions. 

It  has  been  our  custom  to  use,  as  our  anes- 
thetic solution,  a mixture  of  Pontocaine  and 
glucose.  The  specific  gravity  of  this  mixture 
is  heavier  than  that  of  spinal  fluid.  The 
mixture  preferred  is  taken  from  a 5 cc.  am- 
pul containing  15  mg.  of  Pontocaine  (0.3 
per  cent  solution)  in  a 6 per  cent  glucose  so- 
lution. The  dosage  used  in  the  average  case 
is  between  8 and  10  mg.  of  Pontocaine.  As 
soon  as  the  anesthetic  agent  has  been  inject- 
ed, the  patient  is  turned  on  her  back.  A pil- 
low is  placed  under  her  head.  The  table  is 
kept  level,  the  blood  pressure  checked  imme- 
diately, and  at  frequent  inteiwals  thereafter. 

It  is  not  uncommon  to  notice  a blood  pres- 
sure drop  at  this  point.  The  most  critical 
time  is  during  the  first  ten  minutes  after 
the  intrathecal  injection,  when  the  spinal 
anesthetic  is  becoming  effective.  During  this 


period  of  time  the  level  of  anesthesia  is 
watched  closely  by  scratching  of  the  abdom- 
inal surface  to  find  the  level  of  analgesia  on 
the  abdominal  wall.  If  the  level  has  not  as- 
cended to  the  8th  thoracic  segment,  then 
from  5-10  degrees  Trendelenburg  position  is 
obtained  by  table  tilt.  The  patient  is  then 
closely  checked  until  the  analgesia  level 
reaches  the  desired  height.  The  table  is  then 
leveled.  If  the  reverse  happens  and  one  no- 
tices that  the  level  of  anesthesia  suddenly  is 
high  and  it  appears  that  it  may  go  higher, 
the  patient  is  tilted  into  Fowler’s  position  so 
the  heavy-specific-gravity  solution  cannot 
ascend  the  spinal  canal.  Avoid  Trendelen- 
burg position  until  the  anesthetic  level  has 
become  stabilized  and  the  anesthetic  solution 
fixed.  This  may  take  fifteen  to  twenty  min- 
utes. Steep  Trendelenburg  positions  should 
not  be  assumed  at  any  time  because  the 
uterine  tumor  may  cause  the  mother  to  have 
serious  respiratory  distress. 

If  there  is  a blood  pressure  drop  during  the 
first  ten  minutes  after  spinal  injection,  the 
intravenous  fluid  rate  may  be  accelerated 
and  a vasopressor  may  be  administered  in- 
travenously through  the  intravenous  tubing. 
With  the  blood  pressure  drop,  oxygen  inhala- 
tions should  be  started  immediately.  The 
patient  should  be  breathing  100%  oxygen 
until  the  pressure  has  assumed  the  normal 
level. 

We  have  assumed  a drop  from  preopera- 
tive blood  pressure  of  between  30-40  mm. 
Hg.,  as  an  indication  for  oxygen  and  vaso- 
pressor. If  the  patient  is  a hypertensive  tox- 
emia the  vasopressor  may  be  withheld.  We 
suggest  the  30-40  mm.  Hg.  blood  pressure 
level  drop  to  be  a relative  thing  because  not 
all  pressures  are  going  to  originate  at  the 
same  level.  One  may  have  160/100  mm.  Hg., 
a toxemia  case  may  have  190/110,  and  on  the 
other  hand  the  patient  may  have  a normal 
pressure  of  120/80.  One  can  therefore  see 
why  we  have  not  set  an  arbitrary  point,  such 
as  a drop  to  80  mm.  Hg.,  as  the  standard  be- 
fore supportive  therapy  be  instituted.  It 
would  not  apply  in  all  cases.  Lull  and  Hing- 
son<^>  state  that  no  patient  who  normally  has 
a hypertension  should  have  her  pressure  fall 
to  90  mm.  Hg.  systolic,  without  institution  of 
supportive  treatment.  As  a rule  the  blood 
pressure  in  our  cesareans  became  quite  stable 
after  the  delivery. 

Sometimes,  when  an  additional  vasopres- 
sor is  used  prior  to  delivery  other  than  that 
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originaly  used  in  the  skin  wheal,  the  blood 
pressure  is  noted  to  rise  very  rapidly  after 
delivery.  The  patient  may  complain  of  a 
headache.  We  have  had  some  extremes 
such  as  an  elevation  from  a normal  of  120 
mm.  Hg.  to  180  mm.  Hg.  systolic  pressure. 
Blood  pressure  in  these  cases  always  rose 
after  the  baby  had  been  delivered.  Whether 
it  was  due  to  the  contraction  of  the  uterus 
and  an  “autotransfusion”  or  to  the  use  of 
Pitocin  or  Ergotrate  we  do  not  know.  Greene 
and  Barcham^^^  state  that  there  is  a syner- 
gism between  the  vasopressors  such  as  ephe- 
drine  and  Neo-Synephrin  with  the  pituitary 
extracts  and  Ergotrate  used  to  contract  the 
uterus.  This  synergism  may  produce  cere- 
bral complications  due  to  the  profound  com- 
bined pressor  effect.  Pitocin  is  the  preferred 
pituitary  extract  to  be  used.  We  noticed  that 
whenever  the  oxytocics  were  given  intraven- 
ously we  were  more  likely  to  have  a rise  in 
blood  pressure.  When  possible,  our  Pitocin 
and  Ergotrate  are  given  intramuscularly. 
We  have  had  four  cases  where  it  was  neces- 
sary to  give  amyl  nitrite  inhalations  to  re- 
duce the  blood  pressure  because  of  the  severe 
headache  of  which  the  patient  complained. 

As  soon  as  the  baby  has  been  delivered  and 
things  assume  a noiTnal  trend  the  patient  is 
given  one  of  the  opiates  such  as  morphine, 
gr.  1/6  or  Demerol,  100  mg.  One-half  may 
be  given  intravenously  and  the  other  half 
intramuscularly.  The  intravenous  admin- 
istration of  the  opiate  gives  almost  imme- 
diate sedation.  Sometimes,  after  the  deliv- 
ery, the  patient  becomes  disturbed  and  it 
may  be  necessary  to  give  a dose  of  intraven- 
ous barbiturate  such  as  Pentothal,  Nembutal 
or  Seconal.  The  majority  of  the  mothers  do 
not  care  to  go  to  sleep  after  cesarean  deliv- 
ery and  especially  after  the  opiate  has  been 
given. 

CHOICE  OF  ANESTHESIA  — GENERAL 
ANESTHESIA 

A.  Gas  (N.,0)  — Oxygen  — Ethei- 

Advantages 

1.  Easily  obtainable  anesthesia,  only  one 
easier  to  obtain  is  open  drop  ether. 

2.  Excitable  patients  must  be  put  to  sleep. 

3.  Ether  indicated  for  asthmatics  when  un- 
able to  use  spinal  or  local. 

Disadvantages 

1.  Slow  inductions. 

2.  Depressed  babies,  fetal  hypoxia  frequent. 

3.  Danger  of  emesis  under  the  light  anes- 
thesia necessary. 

4.  Gas  machine  needed,  also  experienced 
anesthetist. 

5.  Uterine  tonicity  depressed,  more  bleeding. 


6.  Increased  nausea  and  vomiting. 

7.  Slows  liver  and  kidney  function,  eclamp- 
tic. 

8.  Elevates  blood  sugar,  contraindicated  in 
diabetics. 

B.  Open  Drop  Ether 
Advantages 

1.  Easily  obtainable. 

Disadvantages 

1.  Same  as  for  GOE. 

C.  Cyclopropane 
Advantages 

1.  Rapid  induction. 

2.  High  oxygen  inhalation  atmosphere. 

3.  Rapidly  eliminated. 

4.  Little  depression  of  kidneys  and  liver. 

5.  Less  depression  of  babies  because  of  rapid 
induction  and  earlier  surgical  stage  of 
anesthesia. 

6.  Blood  sugar  only  slightly  elevated. 

7.  Uterine  contractions  good  in  light  anes- 
thesia. 

8.  Minimum  pulmonary  complications,  agent 
non-irritating. 

Disadvantages 

1.  Babies  depressed  if  delay  in  operative  pro- 
cedure. 

2.  Contraindicated  in  most  cardiac  cases. 

3.  Experienced  anesthetist  necessary. 

TECHNIC  OF  INHALATION  ANESTHESIA 

Premedication  consists  of  scopolamine  or 
atropine,  scopolamine  being  preferred  be- 
cause of  the  tranquility  of  its  action.  This  is 
given  seventy-five  minutes  prior  to  operative 
time,  by  hypo,  in  a dosage  of  grains  l/150th 
(0.4  mg)  or  grains  l/200th  (0.3  mg.).  If 
the  operation  is  an  emergency  these  drugs 
may  be  given  intravenously.  We  feel  this 
not  only  decreases  secretions  but  also  de- 
creases the  incidence  of  emesis  on  induction. 

When  the  patient  is  brought  to  the  oper- 
ating room,  it  is  necessary  that  the  operating 
room  personnel  be  quiet  and  gentle  in  han- 
dling her.  This  is  done  to  prevent  excite- 
ment. The  patient  must  now  be  told  that 
she  will  have  her  abdomen  “prepped”  with 
cold  solutions,  be  catheterized,  and  draped 
with  sterile  sheets.  This,  she  must  be  in- 
formed, is  done  before  she  is  put  to  sleep 
because  it  will  minimize  the  anesthetic  time 
and  hence  the  depression  of  her  baby.  When 
the  surgeons  are  gowned  and  the  sterile  in- 
struments ready,  the  induction  of  anesthesia 
may  begin.  This  is  a time  safeguai’d.  You 
may  have  seen  the  anesthetic  started  and 
then  been  told  that  the  instruments  would 
not  be  sterile  for  fifteen  to  twenty  minutes. 

With  the  general  anesthetics,  omitting 
Pentothal,  we  try  to  make  certain  that  we 
have  the  patient  asleep  in  the  shortest  pos- 
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sible  period  of  time  before  delivery  so  the  un- 
born baby  will  not  be  anesthetized. 

It  is  customary  to  keep  the  patient  in  the 
third  stage,  first  plane  of  surgical  anes- 
thesia, so  that  the  eyes  are  slightly  roving 
indicating  the  light  plane  of  anesthesia. 
When  it  is  obvious  the  surgeon  is  going 
through  the  uterine  wall  the  anesthetic  bag 
should  be  emptied  and  filled  with  oxygen. 
The  patient  should  get  two  or  three  breaths 
of  high  atmosphere  oxygen  just  prior  to  de- 
livery. 

Once  the  baby  has  been  delivered  the  anes- 
thesia plane  should  be  lowered  to  what  is 
usually  the  second  plane  of  third  stage  surgi- 
cal anesthesia.  There  is  danger  in  the  light- 
er plane  of  anesthesia  because  the  patient 
may  regurgitate. 

This  technic  may  be  used  for  nitrous  oxide- 
ether  anesthesia  or  cyclopropane  anesthesia. 
It  must  be  assumed  that  induction  time  with 
nitrous  oxide-ether  will  be  greater. 

CHOICE  OF  ANESTHESIA  — LOCAL 
ANESTHESIA 

Advantages 

1.  No  loss  of  uterine  tonicity. 

2.  Babies  not  depressed. 

3.  Mother,  minimal  nausea  and  emesis. 

4.  Minimal  liver  and  kidney  depression. 
Disadvantages 

1.  Administration  uncomfortable  to  patient. 

2.  Selection  of  cases  necessary. 

3.  Difficult  to  administer  (technic). 

4.  Time  consuming,  prohibits  use  in  extreme 
emergency. 

TECHNIC  OF  LOCAL  ANESTHESIA 

The  technic  of  local  anesthesia  has  twice 
before  been  presented  by  one  of  the  au- 
'thors<^*®h  Our  present  technic  is  essential- 
ly the  same.  Only  one  variation  from  the 
previously  reported  procedure  is  suggested. 

The  variation  in  local  technic  is  that  of  the 
“long  wheal”(®b  An  initial  skin  wheal  is  made 
midway  between  the  umbilicus  and  the  sym- 
physis pubis.  The  sharp  skin  wheal  needle 
used  is  of  25  or  26  gauge.  Through  this 
wheal  a 22  gauge,  4-inch,  5-inch,  or  6-inch 
needle  is  inserted  and  the  subdermal  tissue 
is  infiltrated.  One  continuous  injection  is 
made  to  the  upper  border  of  the  proposed  in- 
cision and  then  through  the  same  skin  wheal 
the  second  continuous  subdermal  injection  is 
made  to  the  lower  border  of  proposed  inci- 
sion. This  makes  a continuous  subdermal 
wheal  for  the  entire  length  of  the  proposed 
incision.  The  radial  blocking  needles  for  the 


completion  of  the  block  may  then  be  inserted 
through  the  long  wheal  without  causing  the 
patient  the  discomfort  of  several  individual 
insertions  into  unanesthetized  skin. 

CHOICE  OF  ANESTHESIA  FOR  NON-ELECTIVE 
CESAREAN  SECTION 

A.  Placenta  previa  and  premature  separation  of 
placenta: 

1.  Inhalation  anesthesia  of  choice  if  severe 
danger  of  fetal  distress  calls  for  immediate 
delivery. 

2.  Local  infiltration  is  choice,  if  no  fetal  dis- 
tress and  no  severe  hemorrhage  evident. 

3.  Spinal,  definitely  contraindicated  because  of 
blood  loss  and  associated  vasomotor  loss  to 
lower  extremities,  shock. 

B.  Contracted  pelvis  and/or  cephalopelvic  dis- 
proportion : 

1.  Spinal,  choice,  minimal  fetal  depression  and 
excellent  relaxation. 

2.  General  anesthesia  last  choice,  fetal  depres- 
sion. Choice  may  depend  upon  fetal  con- 
dition. If  trial  of  labor  has  been  made, 
there  may  be  possible  cerebral  trauma  with 
associated  fetal  depression. 

C.  Toxemia 

a.  Severe  pre-eclampsia  not  responding  to 

medical  regime:  Patients  without  antece- 

dent cardiovascular  disease. 

1.  Spinal  indicated;  fractional  if  possible; 
must  have  support  available  — vaso- 
pressors, oxygen,  plasma,  albumen,  etc. 

2.  Local  infiltration. 

3.  Inhalation  anesthesia  last. 

b.  Eclampsia — carefully  selected  cases  without 
previous  cardiovascular  disease: 

1.  Spinal  first  choice,  fractional  spinal  or 
caudal  if  possible. 

2.  Local  infiltration. 

3.  Inhalation  anesthesia  last  choice,  ether 
depresses  kidneys — temporary  anuria. 

c.  Chronic  hypertension  or  chronic  hyperten- 
sive cardiovascular-renal  disease  (with  or 
without  eclampsia) : 

1.  Local  infiltration  with  inhalation. 

2.  Inhalation  anesthesia. 

3.  Spinal  contraindicated  with  arterios- 
clerosis: Ether  depresses  kidneys;  Pento- 
thal  and  curare  poorly  eliminated  be- 
cause of  existing  kidney  depression  from 
toxemia. 

D.  Obstructive  Pelvic  Tumors 

a.  Ovarian  cyst 

1.  General  inhalation  anesthesia  indicated 
if  other  visceral  surgei-y  contemplated, 
dermatone  level  with  spinal  would  not 
be  high  enough. 

b.  Fibromyomata 

1.  Spinal  anesthesia  if  myomectomy  pro- 
posed. 

2.  General  anesthesia  choice  if  hysterecto- 
my proposed. 

E.  Primary  Inertia  Uteri 

1.  Spinal  anesthesia,  uterine  tonus  main- 
tained. 
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2.  Local  infiltration  with  general  comple- 
mental  anesthesia. 

3.  General  anesthesia  alone,  last  choice. 

F.  Malposition  and  Malpresentation  of  Fetus 

1.  Spinal  anesthesia  first  choice  to  prevent 
fetal  hypoxia  and  increase  muscular  re- 
laxation. 

G.  Prolapse  of  Cord 

1.  Inhalation  anesthesia  if  emergency,  fe- 
tal distress. 

2.  Spinal  anesthesia  with  oxygen  inhala- 
tions for  best  fetal  oxygenation(2). 

3.  Local  infiltration  with  general. 

H.  Matei-nal  Systemic  Disease 

a.  Diabetes 

1.  Spinal  anesthesia  or  local  infiltration 
and  with  Pentothal  intravenously. 

2.  Cyclopropane  safe. 

3.  Ether  contraindicated,  blood  sugar  ele- 
vated. 

b.  Cardiac  disease — selected  cases. 

1.  Local  infiltration  with  general  anes- 
thesia. 

2.  Spinal  contraindicated  with  hypertension 
and  arteriosclerosis. 

c.  Epilepsy 

1.  Choice  is  general  anesthesia. 

2.  Regional  anesthesia  contraindicated, 
convulsions  might  be  blamed  on  region- 
al anesthesia. 

I.  Cei-vical  Disease 

a.  Carcinoma 

1.  Individual  situation;  if  hemorrhage, 
then  spinal  contraindicated. 

b.  Stenosis  of  cervix 

1.  Again  individual  situation,  use  easiest 
available  anesthesia. 

J.  Elderly  Primigravida 

1.  Individual  situation  if  no  associated  com- 
plications, obesity  requires  special  at- 
tention. 

K.  Previous  Cesarean  Section 

1.  Anesthesia  choice  may  depend  upon  pre- 
vious situations — local  may  be  undesir- 
able— previous  painful  experience. 

CONCLUSIONS 

The  use  of  spinal  anesthesia  in  our  hospital 
has  become  more  and  more  popular  in  recent 
years.  It  is  felt  that,  with  the  technic  of 
spinal  anesthesia  presented  here,  there  are 
fewer  complications  than  seen  with  other 
anesthetics.  The  attitude  of  most  patients 
after  having  had  a spinal  anesthetic  is  that, 
should  they  ever  have  another  section,  they 
would  prefer  spinal.  There  are  always  in- 
dividuals who,  because  of  a previous  undesir- 
able experience  or  an  emotional  make-up,  re- 
fuse a spinal.  Although  these  people  may 
have  no  organic  contraindication  to  spinal 
anesthesia  it  is  felt  they  are  poor  candidates 
for  this  anesthetic  technic.  Tliey  will  toler- 
ate it  poorly  and  they  do  not  help  advocate 
the  technic  to  other  future  candidates. 


It  is  to  be  emphasized  that  each  case  is 
and  must  always  be  considered  on  an  indi- 
vidual basis. 
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VIGILANCE  STILL  NECESSARY 

(Continued  from  page  378) 

physician,  and  exhorbitant  fees  rise  to  plague 
us.  Too  often  the  heedless  actions  of  a few 
bring  condemnation  on  the  many,  so  we  must 
strengthen  these  weak  spots  to  the  point 
where  never  again  will  so  many  people  decry 
the  lack  of  personal  interest  in  their  welfare. 

The  domain  of  public  health  must  receive 
serious  attention  from  the  profession  for  the 
people  expect  their  doctors  to  take  the  lead 
in  these  matters.  Where  health  leadership 
in  a community  is  lacking,  the  people  as  a 
whole  will  suffer  and  sooner  or  later  will 
seek  leadership  from  other  than  medical 
sources.  Health  councils  established  by  the 
citizens  of  a community  will  seek  help  and 
advice  from  their  doctors.  The  physicians 
must  be  willing  and  able  to  give  that  advice. 

In  the  sphere  of  legislation,  physicians 
must  be  constantly  on  the  lookout  for  the  so- 
called  fringe  bills,  not  only  as  they  may  af- 
fect the  practice  of  medicine,  but  as  they 
may  affect  the  whole  system  of  states  rights 
and  free  enterprise.  It  is  well  to  rentember 
that  fanaticism  and  do-goodism  are  not  dead, 
but  are  only  awaiting  a favorable  opportunity 
to  start  to  work  again.  Elsewhere  in  this 
issue  of  the  journal  will  be  found  an  editorial 
dealing  with  government  by  treaty.  This 
shocking  revelation  should  make  us  aware  of 
the  very  real  dangers  that  we  are  facing. 

Finally,  the  medical  profession  would  be 
derelict  in  its  obligations  to  the  people  were 
it  to  cease  its  newly  awakened  vigilance  and 
return  solely  to  the  practice  of  medicine. 
The  new  Congress  and  the  administrations 
in  Washington  and  the  several  states  must 
be  watched  and  advised. 

An  alert,  active  and  vocal  medical  profes- 
soin  is  needed  now  more  than  ever  before. 

HAROLD  S.  MORGAN,  M.D. 
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^'Improving  Rural  Medical  Care'^ 


H.  B.  MULHOLLAND,  M.D. 

Member,  Council  on  Rural  Health  American  Medical  Association 
Charlottesville,  Virginia 


Doctor  Mulholland,  a member  of  the  Council  on  Rural 
Health  of  the  A.M.A.,  briefly  compares  the  practice  of 
medicine  of  forty  years  ago  with  that  of  the  present,  in 
relation  to  small  rural  communities.  He  outlines  the  prob- 
lems of  the  rural  people  as  related  to  inadequate  medical 
care,  relates  the  circumstances  of  the  birth  of  meetings 
between  farm  organizations  and  the  A.M.A.  culminating 
in  the  formation  on  the  Council  on  Rural  Health.  He  out- 
lines some  of  the  problems  to  be  solved  and  insists  that 
local  health  councils  must  determine  local  needs.  He  in- 
sists that  the  doctors  must  be  a prime  factor  in  their  so- 
lution and  points  to  some  of  the  things  they  must  do  to 
accomplish  this  end. 

Some  seven  years  ago  farm  people  were 
showing  great  concern  over  the  apparent 
lack  of  adequate  medical  care  for  the  rural 
population.  Forty  years  ago,  there  were 
many  more  doctors  practicing  in  small  com- 
munities than  there  are  today.  Why,  asked 
these  groups,  is  this  so  and  why  isn’t  some- 
thing done  about  it?  Quoting  such  statistics, 
some  groups  have  actually  accused  the  Amer- 
ican Medical  Association  of  plotting  to  hold 
down  the  number  of  medical  graduates  in 
order  to  maintain  their  own  selfish  interests. 
Only  one  week  ago,  in  discussing  medical 
care  problems,  one  of  my  students  quoted  a 
history  professor  in  a nearby  college  as  sub- 
scribing to  this  fallacy.  Little  do  they  know 
that  many  of  these  doctors  forty  years  ago 
were  graduates  of  second  and  third  class 
medical  schools,  and  that  now,  due  to  mod- 
ern methods  of  transportation  and  amazing 
advances  in  diagnosis  and  treatment,  one 
doctor  can  do  the  work  of  four  or  five  who 
practiced  in  that  era. 

Those  who  should  be  most  concerned,  the 
doctors,  heard  these  rumblings  and  proceeded 
to  search  for  the  facts  and  truth  in  this  sit- 
uation. Two  rural  neighbors,  one  a doctor,  F. 
S.  Crockett,  and  Mrs.  C.  W.  Sewall,  that  be- 
loved Grand  Dame  of  the  Farm  Bureau,  got 
their  heads  together  and  from  their  cogita- 
tions a conference  was  arranged,  the  first 
Rural  Conference  between  representatives  of 
various  Farm  Groups  and  the  American  Med- 
ical Association.  From  this  seed  grew  the 
Committee  on  Rural  Health,  now  deservedly 
dignified  by  the  cognomen  of  Council  on 
Rural  Health.  An  advisory  group  of  lay 
representatives  from  these  farm  groups  met 
with  a group  from  the  American  Medical 
Association  to  plan  future  meetings  for  the 

•Read  before  Annual  Convention  Nebra^ika  State  Medical  As- 
sociation, May  15,  1952, 


full  discussion  of  their  mutual  problems.  At 
first,  discussions  centered  around  fact  find- 
ing regarding  the  true  situation,  and  an  an- 
alysis of  the  real  needs  for  medical  care  in 
rural  communities.  From  the  beginning  it 
was  obvious  that  the  medical  needs  of  our 
friends  living  in  small  communities  con- 
stituted a fundamental  concern  in  this 
land  of  ours  where  many  citizens  reside  in 
areas  with  less  than  2,000  population.  Many 
states  have  as  high  as  sixty-five  per  cent  of 
their  population  is  such  a category.  Further- 
more, it  was  apparent  from  the  start  that 
no  one  solution  could  be  fitted  to  the  whole 
country.  Each  area  presented  its  own  peculiar 
topographical  and  economic  differences. 

So  far,  seven  National  Conferences  have 
moved  about  so  that  each  section  of  the  coun- 
try might  benefit  by  the  discussions  of  lead- 
ers in  lay  fami  circles  and  medical  groups, 
held  in  their  midst,  drawing  into  the  meet- 
ings those  individuals  best  qualified  to  tell 
us  the  story  of  that  area.  These  frank  dis- 
cussions freely  indulged  in  by  both  groups 
have  resulted  in  educating  both  the  doctors 
and  their  farm  friends  to  recognize  their 
mutual  responsibilities  in  arriving  at  a solu- 
tion of  the  problem.  A physician  can  have  the 
ability  and  facilities  to  deliver  the  best  of 
medical  care,  but  it  may  be  of  little  effect 
if  the  farmer  does  not  see  its  full  value  and 
recognize  his  need  for  these  services. 

A national  organization,  such  as  the  Amer- 
ican Medical  Association,  with  the  Council 
on  Rural  Health  functioning  as  its  repre- 
sentative in  this  area,  is  only  as  strong  as  its 
component  groups  in  the  various  states  and 
communities.  Without  their  full  co-operation, 
effort  from  headquarters  will  accomplish 
little  or  nothing.  Therefore,  the  Council  has 
spent  much  of  its  energy  and  effort  in  stimu- 
lating state  and  local  medical  societies  to 
grapple  with  the  problem,  locally.  By  the 
same  token,  our  friends  the  farmers  must 
develop  their  own  local  organizations  who 
will  cooperate  with  medical  people.  Such  a 
unit  is  properly  named  a health  council,  a 
group  whose  exact  function  is  hard  to  de- 
fine. It  should  encompass  and  encourage 
membership  by  any  local  group,  or  even  indi- 
viduals, interested  or  concerned  with  the 
health  and  medical  care  of  their  community. 
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In  cooperation  with  the  Council  on  Medical 
Service,  this  type  of  organization  has  been 
urged  and  advised  as  a sine  qua  non  in 
sparking  local  interest  and  action.  They 
should  be  initiated  by  medical  societies. 

Our  National  meetings  have  brought  out 
many  concrete  examples  of  actual  accom- 
plishment in  various  communities  and  states, 
looking  toward  betterment  of  care  in  rural 
areas. 

As  a stimulating  example,  we  heard  how 
Dr.  George  Bond  set  up  in  Bat  Cave,  a small 
town  near  Ashville,  North  Carolina,  a local 
community  hospital  with  citizens  actually 
having  contributed  the  “sweat  of  their 
brows”.  Three  hundred  members  of  this 
community  cleared  the  land  in  one  day.  They 
contributed  lumber  and  other  materials,  con- 
verting an  old  school  house  into  an  efficient 
functioning  service  center  with  all  of  the 
facilities  a modern  doctor  should  have  in 
order  to  render  efficient  medical  care  to  his 
people.  Other  counties  in  North  Carolina 
have  contributed  antiques,  pigs,  money  and 
their  heirlooms,  so  that  each  citizen  feels 
that  the  resulting  institution  represents 
something  of  himself.  Madison  County,  Ken- 
tucky is  a* good  example  of  what  can  be  done. 
There,  through  organized  effort,  the  boot- 
leggers were  driven  out  of  the  schoolhouse, 
where  they  had  been  burning  the  books  for 
heat.  Before  long  these  same  gentlemen  were 
building  bridges  so  that  doctors  and  nurses 
interested  in  mountain  people  could  provide 
good  health  for  this  mountain  retreat. 

Clinton  County,  Ohio,  with  its  health  in- 
ventory, and  countless  other  examples  of 
community  effort,  is  making  great  strides  in 
bringing  adequate  facilities  to  many  coun- 
try districts.  This  is  fundamental  in  attract- 
ing and  keeping  doctors  in  their  localities. 
These  sparks  have  fired  the  enthusiasm  of 
others  to  go  out  and  do  likewise.  Such  accom- 
plished facts  go  to  show  how  important  it  is 
for  the  local  people  to  participate  financially 
and  spiritually  in  these  true  community  hos- 
pitals. Lacking  this  pride,  many  of  these 
built  may  fall  by  the  wayside. 

Recently,  health  educators  have  entered 
the  field  through  their  association  with  ex- 
tension bureaus  of  agricultural  colleges,  and 
we  have  brought  them  into  our  councils. 
These  specially  trained  individuals  with 
their  close  association  with  farm  groups 
have  the  potentially  of  doing  much  to  carry 
the  gospel  of  good  health,  hygiene,  good  nu- 


trition, sanitation  and  preventive  medicine, 
every  one  of  which  plays  an  important  part 
in  their  message. 

Of  course,  we  are  concerned  with  having 
an  adequate  number  of  doctors  to  supply  any 
area  needing  medical  services.  Just  as  in  the 
rural  population  in  general,  there  has  been, 
in  the  past,  a movement  of  doctors  into  ur- 
ban centers.  Reasons  for  this  are  obvious. 
The  fundamental  reasons  are  economic  and 
social.  Good  roads,  good  schools  and 
churches,  are  of  importance.  Good  roads, 
especially,  have  made  it  so  that  a doctor  can 
seiwe  a much  larger  area. 

A survey,  too,  may  show  that  an  area 
which,  on  a map,  appears  to  be  lacking  in 
physicians  may  be  adequately  served  by  doc- 
tors on  the  periphery.  There  is  a great  need 
for  good  surveys  which  will  get  at  the  facts 
and  show  whether  a doctor  is  really  needed. 
(One  individual  writing  in  asking  for  a doctor 
in  his  community  simply  desired  to  rent  a 
vacant  second  floor  over  his  store.)  One 
may  find  that  the  community  is  too  small 
to  support  a physician  and  that  the  area 
must  be  served  by  a medical  seiwice  center, 
where  public  health  facilities,  a few  beds, 
laboratory  and  minimal  x-ray  facilities  are 
constructed  for  use  of  several  doctors,  who 
pool  their  abilities  and  resources.  An  excel- 
lent point  about  such  practice  in  groups  is 
that  these  men  have  the  intellectual  stimula- 
tion that  comes  from  group  association.  Such 
centres  are  now  being  set  up  in  a few  areas 
under  the  Hill-Burton  Act  and,  in  my  opinion, 
are  more  suitable  for  many  small  communi- 
ties than  a fifty  bed  hospital.  Many  such 
areas  cannot  support  a hospital,  but  they 
can  support  the  less  expensive  medical  seiw- 
ice  centre,  especially  since  the  expense  of 
health  activities  are  in  part  borne  by  the 
state. 

The  American  Medical  Association, 
through  its  Council  or  Rural  Health  and 
Council  on  Medical  Service,  is  now  actively 
helping  the  states  and  physicians  in  their 
placement  plans.  Recently  a meeting  of  states 
having  good  working  plans  was  held  in 
Chicago. 

Recognizing  the  inability  of  our  National 
organization  to  dig  down  to  the  roots  of  the 
rural  problem,  the  Council  was  fortunate  in 
securing  the  services  of  Audrey  Gates,  a na- 
tionally known  figure  in  the  farm  world,  who 
enjoys  the  respect  and  confidence  of  these 
people.  He  has  visited  nearly  every  state  in 


Volume  37 
Number  12 


RURAL  MEDICAL  CARE:  MUHLHOLLAND 


397 


the  Union  at  least  once,  discussing  their  lo- 
cal problems,  giving  sage  advice,  and  getting 
doctors  and  farm  people  together.  You  have 
had  two  visits  from  him  here  in  Nebraska. 
Now  he  is  prepared  to  go  back  where  the 
links  in  the  chain  are  weakest,  and  carry  on 
this  work  where  it  is  most  needed.  He  is 
fascinated  by  the  challenge  and  brings  back 
to  us  many  problems  for  our  consideration. 

What  of  the  future  ? To  carry  on  with  the 
above  mentioned  phases  to  be  sure,  but  there 
are  other  vital  and  challenging  problems. 
Touching  the  heart  of  rural  medical  care  is 
that  of  expansion  of  coverage  under  prepay- 
ment hospital  and  service  plans.  How  best 
can  we  sell  these  to  our  rural  people  through 
agencies  such  as  the  Farm  Bureau,  Grange 
and  other  similar  organizations  where  the 
principal  of  group  coverage,  so  important  to 
the  success  of  these  plans,  can  be  carried 
through.  Above  all,  we  must  have  the  facili- 
ties heretofore  mentioned  so  that  hospital 
beds  are  available  to  service  these  plans.  Ex- 
perimentation with  broader  coverage  than 
hospital  care  is  within  the  realm  of  possi- 
blity. 

As  in  urban  areas,  the  care  of  the  indigent 
looms  large  in  any  future  plan.  An  analysis 
of  all  types  of  plans  existing  in  this  country 
is  being  made  by  a Committee  of  the  Council 
on  Medical  Service.  There  are  not  too  many, 
but  each  one  contributes  something  worth- 
while. We  hope  this  will  help  in  fitting  a 
plan  to  your  local  needs,  as  well  as  stimulat- 
ing interest  in  the  problem  in  general. 

Chronic  illness  and  care  of  the  aged,  ever 
increasing  problems,  dip  deeply  into  the 
rural  areas.  All  of  these  are  receiving  special 
study  and  attention.  We  must  not  overlook 
the  necessity  of  fitting  them  into  our  overall 
plans  for  looking  after  rural  groups. 

It  is  possible  only  to  touch  lightly  upon  the 
many  aspects  of  rural  medical  needs,  but  we 
must  not  forget  such  diseases  common  to  an- 
imals and  man,  as  brucellosis,  which  annual- 
ly causes  so  much  loss  to  the  farmer  and  re- 
sults in  chronic  illness  and  economic  loss  to 
the  population  as  a whole.  Doctors,  farmers, 
veterinarians  and  the  government  must 
work  together  towards  a solution  of  such 
problems.  Why  not  attack  brucellosis  with 
the  same  vigor  as  that  used  in  eradicating 
bovine  tuberculosis  as  a menace  ? 

The  Woman’s  Auxiliary  can  contact  the 
farm  women,  and  even  become  members  of 


their  orgnizations.  In  this  way  they  may 
help  educate  these  people  about  medical  care 
and  help  them  solve  the  worst  of  the  medical 
problems  in  their  rural  communities. 

In  closing,  may  I again  emphasize  that 
each  state  and  even  each  community  may 
have  its  own  peculiar  situation  for  which  a 
general  remedy  cannot  be  used.  Above  all,  let 
us  urge  doctors  to  get  together  with  farm 
groups,  study  their  needs,  discuss  their  prob- 
lems, and  try  to  find  a remedy.  Let  us  do  it 
locally  by  co-operation,  hard  work  and  ap- 
preciation of  a good  job  well  done.  Only 
through  such  an  effort  will  we  succeed  to  the 
point  that  we  appreciate  and  are  proud  of 
our  accomplishments,  and  let  us  do  it  now, 
and  show  the  social  planners  that  with  the 
aid  of  an  enlightened  citizenry  we  can  do  it 
ourselves. 


ATABRINE  REPORTED  EFFECTIVE  IN 
RHEUMATOID  ARTHRITIS 

The  antimalarial  compound  Atabrine  has  been 
successful  in  giving  marked  relief  to  22  of  23  pa- 
tients suffering  from  rheumatoid  arthritis,  and  in 
some  cases  has  proved  more  beneficial  than  corti- 
sone, according  to  a report  in  the  British  medical 
journal.  Lancet  (2:321,  August  16,  1952). 

The  tests  were  conducted  by  Dr.  A.  Freedman 
and  Dr.  Francis  Bach  at  Hackney  Hospital,  London, 
with  patients  who  were  kept  under  observation  for 
periods  ranging  from  six  weeks  to  8 months.  All 
23  cases  had  suffered  from  rheumatoid  arthritis 
for  more  than  two  years. 

In  an  attempt  to  hasten  improvement,  large  doses 
of  Atabrine  were  administered  initially,  but  were 
abandoned  in  favor  of  repeated  small  doses  of  0.1 
gm.  twice  daily.  Apart  from  physiotherapy,  14  pa- 
tients had  been  receiving  salicylates  only.  The  re- 
port states  that  with  Atabrine,  although  the  skin 
turned  yellow,  the  pain  gradually  eased  and  there 
was  less  need  for  analgesics.  Soft-tissue  swellings 
subsided,  and  movement  became  free  and  more  vig- 
orous. In  six  to  ten  weeks,  the  investigators  note, 
all  signs  of  joint  inflammation  disappeared. 

Dramatic  results  were  achieved  when  Atabrine 
was  given  to  six  patients  who  had  responded  “fairly 
well”  to  cortisone.  Four  of  the  six  patients  im- 
proved considerably,  marked  by  an  almost  com- 
plete disappearance  of  pain.  In  a fifth  patient 
with  severe  psorias's  ai’thropathica,  which  respond- 
ed well  to  both  ACTH  and  cortisone  but  relapsed 
when  treatment  was  stopped,  Atabrine  resulted  in 
total  elimination  of  the  rash.  No  active  arthritis 
was  noted  in  four  months’  observation,  the  doctors 
say. 

Steady  deterioration  was  noted  in  the  sixth  pa- 
tient, although  Atabrine  therapy  proved  more  bene- 
ficial than  treatment  with  cortisone.  Swelling  and 
tenderness  of  the  joints  subsided  completely  in  three 
patients  who  had  not  been  helped  by  a long  course 
of  gold,  the  British  doctors  point  out. 


The  Value  of  Spinal  Fluid  Pressure  Measurement 
in  Head  Injuries* 

WILBUR  A.  MUEHLIG,  M.D. 

From  the  Department  of  Surgery 
The  Cieighton  University  School  of  Medicine 
Omaha,  Nebraska 


Doctor  AAuehlig  admits  there  is  controversy  as  to  the 
wisdom  or  necessity  of  spinal  taps  in  patients  with  head 
injury,  that  this  measure  is  usually  unnecessary  for  diag- 
nostic purposes,  and  almost  never  for  therapeutic  reasons. 

He  points  out,  however,  a few  situations  in  which  he  be- 
lieves a spinal  tap,  chiefly  to  determine  the  pressure,  is 
very  helpful  in  ascertaining  a rising  intracranial  pressure, 
and  the  necessity  for  surgical  intervention. 

EDITOR 

The  use  of  spinal  puncture  following  head 
injury  is  somewhat  controversial.  Those  who 
are  against  it  say  that  it  may  be  dangerous, 
that  it  does  not  give  a true  measurement  of 
the  intracranial  pressure  in  every  case,  and 
that  it  is  not  necessary  for  diagnostic  pur- 
poses. In  my  opinion,  however,  spinal  punc- 
ture is  a valuable  and  relatively  safe  diag- 
nostic procedure  following  head  injury.  On 
the  other  hand,  it  probably  seldom  has  ther- 
apeutic value. 

The  most  important  reason  for  doing  spin- 
al puncture  following  head  injury  is  to  meas- 
ure the  pressure.  This  helps  to  decide  wheth- 
er or  not  a gross  hemorrhage  is  present. 
When  the  patient  is  conscious,  spinal  punc- 
ture is  not  necessary.  Also,  it  usually  is  not 
necessary  in  depressed  fracture,  where  the 
need  for  surgery  can  be  detennined  from  x- 
rays,  or  in  penetrating  wounds  which  require 
surgical  treatment  anyway. 

In  an  unconscious  head-injury  patient,  the 
most  important  problem  is  whether  or  not 
a gross  hemorrhage  is  present.  Such  a hem- 
orrhage, either  epidural  or  subdural,  is  sus- 
pected in  the  presence  of  increasing  intra- 
cranial pressure,  increasing  coma,  and  in- 
creasing localizing  signs.  Clinical  signs  of  in- 
creasing intracranial  pressure  such  as  deep- 
ening coma,  slowing  pulse  and  increasing 
blood  pressure,  are  helpful  but  are  not  al- 
ways reliable.  The  patients  who  are  conscious 
for  a time  after  injury  and  then  gradually 
lose  consciousness  nearly  always  have  mas- 
sive hemo  Thage  and  usually  require  the 
making  of  burr  holes  for  diagnosis  and 
treatment.  The  difficult  cases  from  the  diag- 
nostic standpoint  are  those  patients  who  are 
unconscious  immediately  after  the  injury 
and  remain  so.  Most  of  these  have  severe 

♦Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  15,  1951. 
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brain  injury  but  if  an  epidural  or  a subdural 
hemori’hage  can  be  diagnosed,  it  usually 
shouM  be  evacuated.  In  such  cases,  a meas- 
urement of  the  spinal  fluid  pressure  by  lum- 
bar puncture  is  of  considerable  help.  Definite 
elevation  of  spinal  fluid  pressure  in  such  a 
patient  suggests  that  a gross  hemorrhage  is 
present  and  that  surgery  may  benefit  him. 
On  the  other  hand,  deep  coma  from  the  time 
of  injury  usually  indicates  that  surgery  will 
be  unsuccessful  and,  if  the  patient’s  general 
condition  is  obviously  critical,  is  contraindi- 
cated. 

With  intracranial  hemorrhage  of  a type 
which  can  be  benefited  by  surgical  evacua- 
tion of  the  blood,  the  spinal  fluid  pressure 
usually  ranges  from  220  millimeters  to  over 
600  millimeters  of  water.  Rare  instances  of 
subdural  hematoma  have  been  reported  in 
which  normal  intracranial  pressures  were 
found,  i.e.  below  180  millimeters  of  water. 
When  there  is  no  massive  hemorrhage,  the 
pressure  frequently  is  normal  or  only  slightly 
elevated.  Incidentally  this  fact,  plus  exper- 
imental work,  has  shown  that  cerebral  ede- 
ma is  of  less  importance  following  head  in- 
jury than  was  formerly  assumed  and  this 
has  led  to  the  abandonment  of  routine  treat- 
ment with  hypertonic  solutions  administered 
intravenously.  Such  solutions,  for  the  most 
part,  seem  to  have  a very  brief  action  and 
are  probably  not  worth  while. 

Occasionally  increased  intracranial  pres- 
sure is  due  to  intracerebral  hemorrhage  or 
contusion.  It  is  likely  that  most  of  the  brain 
damage  takes  place  at  the  time  an  intracere- 
bral hemorrhage  occurs  and  it  seldom  helps 
to  evacuate  such  hemorrhages. 

If  the  spinal  fluid  pressure  is  found  to  be 
increased,  it  is,  of  course,  not  an  absolute  in- 
dication for  the  making  of  exploratory  burr 
holes  but  one  must  be  on  guard  and  keep 
such  treatment  in  mind.  On  the  other  hand, 
if  the  intracranial  pressure  is  normal  one 
may  usually  treat  the  patient  conservatively 
without  undue  risk.  It  should  be  remembered 
that  the  making  of  burr  holes  is  a relatively 
short  and  innocuous  procedure.  It  can  be  done 
under  local  anesthesia  and  does  not  cause 


Volume  37 
Number  12 


HEAD  INJURIES:  MUEHLIG 


399 


shock.  The  old  procedure  of  decompression 
by  removing:  a large  area  of  bone  to  let  the 
brain  expand  has  been  discarded  as  being  of 
no  value  as  well  as  dangerous  to  the  patient. 
On  the  other  hand,  the  making  of  burr  holes 
in  the  presence  of  epidural  or  subdural  hem- 
orrhage can  be  a life  saving  procedure. 

As  mentioned  earlier,  some  physicians  feel 
that  spinal  puncture  following  head  injury  is 
dangerous.  If  the  intracranial  pressure  is 
very  high,  it  is  possible  that  the  removal  of 
spinal  fluid  from  below  will  cause  the  medul- 
la and  cerebellar  tonsils  to  herniate  down  in- 
to the  foramen  magnum.  It  is  also  possible 
for  the  brain  stem  to  be  forced  against  the 
tentorium.  If  a high  intracranial  pressure  is 
found,  therefore,  only  a small  amount  of 
fluid  should  be  slowly  removed.  Such  cases 
are  relatively  rare  and  it  is  felt  that  the  ben- 
efits from  spinal  puncture  are  sufficiently 
great  to  warrant  the  risk  involved  in  a small 
percentage  of  patients.  A Queckenstedt  test 
should  not  be  done  in  patients  in  whom  the 
intracranial  pressure  is  high. 

Another  objection  sometimes  advanced  is 
that  the  pressure  as  measured  in  the  lumbar 
region  is  not  a true  measurement  of  the  in- 
tracranial pressure.  In  the  majority  of  in- 
stances I believe  that  it  is.  If  there  is  a com- 
plete block  at  the  foramen  magnum,  as  oc- 
casionally occurs  with  very  severe  brain  in- 
jury, it  is  quite  possible  that  the  pressure 
measurement  may  be  erroneous.  The  brain 
tissue  is  rather  soft,  however,  and  acts  al- 
most like  a liquid  in  transmitting  pressure. 
Therefore,  even  with  a block  at  the  foramen 
magnum,  increased  intracranial  pressure 
will  usually  be  evident  in  the  lumbar  region. 

It  is  sometimes  said  that  spinal  fluid  pres- 
sure measurement  is  not  necessary  for  diag- 
nostic purposes.  In  some  cases  the  diagnosis 
of  intracranial  hemorrhage  is  clear  without 
spinal  puncture.  In  many  instances,  however, 
the  clinical  signs  of  increased  intracranial 
pressure  are  unreliable,  as  pointed  out  above. 
The  pulse  may  be  relatively  normal  or  even 
rapid  instead  of  slow,  the  blood  pressure  does 
not  always  increase,  and  localizing  signs  are 
often  absent. 

A manometer  should  always  be  used  for 
pressure  measurement.  Estimation  of  pres- 
sure from  the  rate  of  flow  of  spinal  fluid  is 
very  inaccurate.  A water  type  manometer  is 
the  best  and  least  expensive. 


In  addition  to  pressure  measurement,  the 
presence  of  blood  in  the  spinal  fluid  should 
be  noted.  This  indicates  subarachnoid  hem- 
orrhage but  does  not  rule  out  epidural  or 
subdural  hemorrhage  since  either  of  these 
may  coexist  with  subarachnoid  or  intracere- 
bral bleeding. 

Generally  speaking,  spinal  puncture  usual- 
ly is  not  necessary  when  a head  injury  pa- 
tient first  comes  to  the  hospital.  Frequently 
an  unconscious  patient  will  regain  conscious- 
ness during  the  first  one  to  three  hours  after 
the  injury.  If  his  condition  is  not  getting  pro- 
gressively worse,  spinal  puncture  can  be 
postponed  and  often  will  not  be  necessary. 

From  the  therapeutic  standpoint,  spinal 
puncture  does  not  seem  to  be  of  much  value. 
If  a surgical  hemorrhage  is  present  the  blood 
must  be  removed.  If  the  increase  in  pressure 
is  due  to  contusion  or  laceration  and  edema, 
the  temporary  benefit  from  removal  of  spin- 
al fluid  does  not  seem  to  be  worth  while  and 
may  be  dangerous.  Such  patients  can  stand 
a good  deal  of  increased  intracranial  pres- 
sure and  still  recover.  Occasionally,  however, 
a patient  who  has  severe  headache  two  or 
three  days  after  a head  injury  may  benefit 
from  a spinal  puncture  and  the  removal  of 
sufficient  fluid  to  bring  the  pressure  down  to 
nonnal. 

SUMMARY 

The  indications  for  surgery  in  closed  head 
injuries,  other  than  depressed  fractures,  are: 
Increasing  intracranial  pressure;  increasing 
stupor ; and,  increasing  localizing  signs.  Spin- 
al puncture  with  pressure  measurement  is  a 
helpful  and  reasonably  safe  diagnostic  pro- 
cedure in  such  cases. 


Even  in  a community  with  plenty  of  tuberculosis 
beds  it  can  hardly  be  expected  that  every  patient 
with  chronic  tuberculosis  and  positive  sputum  be 
hospitalized  indefinitely.  For  example,  the  intelli- 
gent and  relatively  asymptomatic  elderly  patient, 
unsuitable  for  additional  therapy  other  than  rest, 
retired  on  a pension  and  living  in  a home  without 
children,  can  remain  at  home  without  excessive 
danger  to  himself  or  to  others.  The  irresponsible 
bar  fly,  who  finally  persuades  the  tavern  owner  to 
let  him  wait  on  table  or  work  in  the  kitchen  to  help 
pay  for  his  drinks,  clearly  needs  continued  institu- 
tionalization of  some  kind.  Even  where  tuberculosis 
beds  are  limited,  and  when  there  is  little  to  offer 
therapeutically,  it  is  justifiable  to  use  every  reason- 
able means  to  confine  such  a patient  to  a sanatorium 
or  hospital  indefinitely.  (Committee  on  Therapy, 
American  Trudeau  Society,  The  American  Review 
of  Tuberculosis,  May,  1952. 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans'  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 


Organization  Section 

DOCTOR  DRAFT 

Preparations  for  extending  the  physician- 
dentist-veterinary  draft  law,  which  expires 
next  June  30,  have  been  given  top-level  con- 
sideration in  recent  Pentagon  conferences. 
Defense  Department  officials,  along  with 
representatives  of  other  federal  agencies  and 
professional  associations,  have  been  work- 
ing on  the  problems  incident  to  the  extension 
of  the  professional  draft.  Public  Law  779. 

Spokesmen  for  the  American  Medical  As- 
sociation, dentists,  veterinarians,  hospitals, 
medical  schools.  Defense  Department’s  man- 
power division.  Selective  Service  and  the 
Rusk  Committee  have  all  met  with  the 
Armed  Forces  Medical  Policy  Council  in  an 
effort  to  formulate  plans  which  will  insure 
an  adequate  supply  of  these  professional 
skills  in  the  military  services. 

Following  the  first  meeting  held  in  the 
Pentagon,  a Defense  Department  officer  list- 
ed the  following  points  as  the  immediate 
problems  involved: 

1.  Medical  Priorities  I and  II  will  soon  be 
exhausted,  thus  future  requirements  will 
have  to  be  met  from  Priorities  III  and  IV. 
Questionnaires  have  already  been  sent  to 
many  physicians  in  Priority  III.  (As  stated 
earlier  in  the  journal,  this  is  being  done 
merely  to  determine  the  size  and  availability 
of  this  priority’s  manpower  pool). 

2.  There  aren’t  enough  young  men  in  Pri- 
ority III  to  meet  military  requirements  for 
long.  Unless  the  younger  men  in  Priority 
IV  are  made  available  by  a change  in  the 
law,  the  armed  forces  would  be  offered  too 
many  men  of  colonel  and  major  age  and  ex- 
perience ; not  enough  for  captain  and  lieuten- 
ant commissions.  The  conference  brought 
out  the  fear  that  dislocating  physicians  of  15 
and  20  years  experience  from  civilian  prac- 
tice would  create  additional  problems. 

3.  The  age  and  experience  level  of  Priority 
IV  men  make  many  of  them  more  acceptable, 
but  it  is  possible  that  a high  percentage  of 
them  have  already  had  two  or  more  years  of 
active  military  duty.  But  these  men  can’t 
be  called  until  Priority  III  has  been  used  up. 

4.  The  professional  manpower  shortage 
will  continue  until  1958,  when  enough  non- 
veterans, currently  deferred  from  the  regu- 
lar draft  to  complete  their  medical  training, 
will  be  available  to  meet  most  militaiw  re- 
quirements. 
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As  this  was  written,  no  conclusions  had 
been  reached,  nor  had  representatives  of  the 
various  professions  been  asked  to  pledge  sup- 
port for  an  extension  of  Public  Law  779.  You 
will  be  kept  fully  informed  on  this  situation 
through  the  journal  and/or  the  bulletins. 


NATIONAL  EDUCATION  CAMPAIGN 
ENDS 

It  should  be  officially  noted  that  the  Na- 
tional Education  Campaign  has  been  ended. 
The  decision  to  terminate  this  part  of  the 
fight  against  socialized  medicine  came  when 
Mr.  Clem  Whitaker  and  Miss  Leone  Baxter, 
campaign  directors,  asked  to  be  relieved  of 
their  assignments  in  order  to  join  in  the 
crusade  that  has  subsequently  placed  Gen- 
eral Eisenhower  in  the  White  House.  Their 
resignations  came  simultaneously  with  that 
of  Dr.  Elmer  Henderson  as  Chairman  of  the 
Coordinating  Committee,  which  was  the 
group  that  supervised  the  overall  fight 
against  compulsory  health  insurance. 

As  a matter  of  record,  it  should  also  be 
noted  that  Whitaker  and  Baxter  recommend- 
ed in  the  spring  of  1951  that  their  part  in 
the  fight  be  brought  to  a close  when  it  be- 
came apparent  that  the  Congress  was  not 
in  the  mood  to  even  consider  the  adminis- 
tration’s health  insurance  scheme.  When 
this  recommendation  was  taken  to  the  House 
of  Delegates  at  the  1951  Annual  Session  in 
Atlantic  City,  the  House  rejected  it  and  asked 
Whitaker  & Baxter  to  continue  on  a half- 
time basis.  This  they  agreed  to  do. 

Physicians  all  over  America  have  ex- 
pressed their  gratitude  for  the  outstanding 
work  Whitaker  & Baxter  have  done  on  be- 
half of  the  profession.  It  is  generally  recog- 
nized that  without  this  efficient,  loyal  couple, 
medicine  in  America  would  now  be  practiced 
on  a scale  comparable  to  that  now  existing 
in  Great  Britain.  As  a further  indication  of 
their  loyalty  and  zeal  for  the  cause  of  medi- 
cine, Dr.  Louis  Bauer,  A.M.A.  President,  told 
the  House  of  Delegates  at  the  1952  session 
in  Chicago  that  even  though  Whitaker  & 
Baxter  were  officially  retained  on  only  a 
half-time  schedule  — and  half-time  salary  — 
they  were,  nevertheless,  devoting  almost 
their  full  time  to  the  job. 

While  Whitaker  & Baxter  have  left  the 
scene.  Dr.  Bauer  has  assured  the  profession 
that  the  fight  against  socialized  medicine 
will  never  cease  as  “long  as  attempts  are 


made  to  shackle  the  people’s  health  in  bu- 
reaucratic red  tape.’’ 


CRIPPLED  CHILDREN’S  CLINIC 

December  6 — Alliance,  St.  Joseph’s  Hos- 
pital; Fritz  Teal,  M.D.,  or  Howard  Mitchell, 
M.D.,  and  G.  E.  Stafford,  M.D. 

December  20 — Kearney,  Good  Samaritan 
Hospital;  W.  W.  Bartels,  M.D.,  or  C.  Fred 
Ferciot,  M.D.,  and  J.  A.  Henske,  M.D. 


Announcements 

The  American  College  of  Surgeons  an- 
nounces the  first  of  a series  of  Sectional 
Meetings  for  1953,  to  be  held  at  the  Nether- 
lands Plaza  Hotel  in  Cincinnati,  Ohio,  Jan. 
19-21,  1953.  Other  such  meetings  will  be 
held  as  follows:  Atlanta,  Georgia,  Febr.  23- 
24 ; Boston,  Mass.,  March  2-5 ; Salt  Lake  City, 
Utah,  March  20-21 ; Oklahoma  City,  Okla., 
March  24-25;  Los  Angeles,  Calif.,  March  30- 
31 ; Calgary,  Alberta,  April  23-24 ; and  San 
Paulo,  Brazil,  Febr.  9-12. 


The  Chemotherapy  of  Tuberculosis  will  be 
the  subject  discussed  on  Saturday,  December 
27th,  at  Kiel  Assembly  Hall,  St.  Louis,  Mis- 
souri, at  the  119th  Meeting  of  the  American 
Association  for  the  Advancement  of  Science. 
Physicians  and  scientists  of  wide  renown 
will  speak  on  the  various  aspects  of  this  time- 
ly subject.  For  additional  details  write  Mr. 
Delmar  R.  Serafy,  500  Brandeis  Theatre 
Building,  Omaha,  Nebraska. 


Phenylbutazone,  which  is  sold  under  the 
trade  name  of  Butazolidin,  is  quite  effica- 
cious in  relieving  symptoms  due  to  arthritis, 
particularly  the  rheumatoid  type.  It  is  not 
yet  known  whether  it  is  simply  analgesic  or 
actually  antirheumatic.  A warning  has  ap- 
peared in  recent  articles  in  the  Journal  of 
the  American  Medical  Association  that  it 
may  cause  serious  side  effects.  Its  toxicity 
is  not  yet  clearly  defined  and  it  should  not  be 
given  indiscriminately  or  without  adequate 
observation  of  the  patient. 

ATTENTION ! St.  Louis  University  School 
of  Medicine  Alumni ! During  the  Interim 
Session  of  the  A.M.A.  at  Denver,  on  Decem- 
ber 3,  in  the  Onyx  Room,  Brown  Palace  Ho- 
tel, Alumni  Dinner  and  Smoker.  Refresh- 
ments at  6:00  p.m.,  dinner  and  entertain- 
menat  at  7 :00  p.m.  Speaker,  Rev.  Francis  J. 
O’Reilly,  S.J. 
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BLUE  SHIELD  PLAN  — WOMAN'S  AUXILIARY 


Nebr.  S.  M.  Jour. 
December,  1952 


Know  Your 
Blue  Shield  Plan 

A revised  edition  of  the  booklet,  “Schedule  of 
Benefits  and  Instructions  to  Physicians”  will  be 
published  soon.  A copy  of  this  manual  will  be 
mailed  to  all  Nebraska  physicians  about  Januaiy  1. 


The  question,  “Do  Blue  Cross  and  Blue  Shield 
provide  benefits  for  polio?”  is  frequently  asked. 
The  answer  is  “Yes.”  All  regular  membership 
benefits  do  apply  toward  hospital  and  medical  care 
of  polio  patients.  (90  days  hospital  care  per  ad- 
mission and  90  days  in-hospital  medical  care). 


SEPTEMBER  SUMMARY 

Blue  Blue 

Cross  Shield 

Membership, 

October  1,  1952 235,444  203,481 

Cases  in  September 3,186  4,905 

Payments  in  September $199,256.98  $137,664.08 

Per  cent  of  Income  for  Cases  90.24  77.00 

Three  dinner  meetings  for  doctoi-s’  office  person- 
nel were  held  in  Omaha  during  November,  under 
joint  sponsorship  of  the  Omaha-Douglas  County 
Medical  Society  and  the  Blue  Cross-Blue  Shield 
Plans.  Doctors’  secretaries,  assistants  and  office 
nurses,  in  groups  of  fifty,  attended  the  meetings  as 
guests  of  Blue  Cross-Blue  Shield,  to  discuss  the 
public  relations  program  of  the  medical  society  and 
prepayment  health  care. 


Reminder:  There  is  still  a little  time  to  include, 

in  the  new  Roster  of  Participating  Physicians,  the 
names  of  those  doctors  who  have  not  yet  signed  and 
returned  their  Amendment  to  the  Agreement,  and 
those  who  have  not  signed  as  Participating  Physi- 
cians. For  listing,  these  signed  forms  must  be  re- 
ceived by  Blue  Shield  by  December  15. 


As  of  December  1,  approximately  eighty  per  cent 
of  the  Nebraska  Blue  Cross-Blue  Shield  members 
were  converted  to  the  new  membership  agreements 
and  increased  beneftis  at  the  higher  rates.  The  re- 
mainder, whose  payment  dates  will  fall  during  the 
next  few  months,  will  be  eligible  for  the  increased 
benefits  when  they  receive  their  new  agreements 
and  make  payment  at  the  new  rates.  Blue  Cross 
members  will  be  entitled  to  90  days  of  hospital  care 
per  admission.  Blue  Shield  now  provides  90  days 
of  In-Hospital  medical  care  per  admission,  and 
pays  $60  for  normal  delivery.  Income  limits  for 
Blue  Shield  service  benefits  are  $2,400  (single)  and 
$3,200  (family). 


In  Detroit,  a five-year  program  for  the  control 
of  tuberculosis  cost  $200,000  a year,  and  saved  $1,- 
400,000  a year  in  sanatorium  costs  alone.  C.-E.A. 
Winslow,  The  Cost  of  Sickness  and  the  Price  of 
Health,  WHO  Monograph  Series,  No.  7,  1951. 


The  Woman's  Auxiliary 

PRESIDENT’S  LETTER 

The  Annual  Conference  of  Presidents  and 
Presidents-elect  of  Woman’s  Auxiliaries  is 
without  doubt  the  most  stimulating  experi- 
ence that  comes  to  a president  during  her 
work  in  Auxiliary.  I have  just  returned 
from  the  Chicago  Conference  proud  of  our 
Nebraska  accomplishments,  aware  of  our 
weaknesses,  and  eager  to  pass  on  to  our  mem- 
ber auxiliaries  the  enthusiasm  of  our  fellow 
auxiliary  workers  throughout  the  country. 

Forty-three  state  presidents,  forty  presi- 
dents-elect, national  officers  and  committee 
chairmen  brought  well  over  one  hundred 
workers  together  to  discuss  the  goals  of  the 
Auxiliary  and  exchange  ideas  for  reaching 
these  goals.  Eight  panel  discussions  were 
participated  in  by  presidents  of  state  aux- 
iliaries. In  addition  publications,  convention 
mechanics.  World  Medical  Association,  Blue 
Cross-Blue  Shield,  finances,  etc.,  were  dis- 
cussed by  individual  speakers. 

Following  so  closely  the  November  4th 
election,  the  entire  meeting  held  a feeling  of 
optimism  combined  with  a deep  sense  of  re- 
sponsibility. Guest  speakers  particularly 
stressed  the  need  for  a continuing  careful 
watchfulness  by  all  of  us  interested  in  the 
preservation  of  our  liberties. 

Dr.  Ernest  B.  Howard,  Assistant  Secre- 
tary of  the  A.M.A.,  pointed  out  that  the  con- 
servative victory  in  the  election  means  that 
organizations  such  as  the  A.M.A.  are  re- 
lieved of  the  political  dagger  in  the  back  and 
can  devote  fuller  attention  to  their  positive, 
constructive  program.  “We  must  create  a 
positive  public  relations  climate  among  lead- 
ers in  other  organizations,’’  he  continued, 
“where  criticism  against  medical  work  can- 
not live,  a climate  in  which  cultism  cannot 
live.  Our  biggest  job  for  the  next  few  years 
is  to  cement  the  favorable  opinion  of  our 
friends  and  answer  the  attacks  of  our 
enemies.’’ 

Mr.  Arthur  L.  Conrad,  President  of  the 
Heritage  Foundation,  addressed  the  Thurs- 
day luncheon  on  the  subject  “The  Meaning 
of  Education  in  the  Modern  World.”  He 
cited  many  examples  of  the  encroachment  of 
socialism  and  communism  in  the  text  books 
of  our  grade  schools,  high  schools,  and  uni- 
versities, and  urged  watchfulness  lest  our 
children  be  influenced  by  this  method. 

Mrs.  Oscar  Ahlgren,  President,  General 
Federation  of  Women’s  Clubs,  was  the  inspir- 
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ational  speaker  at  the  Friday  luncheon,  her 
subject,  “The  Time  Has  Come.”  In  a charm- 
ing manner  and  with  many  quotes  from  her 
beloved  Hoosier  authors,  she  urged  a return 
to  the  five  ideals  of  Appreciation,  Friendli- 
ness, Ambition,  Responsibility  and  Spiritu- 
ality. 

This  will  be  my  last  Presidents  Confer- 
ence. May  I pass  on  to  my  successors  my  en- 
thusiasm for  its  inspiration  and  value. 

MIRIAM  GARLINGHOUSE. 

President. 


READ  THE  EDITORIALS  IN  YOUR 
JOURNAL,  TODAY! 

Auxiliary  membership  to  the  A.M.A.  totaled  60,187 
for  1951-52.  The  goal  for  1952-53  is  65,000.  Won’t 
you  help  us  reach  that  goal?  Join  your  local  aux- 
iliary! If  there  is  no  auxiliary  In  your  area,  become 
a member-at-large.  Dues  for  members-at-large  are 
three  dollars,  one  dollar  national,  two  dollars  state, 
and  can  be  sent  to  Mrs.  George  Covey,  Treasurer, 
2900  Jackson  Drive,  Lincoln. 

Every  doctor’s  wife  should  read  the  editorial  on 
the  International  Labor  Organization  in  the  Sep- 
tember issue  of  the  Nebraska  State  Medical  Journal. 
This  back  door  threat  of  socialized  medicine  is  still 
with  us.  The  I.L.O.  has  worked  consistently  for 
the  same  program  since  1927  and  will  not  give  up 
in  the  face  of  the  present  political  setback.  Keep 
track  of  this  organization. 


QUOTES  FROM  THE  PRESIDENT’S 
CONFFERENCE 

“The  only  thing  necessary  for  the  triumph  of  evil 
is  that  good  men  and  good  woman  do  nothing.” 

— Arthur  L.  Conrad. 

“The  American  Heritage  is  the  Free  Individual.” 

— Arthur  L.  Conrad. 

“Appreciation  — a gift  everyone  loves  and  it 
doesn’t  cost  a cent.” 

— Mrs.  Oscar  Ahlgren. 

“Ambition  to  be  a virtue  must  be  for  the  cause, 
not  for  the  individual.” 

— Mrs.  Oscar  Ahlgren. 


Dr.  and  Mrs.  Alan  Campbell  of  Lincoln  attended 
the  national  meeting  of  Medical  Directors  of  Insur- 
ance Companies  which  was  held  at  the  Ambassador 
Hotel  in  Los  Angeles  the  last  week  in  October. 
The  Campbells  returned  to  Lincoln  by  way  of  Beau- 
mont, Texas,  where  they  enjoyed  a week  of  resting 
and  hunting. 

Dr.  and  Mrs.  James  Donelan  of  Omaha  also  at- 
tended the  Medical  Directors  meeting  in  Los  An- 
geles. 

The  Lancaster  County  Medical  Auxiliaiy  will  hold 
their  annual  Christmas  dance  in  the  Terrace  Room 
of  the  Lincoln  Hotel  on  December  6th.  There  will  be 
a social  hour  from  6:00  to  8:00.  Dinner  and  dancing 
will  follow. 

Dr.  and  Mrs.  R.  J.  Stein,  Dr.  and  Mrs.  Robert 
Hillyer  and  Dr.  and  Mrs.  Robert  Garlinghouse  are 
members  of  the  committee  in  charge  of  arrange- 
ments. 

Dr.  and  Mrs.  Paul  Marx  announce  the  birth  of  a 
daughter.  Sari  Jay  on  October  12th.  Mrs.  Marx  is 


Today’s  Health  chairman  for  the  Nebraska  State 
Medical  Auxiliary. 

Master  John  G.  Wiedman  arrived  on  November 
14th  to  make  his  home  with  Dr.  and  Mrs.  John 
Wiedman.  Dr.  Wiedman  has  come  to  Lincoln  re- 
cently to  practice  surgery  with  his  father,  Dr.  Earl 
V.  Wiedman. 


News  and  Views 

The  National  Professional  Committee  for 
Eisenhower  and  Nixon  has  finished  its  work 
so  far  as  the  just-past  election  is  concerned. 
It  seems  only  fair  to  say  that  this  group  rep- 
resenting medicine,  law,  dentistry,  engineer- 
ing, pharmaceutical  manufacturing,  account- 
ants and  perhaps  others,  undoubtedly  aided 
in  the  landslide  for  better  government.  Doc- 
tors should  be  aware  of  the  fact  that  Clem 
Whitaker  and  Leone  Baxter  of  the  firm  of 
Whitaker  and  Baxter  directed  the  cam- 
paigns of  this  committee.  They  did  so  with- 
out remuneration,  even  to  the  extent  of  pay- 
ing their  own  expenses.  This  was  one  of 
their  contributions  to  better  government. 


According  to  the  Capitol  Clinic,  the  fol- 
lowing are  some  of  the  things  to  which  the 
President-Elect,  General  Eisenhower,  is  fav- 
orable : 

1.  Definitely  opposed  to  compulsory  health 
insurance  or  any  form  of  socialism. 

2.  The  support  of  medical  education  with- 
out resort  to  federal  financial  assistance. 

3.  Reasonable  tax  reductions  for  self-em- 
ployed individuals  in  order  that  they  may 
establish  pension  funds  for  themselves. 

4.  A “firm  assessment”  of  the  Veterans 
Administration’s  medical  care  program. 

5.  Continued  support  of  scientific  re- 
search, development  of  adequate  hospital 
services  and  an  extension  of  social  security. 


DR.  MORRIS  NIELSEN 

Dr.  Morris  Nielsen,  “doctor  of  medicine, 
humanitarian  and  citizen,”  was  the  first 
member  of  the  medical  profession  to  receive 
the  Lincoln  Kiwanis  Club’s  Medal  for  Distin- 
guished Service.  The  presentation  of  this 
award  was  made  at  the  Lincoln  Chamber  of 
Commerce  on  Friday,  November  21st,  by  the 
club’s  president,  Mr.  H.  C.  Henderson.  Dr. 
Harold  Morgan  spoke  in  tribute  to  Doctor 
Nielsen’s  long  service  to  medicine  and  hu- 
manity. Doctor  Nielsen  is  the  twenty-ninth 
recipient  of  this  award  but  the  first  physician 
to  be  so  highly  honored. 
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DOUGLAS 

OMAHA— 

Adams.  Payson 

307  Medical  Arts  Bldg. 
Aita.  John  A. 

607  Medical  Arts  Bldg. 
Albertson,  L.  C. 

912  Medical  Arts  Bldg. 
Allen,  John  F.  (Life) 

6905  Farragut.  Woodlawn, 
Hyattsville,  Md. 

Alliband,  George  T. 

1020  Medical  Arts  Bldg. 
Andersen.  Alfred  C. 

4826  South  24th  St. 
Ander-en,  M.  C. 

1120  Medical  Arts  Bldg. 
Anderson,  Frank  J. 

6104  Military’  Ave. 
Anderson,  Harley  E. 

1107  Medical  Arts  Bldg. 
Anderson,  I^wrence  L. 

1314  Medical  Arts  Bldg. 
Anderson.  Leo 

207  Medical  Arts  Bldg. 
Anthony,  Arthur  C. 

5901  Military  Ave. 
Armbrust,  Walter 

5401  I^eavenworth  St. 

Bach,  Stanley  M. 

304  South  42nd  St. 

Bantin,  C.  F. 

626  Omaha  Loan  & Bldg. 
Bantin,  E.  W. 

440  Aquila  Court 
Baptist.  John  (Life) 

3624  North  30th  St. 

Barry,  M.  W. 

1416  Medical  Arts  Bldg. 
Barta,  Frank  R. 

324  City  Natl.  Bank  Bldg. 
Bartek,  Julius  C. 

619  Barker  Bldg. 

Bartos,  Paul 
1622  Vinton 
Beber.  Meyer 

631  Medical  Arts  Bldg. 
Best.  R.  Russell 

527  Medical  Arts  Bldg. 
Bisgard,  J.  Dewey 

1420  Medical  Arts  Bldg. 
Black.  Albert  S.,  Jr. 

1613  Medical  Arts  Bldg. 
Bleicher.  Jerome  E. 

2320  L St. 

Bliss.  Rodney  W.  (Life) 

1120  Medical  Arts  Bldg. 
Block.  Max 

432  Brandeis  Theatre  Bldg. 
Boler.  Thos.  D. 

718  Barker  Bldg. 
Bonniwell,  Cha«.  M. 

8613  North  30th  St. 
Borghoff.  J.  A. 

1319  Medical  Arts  Bldg. 
Boyne.  H.  N. 

1302  Medical  Arts  Bldg. 
Bozarth.  Elton  P. 

4617  North  24th  St. 
Bradley.  James  D. 

Ills  Medical  Arts  Bldg. 
Brazer,  J.  G. 

63rd  and  Maple  St. 
Brinkman.  H.  H. 

6014^4  Military  Ave. 
Brodkey.  M.  H. 

320  Medical  Arts  Bldg. 
Brousseau.  Edward  R. 

3543  North  59th  St. 

Brown.  Alfred 

1618  Medical  Arts  Bldg. 
Brown,  I^oy  T. 

(Service) 

Brush.  John  H. 

1326  Medical  Arts  Bldg. 
Bryngelson,  Jared  L. 

63rd  and  Maple  St. 

Bucholz.  Donald  J. 

478  Aquila  Court 
Burney.  Dwight  W. 

527  Medical  Arts  Bldg. 
Burns.  B.  C. 

421  Farm  Credit  Bldg. 

Bu  hman,  L.  B.  (Life) 

627  City  Natl.  Bank  Bldg. 
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Calif  as.  W.  F.  (Life) 
Pasadena  2,  Calif. 

Cameron,  O.  J. 

1520  Medical  Arts  Bldg. 
Campbell,  Louis  S. 

527  Medical  Arts  Bldg. 
Camazzo,  S.  J. 

712  Barker  Bldg. 

Carp,  Oscar 

516  Medical  Arts  Bldg. 
Cassidy,  W.  A. 

1020  Medical  Arts  Bldg. 
Catania.  Nancy 

418  Brandeis  Theatre 
Christensen,  Julius 

1326  Medical  Arts  Bldg. 
Christlieb,  J.  M. 

47021/2  So.  24th  St. 

Clark.  George 
1817  Vinton  St. 

Clarke,  F.  S.  (Life) 

314  Medical  Arts  Bldg. 
Cloyd,  A.  D.,  Jr. 

316  Medical  Arts  Bldg. 
Cochran,  Robert  M. 

452  Aquila  Court 
Comine.  J.  J. 

820  Medical  Arts  Bldg. 
Connolly,  E.  A. 

502  Medical  Arts  Bldg. 
Cook.  Lyman  J. 

1612  Medical  Arts  Bldg. 
Cotton,  Walter  T. 

708  Medical  Arts  Bldg. 
Courtney,  J.  E. 

730  City  Natl.  Bank  Bldg. 
Crofoot,  Michael 

1407  Medical  Arts  Bldg. 
Davis.  Edwin 

1436  Medical  Arts  Bldg. 
Davis,  Edwin,  Jr. 

1436  Medical  Arts  Bldg. 
Davis.  Herbert  H. 

1204  Medical  Arts  Bldg. 
Davis,  J.  Allan 
425  Aquila  Court 
Davis,  J.  Calvin 
425  Aquila  Court 
Davis.  W.  W.  (Life) 

Los  Angeles.  Calif. 
DeLanney.  L.  A. 

721  Medical  Ai-ts  Bldg. 
DeLong.  Henry  L. 

140  South  40th  St. 
Dendinger.  W.  M. 

1036  Redick  Tower 
Dickinson.  Robert  H. 

3610  Dodge 
DiStefano.  Carmelo 

721  Medical  Arts  Bldg. 
Doan,  Duaine  I. 

402  Aquila  Court 
Donahue.  Francis  D. 

274  Aquila  Court 
Donelan.  James  P. 

Guar.  Mutual  life.  Ins.  Co. 
Dow.  A.  G. 

314  Medical  Arts  Bldg. 
Dowell.  D.  A. 

816  Medical  Arts  Bldg. 
Drdle,  Theodore 
460  Aquila  Court 
Drozda.  Joseph  P- 
511  Redick  Tower 
Dunn.  F.  Lowell 

737  Medical  Arts  Bldg. 
Dworak.  Henry  L. 

612  Medical  Arts  Bldg. 
Dwyer.  J.  R.  (Life) 

Council  Bluffs,  la. 

Eagle.  Frank  L. 

1620  Medical  Arts  Bldg. 
Egan,  Richard  L. 

St.  Josephs  Hospital 
Egan.  Wm.  J. 

456  Aquila  Court 
Eggers,  H.  E. 

4201  Dodge  St. 

Elstron.  Harry  R. 

4930  So.  24th  St. 

Endres,  Gregory  L. 

5811  Military  Ave. 

Engdahl,  Wallace  E. 

8613  No.  30th  St. 

Everitt.  N.  J. 

4838  So.  24th  St. 


Ewing,  Ben  F. 

220  Medical  Arts  Bldg. 
Ewing.  John  D. 

220  Medical  Arts  Bldg. 
Farrell.  Chester  H. 

721  Medical  Arts  Bldg. 
Farrell,  Robert  F. 

411  Medical  Arts  Bldg. 
Fellman,  A.  C. 

316  City  Natl.  Bank  Bldg. 
Filkins,  John  C. 

415  CJity  Natl.  Bank  Bldg. 
Findley,  David 
446  Aquila  Court 
Findley,  Palmer  (Life) 

446  Aquila  Court 
Finegan,  James 

415  Medical  Arts  Bldg. 
Finlayson,  Allister 

1527  Medical  Arts  Bldg. 
Fitzgerald.  Thomas  D. 

Creighton  University 
Fitzgibbons,  Robert 
443  Aquila  Court 
Fleishman,  Max 
260  Aquila  Court 
Follman,  J.  C. 

Rm.  9,  306  So.  24th  St. 
Foster,  Miles  E.,  Jr. 

1521  Rockbrook  Road 
Francis.  Marvin  B. 

106  W.  20th  St..  Bellevue 
Frandsen.  Charles 

1120  Medical  Arts  Bldg. 
Frank.  Muriel  M. 

Methodist  Hospital 
Freed.  Albert  E. 

5010  Dodge  St. 

Freymann.  John  J. 

1113  Medical  Arts  Bldg. 
Gardiner,  J.  F. 

628  Medical  Arts  Bldg. 
Gatewood.  John  W. 

326  Medical  Arts  Bldg. 
Gedgoud,  John  L. 

304  So.  42nd  St. 

George.  John  H. 

(Service) 

Gerald.  H.  F. 

2871  Newport  Ave.  ^ 
Giffen.  Horace  K. 

Immanuel  Hospital 
Gifford.  Harold 

1620  Medical  Arts  Bldg, 
GilHck,  F.  G. 

Dean,  Creighton  University 
Gleeson,  John  J. 

601  City  Natl.  Bank  Bldg. 
Greenberg,  A. 

320  Medical  Arts  Bldg. 
Greenberg.  M.  M. 

516  Medical  Arts  Bldg. 
Greene.  Arthur  M. 

629  Medical  Arts  Bldg. 
Grier.  John  J. 

1307  Medical  Arts  Bldg. 
Grier,  M.  E. 

1307  Medical  Arts  Bldg. 
Gross.  Joseph  F. 

1140  Medical  Arts  Bldg. 
Gumett,  Thos.  J. 

802  Medical  Arts  Bldg. 
Hahn,  W.  N. 

517  City  Natl.  Bank  Bldg. 
Hall.  Lynn  T. 

1204  Medical  Arts  Bldg. 
Hamilton.  Frank  T. 

614  Barker  Bldg, 

Hamsa.  W.  R. 

527  Medical  Arts  Bldg. 
Hankins,  Chas.  R. 

1414  Medical  Arts  Bldg, 
Hansen.  Clifford  H. 

527  City  Natl.  Bank  Bldg. 
Hardy.  C.  C. 

1216  Medical  Arts  Bldg. 
Karris,  T.  T. 

1007  Medical  Arts  Bldg. 
Hartigan.  John  D. 

802  Medical  Arts  Bldg. 
Hartmann.  Clarence 
6603  North  30th  St. 

Hays,  Edward  R. 

(Deceased  9-8-52) 

Hellwig.  J.  W.  (Life) 

5221  Jones  St. 


Hennegan,  G.  F. 

6110  Military  Ave. 

Henske,  J.  A.  (Life) 

1312  North  40th  St. 

Herbert.  H.  J. 

415  City  Natl.  Bank  Bldg. 
Hermann,  Harlan  T. 

1436  Medical  Arts  Bldg. 
Heuman,  J.  M.  F.  (Life) 

6110  Military  Ave. 

Heywood,  L.  Thomas 
1307  Medical  Arts  Bldg. 
Hickey,  Charles 
Bennington,  Nebr. 

Hill,  F.  C. 

430  Acquila  Court 
Hoffman,  L.  O. 

1012  Medical  Arts  Bldg. 
Holden.  W.  J. 

462  Acquila  Court 
Horwich,  Joseph  M. 

717  Kilpatrick  Bldg. 

Hotz.  Harley 

1013  Redick  Tower 
Howard.  M.  C. 

802  Medical  Arts  Bldg. 
Hruby,  Allan  J. 

2906  Leavenworth 
Hughes.  Leo  V. 

3610  Dodge 
Hull,  Wayne  M. 

104  South  39th  St. 
Hungerford,  Wm.  E. 

1904  Spencer  St. 

Hunt,  H.  B. 

Methodist  Hospital 
Isacson.  Sven 

826  City  Natl.  Bank  Bldg. 
Iwerson,  Frank  J. 

915  Medical  Arts  Bldg. 
Jackson.  Donald  R. 

5010  Dodge  St. 

Jahr.  Herman  M. 

Ill  South  39th  St. 

James,  C.  S. 

615  Medical  Arts  Bldg. 
Jenkins,  Harry  J. 

1113  Redick  Tower 
Jensen,  Werner  P. 

1420  Medical  Arts  Bldg. 
Johnson,  A.  C. 

326  Medical  Arts  Bldg. 
Johnson,  George  N. 

4803  South  24th  St. 

Johnson.  Hennan  F. 

831  Medical  Arts  Bldg. 
Johnson,  J.  A. 

602  Omaha  Loan  & Bldg. 
Johnson,  Richard  N. 

4803  South  24th  St. 

Jones.  Wesley 

2715  North  24th  St. 

Joyer.  Robert  M. 

2549  Famam  St. 

Judd.  J.  H. 

1020  Medical  Arts  Bldg. 
Kadavy,  G.  J. 

2703  South  16th  St. 

Kalin.  John  A. 

2204  Military  Ave. 
Kammandel,  Henry 

307  Medical  Arts  Bldg. 
Keegan.  J.  Jay 

1527  Medical  Arts  Bldg. 
Kelley,  J.  Whitney 

1104  City  Natl.  Bank  Bldg. 
Kelley.  Wm.  E. 

1104  City  Natl.  Bank  Bldg. 
Kelly.  James  F. 

816  Medical  Arts  Bldg. 
Kelly.  James  F.,  Jr. 

816  Medical  Arts  Bldg. 
Kemp.  Wm.  T. 

2828  North  16th  St. 
Kennedy,  H.  B. 

Insurance  Bldg. 

Kennedy.  John  C. 

1520  Medical  Arts  Bldg. 
Kenney.  B.  V, 

424  North  38th  St. 

Kerr.  Harold  H. 

Pueblo,  Colorado 
Kirk.  E.  J. 

434  Aquila  Court 
Klabenes.  Frank  J. 

1020  Medical  Arts  Bldg. 
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Kleitsch,  Wm.  P. 

V.  A.  Hospital 
Kleyla.  John  R. 

712  Medical  Arts  Bldg. 
Korth.  Z.  N. 

1319  Medical  Arts  Bldg. 
Kovar,  W.  R. 

1120  Medical  Arts  Bldg. 
Kroupa.  W.  E. 

3568  Dodge  St. 

Kulesh,  Moi'ton 

Council  Bluffs.  la. 

Lawton,  Richard  L. 

V.  A.  Hospital 
Lee,  LeRoy  W. 

1436  Medical  Arts  Bldg. 
Lehnhoff.  Henry  J.,  Jr. 

536  Medical  Arts  Bldg. 
Lemka.  Arnold  W. 

502  Medical  Arts  Bldg. 
Lennox.  G.  B. 

2527  Patrick  St. 

Levine,  Victor 

Creighton  University 
Lewis.  Raymond  G. 

918  Medical  Ai^  Bldg. 

L/ipp.  Frank  E. 

830  City  Natl.  Bank  Bldg. 
Lombardo.  Anthony  J. 

401  Aquila  Court 
Long.  Robert  S. 

826  Medical  Arts  Bldg. 
Longo.  Charles  A. 

2225  Jefferson.  Bellevue 
Longo.  Joseph  A. 

720  Kilpatrick  Bldg. 

Lovely.  Frank  T. 

1229  First  Natl.  Bank  Bldg. 
Lovgren,  Robert  E. 

1234  Medical  Arts  Bldg. 
Lucas.  J.  F. 

815  WOW  Bldg. 

Lueth,  Harold  C. 

Evanston.  Illinois 
Luikart.  Ralph 

708  Medical  Arts  Bldg. 
Lyman.  E.  D. 

City  Health  Dept..  City  Hall 
McArdle.  Prentiss 

1216  Medical  Arts  Bldg. 
McAvin.  J.  S. 

Lutheran  Hospital 
McCarthy.  Harry  H. 

326  Medical  Arts  Bldg. 
McCarthy,  J.  D. 

1036  Medical  Arts  Bldg. 
McCleneghan,  Sam  (Life) 

615  City  Natl.  Bank  Bldg. 
McDermott.  Arnold 
712  Medical  Arts  Bldg. 
McFadden.  Harry  W.,  Jr. 

Uni.  of  Nebr..  Col.  of  Med. 
McGee,  Harry  E. 

1126  City  Natl.  Bank  Bldg. 
McGee,  J,  W. 

430  Aquila  Court 
McGee,  Millard  Blair 

1126  City  Natl.  Bank  Bldg. 
McGoogan.  Leon  S. 

3568  Dodge  St. 

McGuire,  L.  D. 

326  Medical  Arts  Bldg. 
McLaughlin.  C.  W.,  Jr. 

413  Medical  Arts  Bldg. 
McMartin.  Charles 

611  City  Natl.  Bank  Bldg. 
McMartin.  W.  J. 

611  City  Natl.  Bank  Bldg. 
McMillan.  Aaron  M. 

2892  Miami 

McMurtrey,  George  B. 

3807  Cuming  St. 

McNamara.  J.  W. 

633  City  Natl.  Bank  Bldg. 
McWhorter.  Clarence 
3853  North  65th  Ave. 
MacQuiddy.  E.  L. 

478  Aquila  Court 
Madsen.  C.  C. 

61041^  Military  Ave. 

Magiera.  Stephen  L. 

525  City  Natl.  Bank  Bldg 
Mangimelli.  Samuel  T. 

712  Barker  Bldg. 

Manning,  E.  T.  (Life) 

5631  Grant  St. 

Margolin.  J.  Milton 
902  Medical  Arts  Bldg. 
Margolin.  Morris  (Life) 

902  Medical  Arts  Bldg. 

Marsh.  Charles 
Valley,  Nebr. 


Martin.  James  W. 

1420  Medical  Arts  Bldg, 
Martin.  Paul  J. 

1614  Medical  Ai*ts  Bldg. 
Mauer,  R.  T. 

1520  Medical  Arts  Bldg. 
Melcher,  Wm.  H, 

4826  South  25th  St. 
Mercer,  Nelson  S. 

2506  Dodge  St. 

Milam.  Denver  F. 

611  City  Natl,  Bank  Bldg. 
Miller,  Daniel 

830  City  Natl.  Bank  Bldg. 
Millett,  Clinton  C. 

3610  Dodge 
Mnuk,  Frank  J. 

3374  South  13th  St. 
Montgomery,  E.  C. 

1620  Medical  Arts  Bldg. 
Moody,  W.  B. 

Uni.  of  Nebraska 
Moon.  C.  F. 

1607  Medical  Arts  Bldg. 
Moon,  Louis  E. 

1326  Medical  Arts  Bldg. 
Moore,  Clyde 

319  Medical  Arts  Bldg. 
Moore,  Ralph  C. 

Methodist  Hospital 
Morris  Haskell 

530  Medical  Arts  Bldg. 
Morrison.  Wm.  Howard 
1500  Medical  Arts  Bldg. 
Mori*ow.  Paul  N. 

3610  Dodge 
Muehlig.  G.  Kenneth 
636  Medical  Arts  Bldg. 
Muehlig.  W.  A. 

636  Medical  Arts  Bldg. 
Murphy.  Albert  V. 

1614  Medical  Arts  Bldg. 
Mui’phy.  Charles  M. 

5701  Military  Ave. 

Murphy,  J.  Harry 

915  Medical  Arts  Bldg. 
Murphy.  Robert  E. 

915  Medical  Arts  Bldg. 
Murray,  F.  J. 

63rd  and  Maple  St. 

Muskin,  Nathan 

619  Medical  Arts  Bldg. 
Nel'son,  Floyd  C. 

2734  North  61st  St. 

Nemec,  C.  J. 

629  City  Natl,  Bank  Bldg. 
Nemec.  Edward  C. 

629  City  Natl.  Bank  Bldg. 
Neu.  Harold  N. 

324  City  Natl.  Bank  Bldg. 
Newman,  Elton 

Uni.  of  Nebr.,  Col.  of  Med. 
NicVum,  Oliver  C. 

721  Medical  Arts  Bldg. 
Niehaus.  F.  W. 

1622  Medical  Arts  Bldg. 
Nilsson,  Donald  C. 

115  North  40th  St. 

Nils«on.  John  Fred 

612  Omaha  Loan  & Bldg. 
Nilsson,  John  R. 

612  Omaha  Loan  & Bldg. 
Nolan.  W.  J. 

203  Baldridge  Bldg. 

Novak.  W.  F. 

721  Medical  Arts  Bldg. 
Oberst,  Byron  B. 

304  South  42nd  St. 
Offerman.  A.  J, 

4805  V2  South  24th  St. 
O’Heam,  J.  J. 

481iyo  South  24th  St. 

Olson,  Leland  J. 

503  South  58th  St. 

O’Neill,  Gerald  C. 

3610  Dodge 
O’Neil,  James  J. 

211  Medical  Arts  Bldg. 
Owens,  C.  A..  Jr.  (Life) 
Santa  Monica,  Calif, 
Pantano.  Anthony  R. 

907  WOW  Bldg. 

Pederson.  Stanley  E. 

3842  North  65th  Ave. 
Pepper,  M.  L. 

1515  Medical  Arts  Bldg. 
Pinne,  George  F. 

453  Aquila  Court 
Pleiss,  Joseph  A. 

716  Medical  Arts  Bldg. 
Potter,  Stanley  E. 

527  Medical  Arts  Bldg. 


Pratt.  Peyton  T. 

528  Medical  Arts  Bldg. 
Prichard,  George  W, 

3013  Ames  Ave. 

Pruner.  A.  C. 

402  Medical  Aiis  Bldg. 
Quigley.  D.  T. 

721  Medical  Arts  Bldg. 
Quigley.  W.  H. 

636  Medical  Arts  Bldg. 
Ragan.  Lloyd  E. 

(Service) 

Raines,  Max  M. 

1204  Medical  Arts  Bldg. 
Ranee.  W.  T. 

730  City  Natl.  Bank  Bldg. 
Rasgorshek.  R.  H. 

425  Aquila  Court 
Rasmussen.  John  A. 

527  Medical  Arts  Bldg. 
Reed.  Paul  S. 

2415  Fort  St. 

Redgwick,  J.  P. 

1530  Medical  Arts  Bldg. 
Reedy.  Wm.  J. 

324  City  Natl.  Bank  Bldg. 
Reighter.  Kenneth 

204  E.  20th  St,.  Bellevue 
Riley.  B.  M.  (Life) 

538  City  Natl.  Bank  Bldg. 
Robertson.  G.  E. 

308  South  39th  St. 

Root.  Charles  M. 

3610  Dodge 
Rouse.  James  W. 

730  Medical  Arts  Bldg. 
Rubnitz.  A.  S. 

732  Medical  Arts  Bldg. 
Ruch.  R.  O. 

912  Medical  Arts  Bldg, 
Rucker,  G.  Lucille 
2214  Spencer  St. 

Rumbolz.  Wm.  L. 

1611  Medical  Arts  Bldg. 
Russum.  B.  C. 

816  Medical  Arts  Bldg. 
Sachs,  Adolph 

527  City  Natl.  Bank  Bldg, 
Sage,  Earl  C. 

1234  Medical  Arts  Bldg. 
Satrang,  Geraldine 
104  South  39th  St. 
Schenken.  John  R. 

Methodist  Hospital 
Schmitz,  W.  H. 

611  City  Natl.  Bank  Bldg. 
Schrock.  R.  D. 

831  Medical  Arts  Bldg. 
Schwertly.  F.  J. 

614  Barker  Bldg. 

Scott,  Nathaniel  C. 

304  City  Natl.  Bank  Bldg. 
Severin,  Mathew  J. 

4823  South  24th  St. 
Shearer.  W.  L. 

1226  Medical  Ai-ts  Bldg. 
Sher.  Philip 

424  Brandeis  Theatre 
Shramek.  C.  J. 

511  Redick  Tower 
Shramek.  J.  M.  (Life) 
Savana.  Illinois 
Simanek.  George  F. 

540  Medical  Ai*ts  Bldg. 
Simmons,  E.  E. 

826  Medical  Arts  Bldg. 
Simonds.  Francis  L. 

1216  Medical  Arts  Bldg. 
Simpson.  J.  E. 

1229  First  Natl.  Bank  Bldg. 
Skoog-Smith.  Anton 
Clarkson  Hospital 
Slunicko.  Jules  A. 

(Service)  Ralston,  Nebr. 
Slutzky.  Ben 

Creighton  University 
Smith.  Edward  J. 

443  Aquila  Court 
Smith.  Richard  Dale 
(Service) 

401  Aquila  Court 
Smith.  Thomas  T. 

211  Medical  Arts  Bldg. 
Sobota.  Jos.  E. 

3019  Ames  St. 

Solomon.  W.  W. 

2425  North  24th  St. 

Srb.  Adolph  F. 

1719  South  16th  St. 

Stastny.  Olga 

(Deceased  8-21-52) 


Staubitz,  Herbert  F. 

406  Aquila  Court 
Stearns,  R.  J. 

620  Omaha  Loan  & Bldg. 
Steinberg,  A.  A. 

536  Kilpatrick  Bldg. 
Steinberg.  M.  M. 

830  City  Natl.  Bank  Bldg. 
Stemper.  Jack  M. 

737  Medical  Arts  Bldg. 
Stoner.  Maurice  E. 

628  Medical  Arts  Bldg. 
Strickland,  W.  R. 

514  Omaha  Loan  &.  Bldg. 
Sucha,  W.  L. 

915  Medical  Arts  Bldg. 
Sullivan,  H.  T. 

1036  Redick  Tower 
Swab.  C.  M. 

1316  Medical  Arts  Bldg. 
Swab,  Elizabeth  M. 

1316  Medical  Arts  Bldg. 
Swenson.  Samuel  A..  Jr. 

1234  Medical  Aiiis  Bldg. 
Swenson.  S.  A.,  Sr. 

1234  Medical  Arts  Bldg. 
Swoboda.  Jos.  P. 

4824V2  South  24th  St. 
Tamisiea,  John  A. 

718  Barker  Bldg. 

Tanner.  John  W. 

Elkhorn.  Nebr. 

Taylor,  W.  H.  (Life) 

3809  Cuming  St. 

Taylor,  Willis  H.,  Jr. 
(Service) 

1325  South  78th  Ave. 
Therien.  R.  C. 

3482  Martin  Ave. 

Thoman,  Wm.  S. 

St.  Joseph’s  Hospital 
Thomas,  John  Martin 
1418  Medical  Arts  Bldg. 
Thompson.  C.  Q. 

1530  Medical  Arts  Bldg. 
Thompson.  Dorothy  H. 

Methodist  Hospital 
Thompson,  Lynn  W. 

Lutheran  Hospital 
Thompson,  Warren  Y. 

1530  Medical  Arts  Bldg. 
Tollman,  J,  P. 

(Service) 

Dean,  Uni.  of  Nebraska 
Tomlinson.  C.  C. 

1520  Medical  Arts  Bldg. 
Tompkins,  Chas.  A. 

304  South  42nd  St. 

Torpy,  T.  W. 

920  WOW  Bldg.  . 

Trimble.  C.  R. 

4505  North  40th  St. 
Truhlsen.  Stanlev  M. 

1500  Medical  Arts  Bldg. 
Tyson.  John  J. 

Veterans  Hospital 
Van  Eaton.  Joseph  E. 

Weiser,  Idaho 
VaVerka,  James  W. 

219  Medical  Arts  Bldg. 
Vetter.  J.  G. 

721  WOW  Bldg, 

Vickei*y,  Austin  L..  Jr. 

Boston,  Mass. 

Vickery.  Robert  D. 

237  Aquila  Court 
Vroman.  Donald  C. 

3568  Dodge  St. 

Walsh.  E.  M. 

1412  Medical  Arts  Bldg. 
Walvoord.  Carl  A. 

4134  Grand  Ave. 

Waters.  C.  H.  (Life) 

832  Fairacres  Road 
Watei*s.  Chester  H.,  Jr. 

831  Medical  Arts  Bldg. 
Watke.  F.  M.  (Life) 

4937  Woolworth 
Wearne.  F.  J,  (Life) 

Hill  Hotel 
Weeks.  C.  W. 

(Four  County) 

1331  North  36th  St. 
Whitcomb.  Glenn  D. 

926  Medical  Arts  Bldg. 
Wigton.  Robert  S. 

1436  Medical  Arts  Bldg. 
Wilhelmi,  Raymond  W. 

104  South  39th  St. 
Wilhelmj,  C.  M. 

Creighton  University 
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Williams,  Perry  T.,  Jr. 
(Service) 

Williams,  Russell  R.,  Jr. 

443  Aquila  Court 
Wilson.  Donald  J. 

1113  Medical  Arts  Bldg. 


LANCASTER 

LINCOLN— 

Adams,  R.  B. 

2972  “O’*  St. 

Albin,  W.  L, 

4621  South  St. 

Alcorn.  F.  A. 

2201  South  11th  St. 

Andrews.  Clayton  F. 

641  Stuart  Bldg. 

Angle.  E.  E. 

903  Sharp  Bldg. 

Arnholt,  M.  F. 

825  Trust  Bldg. 

Arnold.  C.  H. 

908  Trust  Bldg. 

Bailey.  R.  O. 

3165  Mayflower  Ave. 
Bancroft.  Paul  M. 

1431  South  33rd  St. 

Barkey.  V.  S. 

6320  Havelock  Ave. 

Bartels.  W.  W. 

1108  Sharp  Bldg. 

Barthell.  John  H. 

824  Sharp  Bldg. 

Becker.  W.  C. 

826  Sharp  Bldg. 

Bitner.  Mary  S. 

State  Capitol  {Platte  Co.) 
Black,  Paul 

929  Stuart  Bldg. 

Blum,  Henry 

Rm.  2,  Nebr.  Theatre  Bldg. 
Bowman.  D.  J.  (Life) 

3635  Mohawk 
Brolsma.  M.  P. 

302  Woodmen  Accident  Bldg. 
Brooks,  E.  B. 

939  Stuart  Bldg. 

Brown.  Kendall  A. 

724  Sharp  Bldg. 

Brown.  John  A. 

412  Lincoln  Lib.  Life  Bldg. 
Burby,  John  J. 

80(>  South  13th  St. 

Calhoun.  O.  V. 

430  Stuart  Bldg. 

Campbell.  W.  A. 

1321  Sharp  Bldg. 

Carveth.  W.  W. 

626  Sharp  Bldg. 

Cherry.  L.  D. 

921  Stuart  Bldg. 

Churchill,  I.  W. 

1945  “A”  St. 

Clothier,  John  G. 

Vets  Adm..  12th  and  “O” 
Coleman.  F.  D. 

925  Stuart  Bldg. 

Covey,  George  W. 

805  Sharp  Bldg. 

Cullen,  George 
820  Sharp  Bldg. 

Curry,  John  R. 

943  Stuart  Bldg. 

Davies.  L.  T. 

816  Sharp  Bldg. 

Dean.  G.  W. 

817  South  27th  St. 

Deppen.  E.  N. 

526  Trust  Bldg. 

Edwards.  C.  B. 

1846  “R“  St.  (Buffalo  Co.) 
Elliott.  C.  K. 

936  Stuart  Bldg. 

Emerson,  Clarence 
1700  South  24th  St. 
Fahnstock,  C.  I^.  (Life) 

1812  South  26th  St. 

Ferciot.  C.  F. 

1108  Sharp  Bldg. 

Finkle,  B.  A. 

1419  Sharp  Bldg. 

Finney.  L.  E. 

323  South  14th  St. 

Flanagan.  M.  L. 

5515  South  St. 

Flansburg,  H.  E. 

502  Bankers  Life  Bldg. 


Wittson,  Cecil  L. 

Uni.  of  Nebr.,  Col.  of  Med. 
Wright.  W.  D. 

652  North  66th  St. 

Wyrens.  Raymond  J. 

316  Medical  Arts  Bldg. 


Frazer,  M.  D. 

1037  Stuart  Bldg. 

Fuenning,  S.  I. 

317  North  18th  St. 

Furgason.  A.  P.  (Life) 

3710  Folsom  St. 
Garlinghouse.  R.  E. 

723  Sharp  Bldg. 
Garlinghouse.  R.  O. 

921  Stuart  Bldg. 

Getscher,  Philip  E. 

1001  Sharp  Bldg. 

Gibson,  L.  V. 

908  Trust  Bldg. 

Gilbert.  Louis  W. 

1016  Sharp  Bldg. 

Goetowski.  Paul 
1108  Sharp  Bldg. 

Gogela.  Louis  J. 

1318  Sharp  Bldg. 

Gordon,  John  R. 

V.  A.  Hospital 
Grant.  Robert  S. 

1431  South  33rd  St. 

Griffith,  Wylie  H. 

V.  A.  Hospital 
Hancock.  E.  W. 

823  Sharp  Bldg. 

Hanigan.  J.  J. 

Hallam.  Nebr. 

Harms,  C.  W. 

Rm.  401,  116  South  15th  St. 
Harrington,  A.  E. 

914  Stuart  Bldg. 

Harvey,  Harold  E. 

Durham.  N.  C. 

Harvey.  H.  E. 

723  Sharp  Bldg. 

Hathaway,  F.  H. 

308  First  Natl.  Bank  Bldg. 
Heidrick,  Paul  J. 

905  Stuart  Bldg. 

Hemphill.  James  E. 

( Service) 

Hervert.  J.  Wm. 

807  Fed.  Sec.  Bldg. 
Hickman,  C.  C. 

406  Sharp  Bldg. 

Hillyer,  R.  A. 

641  Stuart  Bldg. 

Hilton,  Hiram  D. 

1037  Stuart  Bldg. 

Hobbs.  E.  T. 

6530  Holdrege  St, 

Hohlen.  K.  S.  J. 

914  Fed.  Sec.  Bldg. 

Hompes,  J.  J. 

702  Sharp  Bldg. 

Hummel.  R.  O.  (Life) 

2435  Bradfield  Drive 
Johnson,  F.  B.  (Life) 

1220  So.  24th 
Lehnhoff,  H.  J.  (Life) 

2804  Sheridan  Blvd. 

Lewis,  G.  E. 

315  Sharp  Bldg. 

Lewis,  L.  G.  H. 

943  Stuart  Bldg. 

Loder,  Roland  H. 

City-County  Health  Dept. 
Ivoudon,  John  R. 

1110  Sharp  Bldg. 

Loveland,  Grace 

909  Sharp  Bldg. 

Lyman,  R.  A.  (Life) 

1649  South  21st  St. 
McCarthy.  T.  F. 

5 Nebr.  Theatre  Bldg. 
McGinnis.  Kenneth  T. 

1037  Stuart  Bldg. 

McGreer.  John  T.,  Jr. 

924  Sharp  Bldg. 

McLeay,  H.  L. 

State  Hospital 
Mac  Haffie.  R.  A. 

2725  Ryons  St. 

(Saunders  Co.) 

Marx,  L.  E. 

901  Fed.  Sec.  Bldg. 

Marx,  Paul  D. 

901  Fed.  Sec.  Bldg. 


Young,  G.  Alexander 
1436  Medical  Arts  Bldg. 
Young,  George  A.,  Jr. 

1436  Medical  Arts  Bldg. 
Young,  Richard  H. 

1436  Medical  Arts  Bldg. 


Matheny,  Z.  E.  (Life) 

1319  “O”  St.  (Butler  Co.) 
Matson,  Guy  M. 

2730  North  48th  St. 
Maxwell,  Paul  J. 

307  South  16th  St, 

Miller,  Harold  B. 

2735  Sumner  St. 

Miller.  N.  R. 

914  Fed.  Sec.  Bldg. 

Miller.  S.  D. 

5515  South  St. 

Misko.  G.  H. 

308  First  Natl.  Bank  Bldg. 
Mitchell.  Howard  E. 

309  Sharp  Bldg. 

Morgan,  Harold  S. 

935  Stuart  Bldg. 

Morton,  H.  B. 

1037  Stuart  Bldg. 

Mueller,  R.  F. 

626  Sharp  Bldg. 

Munger,  A.  D. 

1016  Sharp  Bldg. 

Munger.  Horace  V. 

1016  Sharp  Bldg. 

Munger.  I.  C. 

3350  Grimsby  Lane 
Neely.  J.  Marshall 
924  Sharp  Bldg. 

Neely,  Orvis  A. 

924  Sharp  Bldg. 

OIney.  R.  C. 

800  South  13th  St. 

Orr,  H.  W.  (Life) 

309  Sharp  Bldg. 

Owen,  L.  J. 

957  Stuart  Bldg. 

Palmer.  Janet  Forbes 
1027  Sharp  Bldg. 

Parrillo,  Orest  J. 

Veterans  Hospital 
Paul.  James  R. 

909  Stuart  Bldg. 

Paulson.  H.  O. 

508  Sharp  Bldg. 

Pederson,  A.  M. 

(Washington  Co.) 

Veterans  Hospital 
Pelikan,  C.  C. 

6125  Havelock  Ave. 
Peterson.  J.  C. 

702  Sharp  Bldg. 

Peterson,  Paul  L. 

702  Sharp  Bllg. 

Pfeifer.  LaVern  F. 

903  Sharp  Bldg. 

Place.  George  E. 

4825  St.  Paul  St. 

Podlesak,  J.  I. 

612-614  Trust  Bldg. 
Purvis,  Donald  F. 

430  Stuart  Bldg. 

Raasch,  Richard  F. 

1037  Stuart  Bldg. 

Rausten,  David  S. 

4723  Prescott 
Reed,  E.  B. 

1037  Stuart  Bldg. 

Reese,  S.  O. 

816  Sharp  Bldg. 

Rider,  Larry  D. 

Wichita.  Kansas 
Ritter.  Jerome 
307  South  16th  St. 

Rogers.  E.  A. 

(Saunders  Co.) 

3913  Sheridan  Blvd. 
Rogers.  F.  L. 

805  Sharp  Bldg. 

Rose.  Forrest  I. 

916  Sharp  Bldg. 

Rose.  Kenneth  D. 

1614  “N“  St. 

Rowe.  E.  W. 

1037  Stuart  Bldg. 

Royal.  P.  A. 

5515  South  St. 

Ryerson.  Edwin  R. 

2011  South  19th  St. 


SECOND  DISTRICT 
W.  C.  KENNER,  Councilor 


Zukaitis,  R.  R. 
Ralston 

SARPY 

PAPILLION— 

Baca,  D.  E. 


Sanderson,  D.  D. 

914  Stuart  Bldg'. 

Scott,  H.  A. 

600  South  74th  St. 

Shaffer,  Harry 
(Service) 

Sharrar,  Lynn 
719  Sharp  Bldg. 

Smith,  A.  L. 

1001  Fed.  Sec.  Bldg. 

Smith,  A.  L.,  Jr. 

1001  Fed.  Sec.  Bldg. 

Smith.  Russel  T. 

4852  Bancroft 
Spieler,  F.  B. 

1037  Stuart  Bldg. 

Spradling,  F.  L. 

State  Hospital 
Stafford.  G.  E. 

1021  Sharp  Bldg. 

Stapleton,  H.  B. 

Hickman.  Nebr. 

Stein,  Robert  J. 

343  Stuart  Bldg. 

Stein  man,  John  F. 

620  Sharp  Bldg. 

Stewart,  Frank  A. 

1667  South  St. 

Stone,  Frank  P. 

309  Sharp  Bldg. 

Stover,  Lee 

1037  Stuart  Bldg. 

Strader,  R.  M. 

343  Stuart  Bldg. 

Taborsky.  A.  F. 

324  First  Natl.  Bank  Bldg. 
Tanner,  Frank  H. 

2929  South  29th  St. 

Taylor,  Bowen  E. 

1037  Stuart  Bldg. 

Taylor,  H.  A. 

4728  St.  Paul  St. 

Taylor,  J.  D. 

4728  St.  Paul  St. 

Teal.  F.  F.  (Life) 

910  Sharp  Bldg. 

Teal,  Fritz,  Jr. 

309  Sharp  Bldg. 

Thierstein,  Samuel  T. 

1301  Sharp  Bdlg. 

Thomas,  R.  L. 

303  Continental  Bldg. 
Thompson,  J.  C. 

307  South  16th  St. 

Thomson,  J.  E.  M. 

1108  Sharp  Bldg. 

Thorough,  Paul 
1025  Sharp  Bldg. 
Underwood.  G.  R. 

233  South  10th  St. 

Walker.  G.  H. 

412  Lincoln  Lib.  Life.  Bldg. 
Wallace,  Hobart  E. 

1326  Sharp  Bldg. 

Walske,  Benedict  R. 

V.  A.  Hospital 
Warner,  Ruth 
909  Stuart  Bldg. 

Webb,  A.  H. 

1614  "N”  St. 

Web-ter,  F.  S. 

1108  Sharp  Bldg. 

Wegner.  E.  S. 

724  Sharp  Bldg. 

Welch,  J.  S. 

1037  Stuart  Bldg. 

Whitham.  Roy  H. 

921  Stuart  Bldg. 

Whitlock.  H.  H. 

805  Sharp  Bldg. 

Wiedman.  E.  V. 

315  First  Natl.  Bank  Bldg. 
Willander.  Duane  A. 

V.  A.  Hospital 
Williams.  J.  B. 

Phoenix.  Ariz. 

Wilson,  Nat  J. 

Veterans  Hospital 
Wilson,  R.  B. 

University  of  Nebraska 
Wolters.  S.  L. 

935  Stuart  Bldg. 


Volume  37 
Number  12 


Wood,  Maynard  A. 

1037  Stuart  Bldg:. 
Woodward.  J.  M. 

910  Sharp  Bldg. 
Wright,  F.  T. 

2314  Que  St. 
Youngman,  R.  A. 
1037  Stuart  Bldg. 

CASS 

AVOCA— 
Brendel.  J.  W. 


GAGE 

ADAMS— 
Waggener,  J.  T. 

BEATRICE 
Branson.  V.  L. 

Brott,  Clarence  R. 
Brown,  H.  R. 

Brown,  R. 

Bryant,  A.  R. 

Elias,  H.  F. 
Hepperlen,  H.  M.,  Jr. 
McCleery,  D.  P. 
McGirr,  J.  I.  (Life) 
Penner,  Donald 
Penner,  Elmer  L. 
Penner,  H.  G. 
Rathbun,  Sanford  M. 
Taylor.  R.  W. 
Waddell,  J.  C. 
Waddell,  W.  W. 


MADISON 

BATTLE  CREEK— 
Rudloff,  F.  X. 

MADISON— 

Gamer,  F.  L. 
McClanahan,  Frank  C., 

NEWMAN  GROVE— 
Carlson,  Emery  W. 

NORFOLK— 

Barry,  A.  C. 

Brauer,  S.  H. 

Brush,  E.  L. 

Bulawa,  Francis  A. 
Carey,  Blaine  P. 

(Lancaster) 

Charlton,  George  E. 
Conwell,  G.  D. 

Famer,  B.  R. 

Ingham,  Chas.  G. 
Johnson,  L.  A. 

Pollack,  F.  A. 

Pollack,  John  D. 

Salter,  George  B. 
Schwedhelm,  A.  J. 
Slaughter,  Earl  C. 
Stewart,  George  J. 
Surber,  E.  G. 

Verges,  C.  J. 

Verges,  Val  C. 

TILDEN— 

Barr,  Carl  C. 

Barr,  Robert  E. 
Salsburg,  H.  E. 


DODGE 

AMES— 

Smith,  A.  J. 

DODGE— 

Srb,  G.  J. 

FREMONT— 

Byers,  R.  C. 

Byers,  Robert  C.,  Jr. 
Deal.  E.  P. 

(Wahoo) 

Fasser,  A.  O. 

Harvey.  Andrew 
Haslam,  G.  A. 
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ELMWOOD— 
Liston,  Howard  E. 
Liston,  O.  E. 

LOUISVILLE— 
Worthman,  H.  W. 

MURRAY— 
T.vson,  R.  W. 

NEHAWKA— 
Andersen,  R.  R. 

PLATTSMOUTH 
Brendel,  R.  F. 


Dietz,  Robert  J. 

Pucelik,  L.  S. 

WEEPING  WATER 
Kunkel,  L.  N. 

OTOE 

NEBRASKA  CITY 
Bonebrake,  A.  H. 
Burbridge,  Glenn  E. 
Edmonds,  William  (Life) 
Ewing.  Ben  E. 

Gilligan,  J.  P. 


Kenner.  W.  C. 
MacVean.  M.  M.  (Life) 
Ramacciotti,  W.  S. 
Stonecypher,  D.  D. 
Weekes,  T.  L. 

S-YRACUSE— 
Formanack,  C.  J. 
Gately,  H.  S. 

Williams,  C.  R. 

Zastera,  J.  R. 

(Service) 


THIRD  DISTRICT 

J.  C.  WADDELL,  Councilor 


NEMAHA 


Wildhaber,  Joe 
(Service) 

Wildhaber.  Wm.  T. 

FILLEY— 

Hodam,  J.  A.  (Life) 
(Deceased  7-17-52) 
LIBERTY— 

Bachle,  E.  P.  (Life) 
ODELL— 

Rice.  C.  E. 

WYMORE— 

Elias.  Francis 
(Deceased  2-3-52) 
Nelson,  J.  C. 

Thomas,  C.  W. 

PAWNEE 

PAWNEE  CITY— 
Anderson,  A.  B„  Jr. 
Stewart.  H.  C. 


AUBURN— 

Cline,  Edgar 
Fenstermacher,  R.  C. 
Irvin,  I.  W. 

Krampert,  F.  L. 

Scott,  Paul  M. 

Tushla,  F.  M. 

PERU— 

Wiggins,  G.  E. 

RICHARDSON 

FALLS  CITY— 
Brennan.  Louis  V. 

Cowan,  S.  D. 

Glenn.  W.  V. 

(Buffalo  Co.) 


Gillispie,  J.  C. 

Hustead,  C.  L. 

Ketter,  W.  D. 
Lennemann,  Ernest 
Shepherd,  Wm. 

HUMBOLDT— 

Heim,  H.  S. 

SHUBERT— 

Shook,  W.  E. 

JOHNSON 

STERLING — 

Miller,  W.  R. 

Turner,  J.  W.  (Life) 

TECUMSEH- 
Chadek,  Leonard  J. 
Lanspa,  J.  A. 


Jr. 


FOURTH  DISTRICT 

W.  E.  WRIGHT,  Councilor 


CUMING 

(Madison  Six  Co.) 
BANCROFT— 

Francis.  H.  W.  (Life) 
(Deceased  5-24-52) 
Hughes.  W.  T. 

WEST  POINT— 
Anderson.  A.  W. 

Ericson,  L.  L. 

Maynard.  James 
Thompson,  I.  L. 

WISNER— 

Hanson,  Warren  D. 

PIERCE 

OSMOND— 

Maillard,  A.  E. 

PIERCE— 

Calvert.  John  H. 

Devers,  W.  I. 

PLAINVIEW— 
Johnson,  M.  A. 

Kopp,  Robert  E. 

KNOX 

CREIGHTON— 

Green.  Carl  R. 

Wright.  W.  E. 

BLOOMFIELD— 

Kohtz,  R.  H. 

NIOBRARA— 

Neil,  Stanley  Roy 
WAUSA— 

Johnson,  R.  E. 


STANTON 

PILGER— 

Reid,  J.  D. 

STANTON— 

Allen,  S.  G. 

Tennant,  H.  S. 

ANTELOPE 

CLEARWATER— 
Bennie,  J.  W. 

ELGIN 

Graham,  W.  W. 

NELIGH— 

Curtis,  E.  E. 

Harrison,  U.  S. 

Pierson,  Kenneth 
(Buffalo  Co.) 
ORCHARD— 

Fletcher,  D.  L. 

CEDAR 

COLERIDGE— 

Dewey,  F.  G. 

HARTINGTON— 
Dorsey,  F.  P„  Jr. 

Dorsey,  F.  P.,  Sr.  (Life) 
Kovar,  J.  D. 

LAUREI^ 

Carroll,  John  J. 

(Service) 

Carroll,  R.  P. 

Osberg,  Franklin  G. 

RANDOLPH— 

Peters,  G.  E. 


FIFTH  DISTRICT 

R.  T.  Van  Metre,  Councilor 


Heine,  L.  H. 

Heine,  W.  H. 

Hill.  W.  H. 

Jakeman,  Harry  A. 
Malloy.  E.  F. 

Merrick,  A.  J. 
Morrow,  H.  H. 
Morrow,  H.  N.  (Life) 
Nelson,  Carrol  C. 
Reeder,  Grant 
Reeder,  Robert  C. 
Seivers,  Charlotte 
Van  Metre,  R.  T. 
Wengert,  D.  B. 


SCRIBNER— 

Stehl,  C.  H.  L. 

WASHINGTON 

ARLINGTON— 

Block,  D.  M. 

(Dodge  Co.) 

Davies,  R.  A. 

(Dodge  Co.) 

BLAIR— 

Goehring,  W.  E. 

Howard,  C.  D. 

Nielsen.  Morris 
Seivers,  Rudolph 


DIXON 

EMERSON— 

Simmons,  Cecil  E. 

PONCA— 

Bray,  R.  E. 

WAKEFIELD— 

Coe.  C.  M. 

THURSTON 

PENDER 
Buhl.  C.  E. 

WALTHILL— 

Graham,  J.  R. 

(Clarksville,  Ark.) 
WINNEBAGO— 

Kantor,  Lester  J. 
(Kerrville,  Texas) 

DAKOTA 

HOMER— 

Barber,  H.  G. 

SOUTH  SIOUX  CITY— 
Gathman.  L.  T. 

Larsen,  A.  A. 

Maher,  Louis  L. 

WAYNE 

WAYNE— 

Benthack,  Robert  B. 
Benthack,  Walter 
Crantz,  Paul 

(Arlington,  Calif.) 
Ingham,  C.  T.  (Life) 
(Alhambra.  Calif.) 
Matson.  Roy  M. 

WINSIDE— 

Craig,  D.  O. 


MERRICK 

CENTRAL  CITY- 
Brown,  A.  D. 

Fouts,  F. 

Holmes,  Lee  C. 
Zikmond,  E.  T. 

CLARKS— 

Douglas,  R.  R. 

PALMER— 

Racines,  J.  Y. 

(Howard  Co.) 


408 


19 5^  MEMBERSHIP  ROSTER 


Nebr.  S.  M.  Jour. 
December,  1952 


COLFAX 

CLARKSON— 

Kavan.  W.  J. 

SCHUYLER— 

Kavan.  Lucian  Cyril 
Kolouch.  F.  G. 

Myers.  H.  Dey,  Jr. 

BOONE 

ALBION— 

Davis,  J.  E. 

Fitch,  Wm.  M. 

(Boone  Co.) 

Smith.  J.  W.  B.  (Lafe) 
(Kalispel.  Montana) 
Smith.  Roy  J. 

Sydow,  Henry 


BTTTLER 

DAVID  CITY— 
Burdick.  D.  E. 

Ekeler,  Louis  J. 

RISING  CITi'— 
Longacre.  O.  E.  (Life^ 

SEWARD 

BEAVER  CROSSING — 
Hille.  C.  F. 

MILFORD— 

Hill.  W.  Ray 
SEWARD— 

Carr.  J.  W. 

Clarke.  H.  D. 

Morrow.  B.  E. 

Stanard.  John  T. 

STAPLEHURST— 
Herpolsheimer,  R.  W. 


SALINE 

CRETE— 

Forney,  L.  W. 

Homan.  Richard  W. 
Huber.  Paul  J. 
Stejskal,  F.  J. 

DE  WITT— 

Runty,  H.  D. 

(Gage  Co.) 
FRIEND— 
Hamilton.  F.  T. 
Zimmer,  Clarence 
WILBUR— 
Travnicek,  F.  G. 

THAYER 

ALEXANDRIA— 
Tucker.  J.  Guy 


CEDAR  RAPIDS 

Reeder.  W.  J. 

ST.  EDWARD— 
Harger,  John  R. 
Henderson.  Harry  C. 

BURT 

DECATUR— 
Williams.  Harry  G. 

LYONS— 

Hayes.  C.  B. 

OAKLAND— 
Benson.  H.  W.  (Life) 
(Winter  Park.  Fla.) 
Redelfs.  John  W. 
Tibbels.  R.  H. 


TEKAMAH— 

Allen,  J.  G. 

Lukens,  I. 

Morrow,  L. 

Sauer,  L.  E. 

PLATTE 
COLUMBUS— 
Allenburger,  C.  A.  (Life) 
Anderson,  R.  C. 

Brillhart,  E.  G. 

Campbell.  C.  H.  (Life) 
Deyke,  Vem  F. 

Heiser,  E.  N. 

James,  M.  C. 

Johnson,  F.  G. 

Koebbe,  E.  E. 


SIXTH  DISTRICT 


R.  E.  HARRY,  Councilor 
SAUNDERS  YUTAN— 

Freisen,  H.  F. 

YORK 


ASHLAND— 

Baer,  B.  H. 

Packer.  J.  M. 
Williams.  Martin  P. 

CERESCO— 

Noyes.  W.  W. 

MORSE  BLUFF— 
Hubenbecker.  J.  C. 

WAHOO— 

French.  Ivan  M. 

Kent.  Donald  C. 

(Ser^^ce) 

Lathrop.  M.  E. 
Memming,  Lunetta  A. 

(Jennings,  Mo.) 
Postal.  Joe  (Life) 
Way.  Charles 


YORK— 

Bell.  H.  O. 

Bell.  James  D. 

(Service) 

Bell,  J.  S. 

Greenberg,  B.  N. 

Harry,  R.  E. 

KaiTer.  Robert  E. 
Kilgore,  W.  S. 

Root,  B.  A. 

HAMILTON 

AURORA— 
Steenburg.  D.  B. 
Steenburg,  E.  A. 


SEVENTH  DISTRICT 


A.  A.  ASHBY,  Councilor 


BYRON— 

Decker.  R.  F. 

CARLETON— 
Douglas.  V.  D. 

DESHLER— 

Reed.  Paul  A. 

DAVENPORT— 
Mountford.  F.  A. 

HEBRON— 

Bunting.  L.  G. 

Penr>'.  R.  E. 

NUCKOLLS 

NELSON— 

Ingram,  J.  E. 

SUPERIOR— 

Brown,  Byron  L. 
McMahon.  C.  G. 


Mason.  C.  T. 

Trowbridge.  J.  A. 

Webman,  A.  I. 

FILLMORE 

GENEVA— 

Ashby.  A.  A. 

Ashby,  Chas.  F. 

Hinrichs.  E.  J. 

Lynn.  Vincent  S. 

JEFFERSON 

FAIRBURY— 

Cassel.  R.  L. 

Hughes.  D.  O. 

Kenney.  K.  J. 

(Cheyenne.  Kimball,  Deuel 
Co.) 

Luce.  R.  P. 


Kuper,  H.  D. 

McGowan,  P.  H. 

Meyer.  J.  E. 

Neumarker,  W.  R.  (Life) 
HUMPHREY— 

Abts,  A.  W. 

PLATTE  CENTER— 
Slavik,  Ed  R. 

NANCE 

FULLERTON— 
Hartsaw.  John  R. 

Maly,  James  C. 

GENOA— 

Dalton.  Kenneth  R. 

Davis.  Homer 
Williams,  C.  D. 


Steenburg,  E.  K. 
Woodward,  J.  M. 

GILTNER— 
Marvel.  P.  O. 

HAMPTON— 
Troester,  O.  M. 

POLK 

OSCEOLA— 
Eklund,  H.  S. 
Kelley,  D.  T. 

( Service) 

Klaas.  R.  E. 

SHELBY— 

Delfs,  Richard  C. 
(Service) 

STROMSBURG— 
Anderson,  C.  L. 


Lynch.  George  M. 

( Service) 

Lynch.  J.  H. 

Powell.  M.  J. 

Yoachim,  W.  P. 

CLAY 

HARVARD— 

McGlothlen.  G.  E. 

(Victoria.  Texas) 

(Adams  Co.) 

SUTTON— 

Meese.  L.  D. 

(Adams  Co.) 

(Deceased  8-23-52) 

Nuss.  H.  V. 

DENVER.  COLORADO— 
Nutzman.  C.  L. 


SHERIDAN 

(Northwest  Nebraska) 
GORDON— 

Wanek.  Frank 
Wolf.  W.  K. 

RUSHVILLE— 

Crum.  H.  V. 

Hook.  R.  L. 

HAY  SPRINGS— 
Muffly.  Chas.  G. 

Pischke.  Eugene  F. 


HALL 

GRAND  ISLAND— 
Anderson,  H.  C. 
Anderson,  John  S. 
Arrasmith,  W.  J, 


EIGHTH  DISTRICT 

R.  R.  BRADY.  Coupcilor 


BOYD 

(Holt  and  Northwest) 
LYNCH— 

David.  Joseph  J.,  Jr. 

ROCK 

(Holt  and  Northwest) 
BASSETT— 

Panzer,  H.  J. 

Stoez.  Paul  A. 


HOLT 

(Holt  and  Northwest) 
ATKINSON— 

McKee.  N.  P. 

Ramsey,  James  E. 

( Omaha-Douglas ) 
O’NEILL— 

Brown,  J.  P. 

Finley,  W.  F. 

French,  O.  W. 

Slaughter.  Guy  P. 

(Madison  Six  Co.) 
STUART— 

Clark.  F.  J. 


NINTH  DISTRICT 


WM.  M.  McGRATH,  Councilor 


Bosley,  Warren  G. 
Brugh,  E.  A. 

(Service) 
Buchanan,  Rea 
Campbell,  John  F. 
DeMay,  G,  H. 


Easley,  John  H. 
Farnsworth,  Earle 
Geer,  Robert  R. 
Graupner,  G.  W. 
Holland,  Robert  E. 


BROWN 

(Holt  and  Northwest) 
AINSWORTH— 

Brady.  R.  R. 

Lear.  W.  D. 

Shiffermiller,  Floyd 

CHERRY 

(Holt  and  Northwest) 
VALENTINE— 

Deakin.  Thos.  W. 

Famer,  John 
Johnson.  Wilbur  Ed 


Hombach.  W.  H. 
Hombach,  W.  H.,  Jr. 

( Service) 

House.  Robert 
Imes.  Loran 
Johnson,  Earle  G. 


Volume  37 
Number  12 


McDermott.  K.  F. 
McGrath.  Wilmer  D. 
McGrath.  Wm.  M. 
Maggorie.  Carl  H. 
Martin,  R.  D. 
Mongeau.  D.  C. 
Profitt,  J.  Alfred 
Ryder.  Frank 
Synhorst,  A.  P. 
Watson.  Donald 
Watson.  E.  A. 

Wells.  J.  Ralston 
Woodin,  J.  G. 
Woodruff.  Bradley 

WOOD  RIVER— 
King.  F.  Ervin 


BUFFALO 

ELM  CREEK— 
Laughlin,  J.  W. 

GIBBON— 

Rodman,  H.  H. 
(Service) 

KEARNEY— 
Bancroft.  B.  R. 

Elliott,  Thos.  S. 

Enos,  A.  A. 

Gibbons,  C.  K. 

Hanson,  H.  C. 
Harrison.  Merle  A. 
Jester,  R.  F. 

Johnson,  O.  D. 
Johnson,  Richard  D. 
Johnson,  Robert  O. 
Johnston,  Raymond  F. 
Johnston.  R.  S. 


ADAMS 

HASTINGS— 
Anderson,  H.  F. 
Charlton,  George  Paul 
DeBacker.  L.  J. 

Egen,  L.  G. 

Feese,  J.  P. 

Foe.  Adrian  A. 

(Seattle.  Wash.) 
Foote,  C.  M. 

Foote.  D.  B. 

Foote,  E.  C. 

Guildner,  C.  W. 

Holm.  Chas.  R. 
Kingsley,  D.  W. 
Kleager,  Clyde  L. 
Kostal,  O.  A. 

Kuehn.  Gerald  A. 

(Hall  Co.) 

Mace,  John  L. 
McMillon,  John  A. 
Moessner,  Samuel 
(Hall  Co.) 

Pinney,  George  L. 
Rork.  L.  W. 

Shaw,  W.  L. 

(Reseda.  Calif.) 
Smith,  A.  A. 

Uridil,  J.  E. 

(Deceased  11-1-52) 
Uridil.  J.  E. 

Weber,  C.  R. 

Wegman,  Wm.  M. 

INGLESIDE— 
Davies,  D.  M. 
Gouldman,  Carl 
Lytton,  G.  J. 

Meyer,  Hans 
O'Donnell.  H.  J. 
Sandritter.  G.  L. 


LINCOLN 

NORTH  PLATTE 
Anderson,  G.  T. 

(Service) 

Callaghan.  A.  J. 
Carroll.  J.  V. 

Chick,  Nicholas 
Clarke,  H.  L. 

Dent.  T.  E. 
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Lane,  L.  D. 

Nutzman,  Wm. 

Nye,  Dan  A. 

Richards,  F.  L. 

Rose.  W.  E. 

Sisler,  Frank  H. 
Smith,  Harold  V. 
Staley,  Sanford  O. 
Wilcox,  M.  B. 

RAVENNA— 
Dickinson,  L.  E.,  Sr. 
Ehlers,  O.  C. 

SHELTON— 
Noi-dstrom.  J.  E. 

(Service) 

WilLse.  C.  E. 

CUSTER 

ASELMO— 

Spivey,  C.  D. 

ARNOLD— 
McShane.  R.  A. 
Reeves,  E.  Howard 
(Service) 

BROKEN  BOW 
Bowman,  C.  L. 
Carothers,  P.  H.  J. 
Erickson,  G.  T. 
Koefoot,  Theo. 
Koefoot,  Theo.,  Jr. 
Meier.  John  A. 
Wilcox,  C.  W. 

CALLOWAY— 
Bryson,  R.  D. 

SARGENT— 
McDaniel.  V.  S. 


DAWSON 

COZAD— 

Fochtman,  L.  H. 

(Deceased  4-5-52) 
Hranac,  Chas.  Eugene 
Sheets,  C.  H. 

EDDYVILLE— 

Kile.  J.  B. 

GOTHENBURG 
Ayres,  M.  J. 

Perry,  S.  H. 

(Service) 

Pyle,  B.  W. 

LEXINGTON— 
Anderson,  A.  W. 

McGee.  Dean 
Norall.  V.  D. 

Olsson,  P.  Bryant 
Ruggieri,  Bartholomew 
(Rochester,  Minnesota) 
Watson.  E.  A. 

(Service) 

Wycoff.  R.  S. 

OVERTON— 

Swanson.  Robert  F. 
(Buffalo  Co.) 

HOOKER 

MULLEN— 

Hoyt,  Melvin  S. 

(Box  Butte) 

HOWARD 
. ST.  PAUL 
Arnold,  M.  O. 

Hanisch,  E.  C. 

Hanisch,  Edward  C„  Jr. 
Hanisch.  Robert 
(Seryice) 


GREELEY 

(Four  County) 
SCOTIA— 

Lewis,  James  E. 
(Howard  Co.) 
SPALDING— 

Fox,  Robert  J. 

Sullivan.  M.  M. 

WOLBACH— 

Holm.  A.  H. 

(Howard  Co.) 

VALLEY 

(Four  County) 
NORTH  LOUP— 

Markley.  M.  E. 

ORD— 

Barta,  F.  A. 

Lynn.  Robert  J. 

Miller,  C.  J. 

GARFIELD 

(Four  County) 
BURWELI^ 

Cram.  Roy  S. 

SHERMAN 

LITCHFIELD— 
R.vdberg,  C.  A. 

(Custer  Co.) 

LOUP  CITtY- 
Amick.  C.  G. 

(Custer  Co). 

Miller,  Burdette  L. 
(Custer  Co.) 

GRANT 

HYANNIS— 

Howell.  W.  L. 

(Box  Butte  Co.) 


TE^JTH  DISTRICT 

E.  F.  LEININGER,  Councilor 


KENESAW— 

Mclntire.  R.  J. 

(Platte  Co.) 

McReynoIds,  R.  K. 

(Camino,  Calif.) 

FRANKLIN 

CAMPBELL— 

McNeil.  L.  S. 

FRANKLIN— 

Doering,  William 
Rosenberg.  D.  S. 

Smith,  Hal  C.  (Life) 
(Spokane.  Wash.) 

HARLAN 

ALMA— 

Bartlett.  W.  C. 

Ekart.  Paul  I. 

Kerr.  R.  H. 

ORLEANS— 

McGrew.  K.  C. 

Rider,  E.  E.  (Life) 
(Lancaster) 

WEBSTER 

BLUE  HILI^ 

O’Neill.  S.  H. 

GUIDE  ROCK— 

Reed.  H.  S. 

RED  CLOUD— 

Bennett,  Wilbur  Keith 
Lull.  C.  C. 

(Southwest  Nebr.) 

Obert,  Francis 

RED  WILLOW 

(Southwest  Nebraska)  • 
McCOOK— 

Batty.  John  L. 

DeMay,  G.  A. 


Dickinson,  L.  E..  Jr. 
Donaldson,  J.  H. 

James,  L.  D. 

Jones.  R.  T. 

Karrer.  F.  M. 

Leininger.  E.  F. 

Morgan.  D.  H. 

Shank.  F.  W. 

DUNDY 

(Southwest  Nebraska) 
BENKELMAN— 
Morehouse,  G.  A. 

CHASE 

(Southwest  Nebraska) 
IMPERIAL— 

Hoffmeister,  George  (Life) 
Mclntire,  Robert  H. 

(Service) 

Smith,  Fay 
Yaw,  Elwood 
WAUNETA— 

Carlson.  C.  R. 

HITCHCOCK 

(Southwest  Nebraska) 
STRATTON— 

Haase,  D.  D. 

(Service) 

TRENTON— 

Hertz.  Harvey 

FRONTIER 

(Southwest  Nebraska) 
CURTIS— 

Magill,  Van  H. 


ELEVENTH  DISTRICT 


F.  M. 

DeVol,  R.  A. 

Drasky.  Stanley 
Fetter,  E.  W. 

Heider,  C.  F. 

Kerkhoff.  S.  A. 

Kerr,  T.  J. 

Kremborg,  O.  C. 
McDonald,  H.  A. 


BELL,  Councilor 

Murdock,  J.  W..  Jr. 
Niehus,  Wm.  B. 
Pinkerton,  Clifford  C. 
Pugsley,  G.  W. 

(Deceased  8-3-52) 
Redfield,  J.  B. 

Reeves,  A.  E. 
Shaughnessy,  E.  J. 


EUSTIS— 

Rosenau,  O.  P. 

(Dawson  Co.) 

KEARNEY 

MINDEN— 

Abbott,  Hodson  A. 

(Buffalo  Co.) 

Andrews.  H.  S. 

(Adams  Co.) 

Chappell,  Elliott  R. 

(Adams  Co.) 

Peck,  Willard  R. 

(Buffalo  Co.) 

FURNAS 

(Southwest  Nebraska) 
ARAPAHOE— 
Christensen,  Robert  H. 

CAMBRIDGE— 

Minnick,  Clarence 
Steams.  H.  I. 

OXFORD— 

Cutshall.  Roger 
Evans,  C.  D.,  Jr. 

PHELPS 

BERTRAND— 

Streeter,  Chas.  T. 

HOLDREGE— 

Best,  Robert 
Brewster.  F.  W. 

Jones,  Donald  W. 
McConahay,  H.  A. 
Peterson,  Theo.  A. 

Reiner.  Walter  M. 


Stevenson.  Edward 
Takenaga,  R.  T. 
Valentine,  L.  F. 
Walker.  H.  H. 
Waltemath,  G.  E. 

SUTHERLAND— 
Flebbe,  Richard 
Moore,  Harlan  E. 
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DEUEL 

(Cheyenne-KimbaU'Deuel) 

CHAPPEL— 

Baker.  Howard 
Colman,  A.  C. 

Rundquist,  R.  B. 


GARDEN 

(Garden-Keith-Perkins) 

LEWELLEN— 

Vesely,  Francis  V. 

OSHKOSH— 

Seng.  W.  G. 


KEITH 

(Garden-Keith-Perkins) 

OGALLALA— 

Benner,  Robert  E. 

Harvey,  E.  A. 

Imes,  S.  K. 

McFee,  John  L. 

Weyer,  S.  M. 


PERKINS 

(Garden-Keith-Perkins) 

GRANT— 

Bell,  F.  M. 

Colglazier,  E.  E. 

Mclntire,  Matilda  S. 

(St.  Louis.  Mo.) 

Mclntire.  Waldean  C. 

(St.  Louis.  Mo.) 


TWELFTH  DISTRICT 

FRANK  HERHAHN,  Councilor 


SCOTTS  BLUFF 
GERING— 

Brown.  W.  O. 

Gentry,  W.  J. 

GentiT.  W.  Max 
Harvey,  W.  C. 

Harvey,  W.  C.,  Jr. 

(Service) 

Holmes,  Wm.  E. 

Loeffel.  Edwin  J. 

(Service) 

Wiley,  Stuart  Paul 
LYMAN— 

Anderson.  E.  E. 

MINATARE— 

Karrer.  R.  W. 

MITCHELD— 

Grubbs,  Loran 
Ohme,  Kenneth 
Watson,  C.  R. 

MORRILI^ 

Prentice,  O.  D. 

SCOTTSBLUFF— 

Baker,  Ellis  E. 

Baker,  Paul  Q. 

Campbell,  Stuart  D. 


Cowan,  L.  H. 

Frank,  Carl  L. 

Franklin,  W.  S. 

Gridley,  L.  J. 

Hanna.  Joe  T. 

Hayhurst.  J.  D. 

Heinke,  John  P. 
Herhahn.  Frank  T. 
Hudgel,  L.  E. 

Krieg,  Jacob,  Jr. 

Lovett,  Ivan  C. 

Plehn.  F.  W.  (Life) 
(Deceased  8-24-52) 
Rasmussen,  N.  H. 
Riddell.  Ted  E. 

Rosenau,  John  A. 
Sorenson.  C.  N. 

BOX  BUTTE 

ALLIANCE— 
Arrasmith,  W.  W. 

Broz,  J.  S. 

Burnham,  A.  G. 
Johnston,  G.  F. 

Kennedy.  J.  F. 

Kuncl,  Joseph  K. 
McNulty,  Edward 


Morgan.  R,  J. 

Seng,  O.  L. 

Slagle,  C.  E.  (Life) 

Sucgang,  F.  P. 

Whitehead,  E.  I.  (Life) 
HEMINGFORD— 
Christensen,  Gilbert 
Ford,  F.  Wendell 

DAWES 

CHADRON— 

Courshon,  A.  J. 

DeFlon.  Eric  G. 

Griot,  A.  J. 

Hoevet.  L.  H. 

Pierce.  C.  M. 

CRAWFORD— 

Bishop,  Ben 
Brown,  Ray 

CHEYENNE 

(Chyenne-Kimball-Deuel) 

DALTON— 

Pankau,  J.  B. 

SIDNEY— 

Babbitt.  C.  H. 

(Roseburg,  Ore.) 


Bitner,  C.  U. 

Cook,  Hull  A. 

Dorwart,  Clinton  B. 

Grimm,  B.  H. 

Roche.  Jason  B. 

KIMBALL 

(Cheyenne-Kimball-Deuel) 

KIMBALL— 

Core.  Edwin  R. 

Shamberg,  Alfred  H. 

MORRILL 

BAYARD— 

Do  her,  T.  L. 

(Scotts  Bluff  Co.) 
Spradling,  R.  L. 

(Scotts  Bluff  Co.) 
BRIDGEPORT— 
Blackstone.  H.  A. 

(Scotts  Bluff  Co.) 
Peterson,  Byron  D. 

(Service) 

(Scotts  Bluff  Co.) 

Post,  George  Peter 
(Scotts  Bluff  Co.) 


Human  Interest  Tales 

Communications  bearing  human  appeal  are  solicited. 

They  should  be  addressed  to  The  Editor,  Nebraska  State 

Medical  Journal,  1315  Sharp  Bldg.,  Lincoln. 

Dr.  M.  M.  Sullivan,  Spalding,  attended  a medical 
convention  in  Chicago  in  October. 

Dr.  James  D.  Bell,  York,  has  returned  from  Navy 
sei'vdce  and  is  again  in  private  practice. 

Dr.  C.  H.  Babbitt,  Sidney,  has  announced  that  he 
will  move  to  Roseburg,  Oregon,  in  December. 

Dr.  and  Mrs.  Chris  Bitner,  Sidney,  were  hosts  to 
the  Tri-County  Medical  Society,  October  24th. 

Dr.  Lloyd  Wagner,  Leigh,  has  recovered  and  is 
again  practicing  after  being  stricken  with  polio. 

Dr.  G.  W.  Graupner,  Grand  Island,  has  recently  be- 
come a Diplomate  of  the  American  Board  of  Surgery. 

Dr.  G.  E.  Peters,  Randolph,  was  reelected  Presi- 
dent of  the  District  Highway  20  Association  on  Octo- 
ber 22. 

Dr.  Robert  Hillyer,  Lincoln,  spoke  to  members  of 
the  Dawson  County  Medical  Society  in  Cozad,  Octo- 
ber 13. 

Dr.  John  Redelfs,  Oakland,  is  leaving  there  Janu- 
ary 1 to  begin  a fellowship  in  anesthesiology  at  the 
Mayo  Clinic. 

Dr.  and  Mrs.  Robert  McGee,  Howells,  are  the 
parents  of  a son,  Randall  Warren,  born  September 
29  in  Omaha. 

Dr.  William  J.  Reedy,  Omaha,  attended  a medical 
meeting  at  New  York  University  during  the  early 
part  of  October. 

Dr.  Adolph  Sachs,  Omaha,  attended  the  meeting 
of  the  Central  Society  of  Clinical  Research  in  Chi- 
cago, November  7. 


Dr.  Allyn  Moser,  Omaha,  attended  the  meeting  of 
the  American  Amithologists  Union  at  Baton  Rouge, 
La.,  October  20-24. 

Dr.  G.  R.  Christenson,  Hemingford,  has  been  noti- 
fied that  he  will  be  inducted  into  the  armed  forces 
in  the  near  future. 

Drs.  Guy  and  Pauline  Slaughter,  Norfolk,  have 
announced  that  they  will  also  practice  on  a part- 
time  basis  in  O’Neill. 

Dr.  E.  G.  Surber,  Norfolk,  spoke  to  the  local  Wom- 
an’s Club,  October  27,  on  “New  Developments  in 
Treatment  of  Cancer.” 

Dr.  C.  M.  Foote,  Hastings,  attended  an  opthal- 
mology  and  otolaryngology  meeting  in  Chicago  dur- 
ing the  middle  of  October. 

Dr.  Cecil  F.  Simmons,  formerly  of  Emerson,  is 
now  practicing  in  Oakland.  He  is  taking  over  the 
practice  of  Dr.  John  Redelfs. 

Dr.  John  W.  Rogers,  University  of  Nebraska  Col- 
lege of  Medicine  graduate,  has  become  associated 
with  Dr.  E.  R.  Core  at  Kimball. 

Dr.  R.  S.  Johnston,  Kearney,  and  the  former  Mrs. 
Ellen  Vamer  of  Salt  Lake  City,  were  married  in 
Los  Vegas,  Nevada,  September  3. 

Dr.  John  Aita,  Omaha,  spoke  on  “What  Is  This 
Thing  Called  Psychiatry?”  before  the  Omaha  Pro- 
fessional Men’s  Club,  November  3. 

Dr.  O.  V.  Calhoun,  Lincoln,  discussed  the  common 
cold  when  he  spoke  before  the  Lincoln  Community 
Advisoi-y  Health  Council,  October  17. 

“Doctor  Douglas  Day”  was  celebrated  in  Atkin- 
son, October  27,  in  honor  of  Dr.  W.  J.  Douglas,  who 
has  practiced  medicine  more  than  52  years. 

Dr.  C.  T.  Ingham,  who  practiced  medicine  for  59 
years  at  Coleridge  and  Wayne,  celebrated  his  83rd 
birthday,  October  2,  at  Laguna  Beach,  Calif. 
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Dr.  J.  E.  Davis,  Albion,  attended  a reunion  re- 
cently of  the  1900  class  of  the  University  of  Mis- 
souri College  of  Medicine  in  Kansas  City,  Mo. 

Dr.  H.  W.  Shreck,  formerly  of  Holdrege,  has  been 
made  a Fellow  of  the  American  College  of  Surgeons. 
He  is  now  stationed  in  the  Panama  Canal  Zone. 

Drs.  Fay  Smith  and  Elwood  Yaw,  Imperial,  have 
begun  consti-uction  of  a new,  all-modern  office 
building.  They  expect  to  occupy  it  by  the  first  of 
the  year. 

Announcement  has  been  made  of  the  marriage  of 
Dr.  Oscar  Carp,  Omaha,  to  Miss  Pauline  Sklarin  of 
Bradley  Beach,  N.J.  The  wedding  took  place  No- 
vember 2. 

Dr.  H.  A.  Panzer,  Bassett,  has  been  elected  Presi- 
dent of  the  Holt  and  Northwest  County  Medical 
Society.  Dr.  J.  R.  Ramsay  of  Atkinson,  is  the  new 
Secretary. 

Dr.  Paul  Bancroft,  Lincoln,  recently  told  the  local 
Knife  and  Fork  Club  that  it  was  no  mistake  for 
the  city’s  schools  to  be  opened  on  schedule  during 
the  polio  epidemic. 

Prepayment  medical  care  was  the  subject  of  a 
senior  seminar  lecture  given  October  15  by  Dr.  Ar- 
thur J.  Offerman,  Omaha,  at  University  of  Nebraska 
College  of  Medicine. 

Dr.  Michael  Crofoot,  Omaha,  represented  the  Uni- 
versity of  Nebraska  College  of  Medicine  at  a meet- 
ing of  the  American  Academy  of  Pediatrics  in  Min- 
neapolis, October  11. 

Dr.  Harold  Neu  of  Omaha  attended  the  meeting 
of  the  American  Federation  of  Clinical  Research 
and  the  meeting  of  the  Association  for  Study  of 
Arteriosclerosis  in  Chicago. 

Dr.  John  Nilsson,  Omaha,  spoke  to  members  of 
the  Holt  and  Northwest  County  Medical  Society  on 
October  5.  The  meeting  was  held  at  the  home  of 
Dr.  J.  P.  Brown  of  O’Neill. 

Dr.  T.  D.  Fitzgerald,  Assistant  Dean  of  the 
Creighton  University  School  of  Medicine,  attended 
the  Conference  on  Preventive  Medicine  in  Medical 
Schools  in  Colorado  Springs. 

Dr.  George  Lewis,  Lincoln,  spoke  to  the  congre- 
gation of  the  Falls  City  Presbyterian  Church, 
October  26.  He  told  of  his  experiences  as  a medical 
aide  to  missionaries  in  Africa  last  year. 

Dr.  and  Mrs.  H.  L.  Clarke,  North  Platte,  have  re- 
turned from  a trip  to  New'  York  and  the  New  Eng- 
land states.  While  in  New’  York,  Dr.  Clarke  attended 
the  Amei’ican  College  of  Surgeons  meeting. 

Dr.  F.  G.  Gillick,  Dean  of  the  Creighton  Univer- 
sity School  of  Medicine,  attended  the  63rd  Annual 
Meeting  of  the  Association  of  American  Medical 
Colleges  in  Colorado  Springs,  November  10-12. 

Dr.  George  Lytton,  Ingleside,  spoke  before  the 
Auburn  Kiwanis  Club,  October  16.  Dr.  Lytton  dis- 
cussed the  work  of  the  Central  Nebraska  Mental 
Hygiene  Clinic  w'hich  is  located  at  Hastings. 

Dr.  Carl  Amick,  Loup  City,  was  honored  by  his 
community  on  “Doctor  Amick  Day,”  October  25. 
Mr.  M.  C.  Smith,  a long-time  fi’iend  of  Dr.  Amick, 
was  the  guest  speaker  for  the  one-day  ceremony. 

Dr.  W.  Joseph  McMartin,  Omaha,  has  been  elected 
First  Vice  President  of  the  Western  Association 
of  Railway  Surgeons.  He  was  also  elected  to  mem- 
bership in  the  International  Society  of  Urology  in 
September. 


Dr.  Frank  Murphy,  Omaha,  spoke  at  a meeting 
of  the  Creighton  Medical  School  Caducean  Chapter 
of  the  American  Society  of  the  Histoi-y  of  Medicine, 
November  28.  Dr.  Murphy’s  topic  was  “The  His- 
tory of  Puerperal  Fever.” 

Dr.  John  A.  Meier,  Broken  Bow’,  plans  to  leave  his 
practice  January  1 for  a residency  in  orthopedic 
surgeiy.  Dr.  R.  L.  Blaii’,  w'ho  formerly  practiced 
at  Broken  Bow  before  going  to  Yakima,  Washing- 
ton, will  take  over  Dr.  Meier’s  office. 

Dr.  A.  L.  Smith,  Jr.,  Lincoln,  is  the  new'  President 
of  the  St.  Elizabeth  Hospital  staff.  He  succeeds  Dr. 
John  T.  McGreer.  Other  officers  are  Dr.  J.  R.  Lou- 
don, Vice  President;  Dr.  D.  F.  Puiwis,  Secretaiy, 
and  J.  R.  Curry,  Treasurer,  all  of  Lincoln. 

Dr.  How’ard  B.  Hunt,  Omaha,  is  Vice  Chainnan  of 
the  Commission  on  Hospital  Standards  of  the 
American  College  of  Radiology.  Dr.  Maurice  D. 
Frazer  of  Lincoln,  is  a member  of  the  college’s  Com- 
mission on  Legislation  and  Public  Safety. 

Dr.  John  R.  Schenken,  Omaha,  was  a guest  lec- 
turer at  the  Oklahoma  City  Clinical  Society  meeting, 
W'hich  w'as  held  during  the  latter  part  of  October. 
Dr.  Schenken  has  also  been  chosen  President-elect 
of  the  American  Society  of  Clinical  Pathologists. 

Eight  Omaha  physicians  have  moved  into  their 
new  clinic  building  at  3610  Dodge  Street.  They  are: 
Drs.  Clinton  C.  Millett,  Leo  V.  Hughes,  Donald  J. 
Bucholz,  Charles  M.  Root,  R.  Hugh  Dickinson,  Paul 
N.  Morrow',  Gerald  C.  O’Neill  and  Stanley  Pederson. 

Dr.  Harold  Jeghers,  Professor  of  Medicine  and 
Head  of  the  Department  of  Medicine  of  Georgetown 
University,  was  a guest  of  the  Department  of  Medi- 
cine of  the  Creighton  LTniversity  School  of  Medicine 
on  November  13,  1952.  He  addressed  the  Depart- 
ment of  Medicine  and  the  senior  class  on  “Cancer 
of  the  Stomach.” 

Winners  of  the  scientific  exhibits  awards  at  the 
recent  Omaha  Mid-West  Clinical  Society  meeting  in 
Omaha  were:  Drs.  Howard  B.  Hunt,  Herbert  H. 
Davis  and  Max  M.  Raines  for  excellence  of  individual 
investigation;  and  Drs.  Earl  A.  Connelly  and  Arnold 
W.  Lempka  for  excellence  of  presentation.  Awards 
of  Merit  went  to  Drs.  W.  Joseph  McMartin,  D. 
Franklin  Milam,  Edw’in  Davis,  Sr.,  Edw'in  Davis,  Jr., 
Leroy  W.  Lee  and  Miles  E.  Foster.  Dr.  James  J. 
O’Neil  received  an  honorable  mention  aw’ard. 


Deaths 

A.  J.  Young,  M.D.,  Omaha.  Doctor  Young  died 
unexpectedly  of  a heart  attack,  at  his  home,  on  Sep- 
tember 25th.  He  was  sixty  years  old.  He  was  on 
the  faculty  of  Creighton  University  School  of  Medi- 
cine and  on  the  staff  of  St.  Joseph’s  Hospital.  Dr. 
Young  is  sui-vived  by  his  w’ife,  Regina;  three  sons, 
Malcolm  D.  of  Seattle,  Wash.,  Gavin  of  Kansas  City, 
Mo.,  Norman  of  Chicago,  111;  three  sisters,  two 
brothers  and  seven  grandchildren. 


Creighton  Francis  ITridil,  M.D.,  Hastings.  Doctor 
Uridil  was  hurt  in  a car  accident  and  died  at  the 
Mary  Lanning  Hospital  on  Nov.  1.  He  was  thirty- 
nine  years  old.  He  had  been  associated  with  his 
father.  Dr.  J.  E.  Uridil  in  Hastings,  since  1940. 

Besides  his  parents,  he  is  suiwived  by  his  wife, 
Evelyn;  one  son,  Creighton  Francis,  Jr.;  three 
daughters,  Kathleen,  Mary  and  Susan;  two  brothers, 
a sister  and  his  grandfather,  Frank  Uridil. 
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TUB ERCULOSIS  ABSTRACTS 


Nebr.  S.  M.  Jour. 
December,  1952 


Tuberculosis  Abstracts 

THE  PROBLEM  OF  THE  SO-CALLED  “GOOD 
CHRONIC  CASE  OF  PULMONARY 
TUBERCULOSIS 

Definition.  An  exact  definition  of  the  term 
“Good  Chronic”  is  difficult.  While  no  chronic  tu- 
berculosis is  good,  the  tenn  is  retained  because  past 
usage  has  given  it  meaning  which  is  difficult  to  en- 
compass in  any  other  succinct  term.  The  tenn  car- 
ries the  following  implications:  (1)  Extensive  tu- 

berculosis of  many  years  standing  is  present.  This 
is  usually  bilateraly  distributed.  (2)  Disease  is  rea- 
sonably well  stabilized.  Evidences  of  instability 
are  usually  rather  minor  and  transient.  (3)  Chronic 
cavitation  is  commonly  present  and  is  often  bilateral. 
Pathologically,  the  remaining  tissue  changes  ai’e 
deemed  to  be  predominantly  fibrotic  with  necrotic 
foci  limited  in  size,  generally  well  circumscribed, 
and  not  in  the  stage  of  rapid  liquefaction.  Emphy- 
sema is  common.  (4)  Cough  and  expectoration  are 
variable  but  common  symptoms.  The  condition  of 
the  patient  is  usually  reasonably  good.  Systemic 
symptoms  are  absent  or,  at  most,  are  occasional. 
Limited  respiratoi’y  reserve  is  the  rule  but  not 
marked  dyspnea.  (5)  Tubercle  bacilli  are  present  in 
the  sputum  or  gastric  specimens  either  constantly  or 
interaiittently.  (6)  Patients  who  may  be  included  in 
the  “Good  Chronic”  category  vaiy  considerably  in 
their  amenability  to  treatment,  in  the  amount  and 
kind  of  therapy  already  received,  and  in  the  prog- 
nosis. In  many  hospitals  and  clinics  the  term  carries 
the  implication  that  the  patient  is  not  readily  amen- 
able to  cure,  at  least  bacteriologically  by  the  proce- 
dures in  use,  and  that  prolonged  bed  rest  and  other 
appropriate  therapy  have  already  been  tried  and 
have  failed  to  achieve  the  goal  of  “inactive”  tuber- 
culosis. 

The  Problem.  The  problem  is  world-wide  and 
well  known.  Some  of  the  salient  aspects  are:  (1) 

The  patient  may  be  reluctant  to  accept  hospitaliza- 
tion and  treatment.  Such  a patient  may  feel  well 
and  be  quite  unconcemed  by  the  “cigarette  cough” 
or  “chronic  bronchitis”  which  he  has  had  for  years. 
(2)  For  most  patients  and  their  families,  a pro- 
longed incapacitating  illness  becomes  increasingly 
burdensome.  Discouragement,  boredom,  and  resent- 
ment are  common  reactions.  Such  patients  often 
leave  sanatoriums  and  hospitals  against  medical 
advice;  others  remain  and  exert  a disturbing  and 
discouraging  influence  upon  other  patients.  (3)  A 
hospital  bed  may  be  occupied  for  years  by  one 
“Good  Chronic”  patient.  Hospital  facilities  are  ab- 
sorbed w’hich  could  ser\'e  for  the  successful  treat- 
ment and  cure  of  several  patients  with  less  refrac- 
tory types  of  tuberculosis.  Thus,  patients  with  ex- 
tensive chronic  tuberculosis  constitute  a major  ob- 
stacle to  efficient  utilization  of  tuberculosis  hospital 
facilities.  (4)  Patients  in  this  category  entail  a con- 
siderable financial  burden  upon  the  community. 
(5)  On  the  other  hand,  failure  to  hospitalize  these 
patients,  or  discharging  them  back  home  and  into 
the  community  creates  other  problems,  for  example: 
(a)  the  patients  are  generaly  infectious  and  may 
transmit  tuberculosis  to  others;  (b)  many  I’emain 
well  clinically  only  under  very  sheltered  conditions; 
(c)  as  a result,  working  capacity  and  ability  to  ob- 
tain satisfactory  employment  are  extremely  limited. 


The  Solution.  No  really  satisfactory  solution  to 
the  over-all  problem  has  been  devised.  The  best 
attack  lies  in  prophylaxis,  in  finding  tuberculosis 
early  before  it  has  become  extensive  and  chronic 
and  in  hospitalizing  promptly  and  treating  adequate- 
ly all  patients  with  active  disease.  Present  experi- 
ence clearly  demonstrates,  however,  that  such  pro- 
phylaxis is  still  far  from  eliminating  the  problem  of 
the  “Good  Chronic”  case  in  the  immediately  fore- 
seeable future. 

No  single  plan  of  attack  is  equally  applicable  to 
all  patients  or  to  all  situations.  Individualization  is 
necessary  in  the  management  of  all  tuberculosis 
patients  including  “Good  Chronics.”  This  belief  in 
individualization  is  implicit  throughout  the  follow- 
ing generalizations: 

A.  Home  Care:  Whether  patients  with  “Good 

Chronic”  tuberculosis  should  be  kept  in  the  tuber- 
culosis hospital  or  handled  at  home  must  be  decided 
individually  for  each  case.  Elements  which  deseiwe 
to  influence  this  decision  are:  (1)  Medical  and  sur- 

gical considerations  affecting  the  particular  patient 
at  hand;  (2)  The  economic  circumstances,  the  intel- 
ligence, and  the  attitudes  of  the  patient  and  his 
family;  (3)  Circumstances  in  the  community. 

B.  Special  Institutions:  The  advantages  of  spe- 

cial institutions  and  sheltered  communities,  as  com- 
pared with  the  regular  tuberculosis  hospital,  are: 

(1)  Less  medical  and  nursing  care  need  be  provided; 

(2)  It  is  feasible  to  allow  the  patients  more  privi- 
leges, thus  making  a prolonged  stay  more  accept- 
able; (3)  Graded  amounts  of  productive  work  can 
be  assigned  making  such  a place,  in  part,  self-sup- 
porting; (4)  Beds  in  regular  tuberculosis  hospitals 
are  freed  for  other  patients. 

There  are  several  deficiencies  and  disadvantages 
to  this  approach:  Few  such  places  exist  at  present. 
Few  patients  are  willing  to  accept  transfer  when 
this  implies  that  reasonable  hope  for  definitive  cure 
has  been  abandoned.  Few  competent  tuberculosis 
physicians  are  willing  to  confine  their  work  solely 
to  patients  with  extensive  chronic  disease.  Removal 
of  “Good  Chronics”  from  competent  medical  super- 
vision removes  the  most  important  factor  which  may 
lead  to  eventual  cure  and  rehabilitation. 

C.  Care  in  a Regular  Tuberculosis  Hospital: 
Continued  hospitalization  in  a regular  tuberculosis 
hospital  or  sanatorium  appears  to  be  the  procedure 
of  choice  in  the  management  of  the  great  majority 
of  “Good  Chronics.”  This  does  not  preclude  the 
assignment  of  these  patients  to  certain  wards  or 
sections  of  the  hospital  where  medical  and  nursing 
care  is  less  intensive  than  on  other  wards,  where 
complete  self-care  is  the  rale,  where  special  privi- 
leges can  be  granted,  and  where  special  activities 
in  the  field  of  occupational  and  diversional  therapy 
and  rehabilitation  can  be  conducted.  These  wards 
should,  however,  be  an  integral  part  of  the  regular 
hospital,  vdth  systematic  supervision  by  the  regular 
medical  and  nursing  staffs.  The  reasons  are:  The 
prompt  recognition  and  treatment  of  exacerbations 
of  tuberculosis  are  important  if  further  deteriora- 
tion in  the  patient’s  status  is  to  be  avoided.  These 
patients  also  need  competent  medical  care  of  col- 
lateral diseases  and  of  intercurrent  illnesses.  The 
patient  who  is  not  "amenable  to  successful  ti’eatment 
today  may  become  amenable  tomorrow. 

(Continnued  on  page  xxii) 


'Nrt",.c 

^ m 


No.  1700 
FLOORSTAND 

$64.50  I 

with  ISO  W.  Bulb  > 


No.  1710 
"SHORTIE" 
FLOORSTAND 
$64.50 

with  ISO  W.  Bulb 


' \ 

ABIC  HOSPITALTyPE\ 
LIGHT.  ..AT  A LOW  PRICED 

FOR  THE  DOCTOR'S  OFFICE  ■ 

1500  footcandles  of  color  correct,  white,  heat -filtered,  j 
surgery-type  light  for  office  surgery  and  examination  ■ 
use.  Rotates,  tilts,  angles;  up.  down,  around  or  over  ^ 
the  table  or  arm  of  chair  Beautiful  hard  baked  f 
L enamel  finish.  Guaranteed  "big-light"  perform-  # 
ance  . yet  the  price  is  amazingly  low.  ^ 

Ask  your  dealer  tor  a demonstration  in  ^ 
your  own  office. 





No.  1720 
STANDARD 
WALL  MODEL 
$57.50 

with  ISO  W.  Bulb 


EXTENDED 
WALL  MODEL 
$64.50 

with  ISO  W.  Bulb 


BURTON 


ASK  rOUK  DtAllR  OC  WKITt  US 

MANUFACTURING  COMPANY 

11201  W.  PICO  BLVD.,  LOS  ANGELES  64.  CALIF. 


BURT 


PROFESSIONAL  LIGHTING 


SCIENTIFIC  DEVICES 


mm 

kHTING  I 


for  the  0 O C T O 

• L ABO.R  ATOR 

• KO  S P I T A L 


Donley-Stahl  Company,  Ltd. 

"'The  Hospital  and  Physicians  Supply  House 

1331  "N"  Street  — Lincoln,  Nebraska 
Phone  2-3248 
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COOK  COUNTY 

Graduate  School  of  Medicine 

Announces  Continuous  Courses 

SURGERY  — Intensive  Course  in  Surgical  Technic,  2 
Weeks,  starting  Jan  19,  Febr.  2,  Febr.  16. 

Surgical  Technic,  Surgical  Anatomy  and  Clinical  Sur- 
gery. 4 Weeks,  starting  March  2. 

Surgical  Anatomy  and  Clinical  Surgery,  2 Weeks, 
starting  March  16. 

Basic  Principles  in  General  Surgery,  2 Weeks,  start- 
ing March  23. 

Gallbladder  Surgery.  10  Hours,  starting  April  20. 
Surgery  of  Colon  and  Rectum,  1 Week,  starting 
March  2. 

General  Surgery,  1 Week,  starting  Febr.  9. 

General  Surgery.  2 Weeks,  stai’ting  April  20. 
Fractures  and  Traumatic  SurgeiT.  2 Weeks,  starting 
March  2. 

GYNECOLOGY  — Intensive  Course,  2 Weeks,  starting 
Febr.  16. 

Vaginal  Approach  to  Pelvic  Surgery,  1 Week,  start- 
ing March  2. 

OBSTETRICS  — Intensive  Course,  2 Weeks,  starting 
March  2. 

PEDIATRICS  — Intensive  Course,  2 Weeks,  starting 
April  6. 

MEDICINE  — Intensive  General  Course.  2 Weeks,  start- 
ing May  4. 

Electrocardiography  and  Heart  Disease.  2 Weeks, 
starting  March  16. 

Allergy.  1 Month  and  6 Months,  by  appointment. 
UROLOGY  — Intensive  Course,  2 Weeks,  starting 
April  13. 

Ten-Day  Practical  Course  in  Cystoscopy  starting 
every  two  weeks. 

DERMATOLOGY  — Intensive  Course,  2 Weeks,  starting 
May  4. 

TEACHING  FACULTY— ATTENDING  STAFF 
OF  COOK  COUNTY  HOSPITAL 

Address : 

Registrar,  707  South  Wood  Street,  Chicago  12,  Illinois 


OMAHA  Office: 

Robert  M.  Childers,  Rep., 
674  Insurance  Bldg., 
Telephone  Atlantic  6678-6679 


The  Neurological  Hospital 

Laboratories  of 

2625  West  Paseo, 
KANSAS  CITY,  MISSOURI 

Clinical  Pathology 

★ ★ ★ 

731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.D.,  Director 

A voluntary  hospital  providing  the  care 
and  treatment  of  nervous  and  mental  pa- 
tients and  associate  conditions. 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 
Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 

TUBERCULOSIS  ABSTRACTS 
(Continued  from  page  412) 

Modern  treatment  of  any  type  of  tuberculosis 
requires  team  work,  to  which  the  physician,  the 
surgeon,  the  anaesthetist,  various  laboratory  work- 
ers, and  the  rehabilitation  team  all  make  important 
contributions.  Such  team  work  is  seen  at  its  best 
in  the  well-integrated  tuberculosis  hospital. 

Conclusion.  The  principal  objective  in  the  man- 
agement of  patients  with  “Good  Chronic”  tuber- 
culosis is  the  actual  cure  and  rehabilitation  of  as 
large  a propoiCion  as  possible.  The  proportion 
amenable  to  cure  is  growing  steadily  as  new  thera- 
peutic attacks  are  developed,  and  there  is  good  rea- 
son to  hope  that  this  proportion  will  grow  still  larg- 
er as  progress  in  therapy  continues.  The  full  ad- 


vantages of  this  trend  are  most  likely  to  be  realized 
in  the  regular  tuberculosis  sanatorium  or  hospital. 
While  other  alternatives  frequently  deserve  consid- 
eration in  individual  instances,  the  best  general 
policy  is  continued  hospitalization  of  patients  with 
“Good  Chronic”  tuberculosis  in  regular  tuberculosis 
units,  hospitals,  or  sanatoriums. 

— By  the  Committee  on  Therapy.  American  Trudeau  Society, 
The  American  Review  of  Tuberculosis,  May,  1952. 


Three  times  as  many  active  cases  of  tuberculosis 
per  1,C00  examinations  are  found  on  hospital  ad- 
missions as  in  general  community  surveys.  This 
is  explained  on  the  basis  that  most  of  the  patients 
admitted  to  hospitals  are  suffering  from  some 
source  of  potential  illness.  Edward  A.  Piszczek, 
(M.D.,  The  Illinois  Med.  J.,  March,  1952. 
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HOW  TO  INCREASE 

THE  PROTEIN  INTAKE 


w 


ithout  Patient  Resistance 


Patient  resistance  is  rarely  encountered  when  H P.S.  is  pre- 
scribed to  increase  protein  alimentation.  This  high  protein  supple- 
ment was  carefully  formulated  to  insure  taste  acceptance  even  when 
regular  feedings  are  refused.  Prepared  with  water  or  milk,  it  makes 
a universally  acceptable  beverage  of  bland  taste,  not  unlike  that 
of  a milk  shake. 


60%  PROTEIN  in  rea 

Consisting  of  intact  proteins 
derived  from  milk,  soybeans,  and 
egg,  H P.S.<^Zy  provides  60  per 
cent  protein  and  27  per  cent 
carbohydrate.  Three  servings 
prepared  with  milk  provide  95 
Gm.  of  readily  digested,  biologi- 
cally complete  protein.  Prepared 
with  water,  3 servings  provide 


dily  digested  form 

77  Gm.  of  protein.  is 

indicated  whenever  the  protein 
intake  must  be  sharply  increas- 
ed: pre-  and  postoperatively, 
to  correct  nitrogen  loss  following 
burns  and  hemorrhage,  and  in 
hepatitis,  hepatic  cirrhosis,  mal- 
nutrition, pregnancy  and  lacta- 
tion, and  nephrosis. 


SMITH-DORSEY  • Lincoln,  Nebraska  • A Division  of  THE  WANDER  COMPANY 
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nnucii  C^iiniccii  (Soniet'ence 

CHICAGO  MEDICAL  SOCIETY 

March  3,  4,  5,  6,  1953 
Palmer  House,  Chicago 

THIRTY-FOUR  HALF-HOUR  LECTURES  BY  OUTSTANDING  TEACHERS 
AND  SPEAKERS  on  subjects  of  interest  to  both  general  practitioner  and  specialist. 

STour  f^aneis  on  TJimeit^  SJojnei 

TJeacliin^  2b  emondtrationd 

SCIENTIFIC  EXHIBITS  worthy  of  real  study  and  helpful  and  time- 
saving TECHNICAL  EXHIBITS. 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONFER- 
ENCE should  be  a MUST  on  the  calendar  of  every  physician.  Plan 
now  to  attend  and  make  your  reservation  at  the  Palmer  House. 


URGES  MODERNIZATION  OF  MEDICAL 
SUPERVISION  OF  DOXERS,  WRESTLERS 

Boxing  accidents  can  be  prevented  and  the  fatal- 
ity rate  reduced  to  a minimum  only  by  more  thor- 
ough medical  supervision  before,  during  and  after 
bouts,  in  the  opinion  of  Dr.  Frank  Ferlaino,  New 
York.  ■ 

Dr.  Ferlaino,  former  chairman  of  the  Medical  Ad- 
visory Board  to  the  New  York  state  athletic  com- 
mission, wrote  in  the  current  (October  18)  Journal 
of  the  American  Medical  Association  that  the  time 
has  come  for  the  modernization  of  the  medical  su- 
pervision of  boxers.  Persons  who  control  boxing 
cannot  delay  this  important  step  any  longer  without 
incurring  the  hostility  of  the  entire  sporting  world, 
he  said,  adding: 

“The  full  cooperation  of  all  connected  with  box- 
ing and  wrestling  is  needed  to  remove  the  stigma 
of  legalized  murder  from  boxing.” 

According  to  Dr.  Ferlaino,  steps  should  be  under- 
taken at  once  to: 

1.  Improve  the  padding  inside  boxing  gloves  and 
make  the  leatherette  ^and  inner  lining  waterproof 
and  moistureproof. 


2.  Adopt  better  safety  mats  under  the  canvas  to 
reduce  injury. 

3.  Improve  hand  taping  procedure  and  materials 
to  reduce  fractures  and  sprains. 

4.  Devise  moie  resilient  individualized  mouth- 
guards. 

5.  Devise  a satisfactory  resin  substitute  to  pre- 
vent slipping  on  canvas. 

6.  Provide  better  first-aid  procedures  at  ringside. 

7.  Provide  better  supeiwision  of  drinking  water 
containers.  Regulations  concerning  the  addition  of 
stimulants  to  such  drinking  water  bottles  should  be 
established  and  control  measures  instituted. 

8.  Adopt  measures  to  prevent  eye  lacerations  and 
blindness. 

9.  Establish  unifonn  periodic  health  examina- 
tions for  ring  officials,  since  several  have  collapsed 
or  died  in  the  ring.  The  eyesight  of  the  judges  at 
the  ringside  should  be  checked  annually  to  make 
certain  that  they  can  ascertain  exactly  whether 
rapidly  thrown  punches  actually  reach  or  miss  their 
target. 


ROUGH  HANDS 


FROM  TOO  MUCH  SCRUBBING? 


SooChe  rough,  dry  skin  with  AR-EX  Chap  Cream. 
Contains  healing  ingredient,  carbonyl  diamide.  Aids 
severely  chapped  and  broken  skin.  Pleasant  to  use. 
Scented  or  Unscented.  Send  for  sample. 

-EX  COSMETICS.  INC.,  1038-J  W.  Van  Buren  St.,  Chicaio  7.  Ill 
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in  OMAHA,  NEBRASKA 

stay  at  Hotel 

T*cix*on 

In  the  heart  of  downtown 
Omaha,  Hotel  Paxton 
typifies  the  spirit  of  this 
progressive  city  . . . 
continually  improving 
service  for  <liscriminating 
guests,  accentuating 
charm,  individuality 

and  livability  in  all  guests  rooms,  extending  traditionally 
famous  courtesy  to  travelers  since  1882,  Hotel  Paxton 
at  14th  and  Farnam  is  your  choice  for  good  living. 


Visit  the  • PAX  ROOM  * TAVERN  GRILL 
• MURAL  LOUNGE  * COFFEE  SHOP 


Affiliated 

NATIONAL  HOTELS 

ALABAMA 

HOTKIi  ADMIRAI.  SFyMMES Mobile 

HOTEL  THOMAS  .TEFFERSON 

Hirmlngham 


DISTRICT  OF  COLUMBIA 
HOTEL  WASHINGTON Washington 

INDIANA 

HOTEL  OLAYPOOL  Indianapolis 

LOUISIANA 

JUNG  HOTEL  New  Orleans 

HOTEIy  DESOTO  New  Orleans 

NEBRASKA 

HOTEL  PAXTON  Omaha 

NEW  MEXICO 

HOTEL  CLOVIS  Clovis 

SOUTH  "CAROLINA 

HOTEIy  WADE  HAMPTON Columbia 

TEXAS 

HOTEL  STEPHEN  F.  AUSTIN Austin 

HOTEL  EDSON  Beaumont 

HOTEL  BROWNWOOD  Brownwood 

HOTEL  BAKER  Dallas 

HOTEL  TRAVIS  Dallas 

HOTEL  CORTEZ  El  Paso 

HOTEL  BUCCANEER  Galveston 

HOTEL  GALVEZ  Galveston 

HOTEL  JEAN  LAFIT'rB Galveston 

CORONADO  COURTS  Galveston 

MIRAMAR  (’OURT  Galveston 

HOTEL  CAVALIER  Galveston 

HOTEly  PLAZA  Loredo 

HOTEL  LUBBOCK  Lubbock 

HOTEL  falls  Marlin 

HOTEL  CACTUS  San  Angelo 

HOTEL  MENGER  San  Antonio 

ANGELES  COURTS San  Antonio 

VIRGINIA 

HOTEL  MOUNTAIN  LAKE  Mountain  Lake 
HOTEL  MONTICELLO Norfolk 


10.  Set  up  criteria  for  requiring  immediate  stop- 
page of  a bout  for  medical  reasons. 

11.  Institute  neurological  and  electroencephalo- 
graphic  (brain- waive)  diagnostic  procedures  to  de- 
tect the  earliest  onset  of  “punch  drunk”  symptoms. 

“Prize  fighting  is  one  of  the  oldest  and  most  haz- 
ardous of  the  trades,  and  the  risks  involved  have 
changed  little  in  thousands  of  years,”  Dr.  Ferlaino 
stated.  “Boxing,  as  an  industry,  has  not  appreciated 
the  advantages  of  a medical  program,  and  medical 
refoiTns  in  this  industry  are  long  overdue.” 

Dr.  Ferlaino  said  there  should  be  established  a 
National  Fatality  and  Accident  Study  Committee  for 
boxing,  such  as  there  is  in  football,  to  make  a year- 
round  research  program  of  ways  to  protect  boxers 
from  serious  injury.  In  addition,  there  is  a need 
for  not  only  a national,  but  an  inte’mational,  medical 
code  and  an  active  advisory  board  in  professional 
boxing. 

All  deaths  in  the  ring  are  listed  as  accidental,  ac- 
cording to  Dr.  Ferlaino.  The  mechanics  of  such 
fatal  injuries,  that  most  commonly  are  due  to  cere- 
bral hemorrhage,  have  not  been  analyzed.  The  gen- 
erally accepted  causes  for  such  deaths  are  that 
gloves  lack  adequate  padding,  the  mat  under  the 
canvas  does  not  give  sufficient  protection  when  the 
boxer’s  head  strikes  the  floor,  and  the  mouthpiece 
is  not  sufficiently  resilient.  Still  another  cause, 
he  said,  is  the  relicensing  of  fighters  who  have  been 
inactive  or  retired  for  many  years.  These  men 
usually  are  not  in  good  physical  condition,  and  are 
particularly  vunerable  to  injuries. 


STOMACH  CANCER  MAY  BE  CURED  IF 
TREATED  EARLY,  DOCTOR  SAYS 

Stomach  cancer  is  a curable  disease  — that  is. 
the  cure  rates  compare  favorably  with  those  of  can- 
cer of  other  organs  generally  considered  curable — 
according  to  Dr.  William  A.  Cooper,  New  York. 

As  in  all  forms  of  cancer,  cure  depends  upon  how 
early  the  disease  is  discovered  and  treatment  begun. 
Dr.  Cooper  stated  in  the  current  (October  18) 
.Journal  of  the  American  Medical  Association.  Dr. 
Cooper  is  associated  with  the  department  of  surgery. 
New  York  Hospital,  Cornell  University  Medical 
School. 

Fluoroscopic  and  x-ray  studies  are  the  most  use- 
ful of  the  diagnostic  aids  in  gastric  cancer,  he 
stated.  Also  useful  as  diagnostic  aids  are  a stomach 
acid  test,  stool  examination  for  blood,  the  use  of  a 
gastroscope  which  enables  the  doctor  to  see  the  in- 
terior of  the  stomach,  and  a new  type  of  examina- 
tion perfected  in  part  by  Dr.  Cooper  which  utilizes 
an  inflatable  balloon  inserted  into  the  stomach. 

The  latter  technique  is  at  least  as  accurate  as  the 
fluoroscope  and  x-ray,  and  has  the  inherent  accur- 
acy that  x-ray  lacks  in  that  it  reveals  the  basic 
pathological  nature  of  the  growth,  according  to 
Dr.  Cooper. 

The  apparatus  consists  of  a balloon  fitted  with 
a fine  netting  at  the  end  of  a tube.  The  balloon  is 
passed  through  the  mouth  of  the  patient  into  the 
stomach.  The  stomach  is  pumped  diy  and  the  bal- 
loon inflated.  The  nonnal  movements  of  the  stom- 
ach propel  the  balloon  almost  into  the  intestines. 

(Continued  on  page  xxvii) 
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POSTGRADUATE  COURSE 

in 

PEDIATRICS 

3 days— January  26,  27  and  28,  1953 

— GUEST  INSTRUCTORS  — 

Charles  D.  May,  M.D.,  State  Univeroity  of  Iowa, 

College  of  Medicine,  Iowa  City 
Mitchell  I.  Rubin,  M.D.,  University  of  Buffalo, 

School  of  Medicine,  Buffalo,  N.Y. 

Thomas  E.  Shaffer,  M.D.,  Ohio  State  University, 

College  of  Medicine,  Columbus 

And  Members  of  the  Kansas  University  Faculty 

+ + 

Also  courses  in 

SURGERY— 5 days,  January  19-23 

RADIOLOGY— 3 days,  February  16-18 

MEDICAL  TECHNOLOGY-3  days,  Jan.  12-14 
A refresher  course  for  both  medical 
technicians  and  doctors  of  medicine. 

+ + 

For  program  announcement  and  information,  write: 
Extension  Program  in  Medicine 

University  of  Kansas  School  of  Medicine 

Kansas  City  12,  Kansas 


•REPRINTS: 

of  Your 

Technical  Article 

Will  Be  A Valuable 
Supplement  to  Any 
Doctor's  Library 

It  costs  very  little  to 
run  reprints— write 
us  for  prices. 

The  Huse  Publishing  Co. 

Letterheads  - Statements 
Envelopes  • Office  Forms  - Quality 
Printing  at  the  Right  Price 

Norfolk,  Nebraska 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Associa- 
tion will  be  accepted  without  charge  for  two  issues.  Each 
advertisement  will  be  taken  out  following  its  second  appear- 
ance unless  otherwise  instructed.  Where  numbers  follow 
advertisements,  replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln  8. 

DOCTOR  WANTED  — In  prosperous  Sarpy  coun- 
ty town  of  450  on  arterial  highway  20  miles  from 
Omaha,  40  from  Lincoln.  Recently  deceased  doctor 
here  40  years.  If  necessary  community  will  help 
establish.  Write  Helen  Peterson,  Gretna,  Nebraska. 

FOR  SALE  — X-Ray  from  Ritter  E.N.T.  suite. 
Has  accessories  for  dental  and  head  views.  Mobile. 
Taken  only  200  exposures.  Write  Box  10,  c/o 
The  Nebraska  State  Medical  Journal,  1315  Sharp 
Building,  Lincoln  8. 

WANTED  — - Doctor  for  general  practice  in  small 
western  Nebraska  town.  Large  territoiy.  Salary 
basis.  To  be  associjited  with  two  other  doctors. 
Write  Box  11,  c/o  Nebraska  State  Medical  Journal, 
1315  Sharp  Building,  Lincoln  8. 

ELECTROCARDIOGRAPHER—  Certified,  desires 
to  interpret  electrocardiograms.  Replies  by  return 
mail  same  day.  Four  leads:  $1.00;  multiple  leads: 
$1.25.  Write  c/o  Box  104,  Nebraska  State  Medical 
Journal,  1315  Sharp  Building,  Lincoln  8. 

WANTED  — Physician  for  prosperous  area  of 
about  600  square  miles.  Unopposed  practice.  Mod- 


em hospital  facilities  ten  miles  distant.  Community 
in  heart  of  large  irrigation  district.  Rapidly  grow- 
ing town.  Write  Box  105,  c/o  Nebraska  State  Medi- 
cal Journal,  1315  Sharp  Building,  Lincoln  8. 

WANTED  — Physician  for  prosperous  area  of 
about  600  square  miles.  Unopposed  practice.  Mod- 
ern hospital  facilities  ten  miles  distant.  Community 
in  heart  of  large  irrigation  distinct.  Rapidly  grow- 
ing town.  Write  Box  105,  c/o  Nebraska  State  Medi- 
cal Journal,  1315  Sharp  Building,  Lincoln  8. 


CANCER  OF  LUNG  NOW  MOST 
COMMON  FORM 

Cancer  of  the  lung  has  steadily  increased  in  inci- 
dence until  it  is  now  the  most  common  form  of 
cancer,  according'  to  Drs.  Louis  H.  Clerf  and  Peter 
A.  Herbut,  Philadelphia.  The  doctors  are  asso- 
ciated with  the  departments  of  laryngology  and 
broncho-esophagology  and  pathology,  Jefferson  Med- 
ical College  and  Hospital. 


The  control  of  diseases  due  to  an  insanitary  en- 
vironment can,  obviously,  often  be  accomplished  in 
sudden  and  dramatic  fashion.  No  such  easy  victories 
can  be  achieved  with  the  contact-borne  diseases, 
since  man  is  much  less  susceptible  to  control  than 
his  surroundings.  Such  maladies  as  tuberculosis 
and  syphilis  have  been  fought  almost  as  effectively 
but  at  a slow  pace.  (C.  E.  A.  Winslow,  The  Cost 
of  Sickness  and  the  Price  of  Health,  WHO  Mono- 
graph Series,  No.  7,  1951). 
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YEARS  TREATING  ALCOHOL 

AND  DRUG  ADDICTION 


In  1897  Doctor  B.  B.  Ralph  developed  methods  of  treating  alcohol  and  narcotic 
addiction  that,  by  the  standards  of  the  time,  were  conspicuous  for  success. 

Twenty-five  years  ago  experience  had  bettered  the  methods.  Today  with  the 
advantages  of  collateral  medicine,  treatment  is  markedly  further  improved. 

The  Ralph  Sanitarium  provides  personalized  care  in  a quiet,  homelike  at- 
mosphere. Dietetics,  hydrotherapy  and  massage  speed  physical  and  emotional 
re-education.  Co-operation  with  referring  physicians.  Write  or  phone. 

R A L P H 

SANITARIUM 

Established  1897 

579  HIGHLAND  AVE.,  KANSAS  CITY  6,  MO.,  VICTOR  3634 

Rolph  Emerson  Duncan,  M.D.,  Director 


STOMACH  CANCER  MAY  BE  CURED  IF 
TREATED  EARLY,  DOCTOR  SAYS 
(Continued  from  page  xxv) 

The  balloon  is  then  pulled  up  to  the  upper  part  of 
the  stomach.  This  procedure  is  repeated  several 
times.  The  balloon  is  deflated  and  removed,  and 
the  material  is  examined  microscopically  for  cancer 
cells. 

Dr.  Cooper  reported  on,  a series  of  687  patients 
with  stomach  cancer  studied  between  1932  and  1951, 
dividing  the  group  into  those  admitted  to  the  New 
York  Hospital  before  and  after  1940.  The  study 
showed  that  the  operability  of  persons  suffering 
from  gastric  cancer  has  increased  in  the  last  10 
years  from  15.5  per  cent  in  the  1932-1940  group  to 
33.8  per  cent  in  the  1940-1951.  This  progress,  he 
said,  may  be  due  to  more  radical  sui’gery  or  to 
earlier  diagnosis. 

The  scope  of  surgeiy  in  gastric  cancer  has  in- 
creased enormously,  Dr.  Cooper  pointed  out,  while 
the  operative  mortality  has  steadily  decreased. 
There  are  many  factors  responsible  for  this  decrease, 
but  the  most  important  is  the  use  of  chemotherapeu- 
tic agents,  he  added. 

Insight  into  the  accomplishments  of  the  more 
radical  surgery  of  the  last  decade  can  be  obtained 
by  an  analysis  of  the  cures  or  survivals.  Dr.  Cooper 
said.  Of  the  patients  "with  cancer  of  the  stomach 
treated  between  1932  and  1940,  5.7  per  cent  were 
alive  at  the  end  of  three  years,  compared  to  14.6 
per  cent  of  those  treated  between  1940  and  1951. 
Five-year  cures  were  seen  in  8.5  per  cent  of  the 
latter  group,  as  contrasted  to  only  4.9  per  cent 
of  the  former  group. 


The  article  by  Dr.  Cooper  is  the  second  of  a series 
of  six  such  reports  on  cancer — the  second  leading 
cause  of  death  in  the  United  States — which  will  ap- 
pear in  The  Journal.  ITie  series,  written  by  cancer 
specialists,  is  sponsored  by  the  office  of  the  A.M.A.’s 
Committee  on  Research  of  the  Council  on  Pharmacy 
and  Chemistry.  The  first  article  discussed  present 
day  methods  for  the  earliest  possible  diagnosis  of 
cancer  of  the  cervix,  and  subsequent  ones  will  dis- 
cuss cancer  of  the  lung  and  breast,  and  the  care 
of  the  hopelessly  ill  cancer  patient. 


Routine  hospital  admission  x-rays  are  paying  di- 
vidends, not  only  in  better  and  earlier  diagnosis  as 
it  regards  tuberculosis,  but  also  in  the  fact  that 
other  chest  disease  conditions  are  found  in  the  com- 
plete examination  of  the  chest  which  follows  if 
there  are  any  suggestive  findings  on  initial  x-ray. 
(Edward  A.  Piszczek,  M.D.,  The  111.  Med.  J.,  March, 
1952). 


A major  goal  in  the  medical  care  program  for  the 
United  States  has  been  reached  with  the  estab- 
ment  of  mediation  committees  in  each  of  the  48 
states,  the  District  of  Columbia  and  Hawaii,  accoi’d- 
ing  to  a statement  issued  by  tho  Council  on  Medical 
Sei-vice  of  the  Americah  Med'c^l  AsSiicIat'OTi. 

The  establishment  of ’these  committees'is  th6  le- 
sult  of  a four^yeJr  campaign,  for  the  creation  ci 
such  patient-physician  relations  bodies.  The  com- 
mittees investigate  complaints  concerning  the  pro- 
fessional ,'Jonduct  ;and  .ethical  deportment  cf  indi- 
vidual physicians  and  ^attempt  am.khble  adjustments. 
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Resented  for 
the  physician’s 
prescription 


Since  its  founding  on  May  10, 
1876,  Eli  Lilly  and  Company 
has  depended  upon  the 
physician’s  prescription  for  the 
sale  of  its  products.  Information 
on  the  therapeutic  application 


ELI  LILLY  .4IVD  COMP.4NY 


I N D I .4  N A PO  L I S 6,  INDIANA,  U.  S.A. 


toward 


a fuller  life  for 


epileptics 
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DILANTIN 


DILANTIN  Sodium  ( diphenylhydantoin  sodium,  Parke-Davis) 
is  supplied  in  Kapseals®  of  0.03  Gm.  (/2  gr.)  and 

O.I  Gm.  (I/j  gr.)  in  bottles  of  100  and  1000. 


FOR  SAFETY  AND  ACCURACY  IN  UROGRAPHY 


Clinical  experience  in 
thousands  of  cases  has 
demonstrated  the  notable 
safety  of  urinary  tract 
visualization  with  Neo-Iopax® 
(Sodium  lodomethamate  U.S.P.). 


NEO-IOPAX 


The  urograms  obtained  have 
always  been  noteworthy 
for  their  clear  delineation 
of  the  kidneys,  ureters, 
and  bladder. 


Corporation 

BLOOMFIELD,  NEW  JERSEY 


NEO-IOPAX  s 


...dispels  the  shadow  of  Rickets 


A potent  and  economical  source  of  vitamins 
A and  D,  Mead’s  Oleum  Percomorphum  has 
provided  effective  protection  for  millions  of 
infants  and  children.  For  17 
years,  physicians  have 
placed  faith  in  it. 


Even  in  America  today,  surveys  of  certain 
groups  reveal  a surprising  incidence  of  rickets 

To  combat  this  danger,  physicians 
realize  the  need  for  regular  and 
reliable  antirachitic  measures. 
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